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A poetic  understatement 

The  actual  number  is  in  the  billions.  For  more  than  15  years, 
Dalmane  (tlurazepam  HCI/Roche)  has  been  providing 
sleep  that  satisfies  patients— sleep  that  comes  quickly  and 
lasts  through  the  night.' 8 

Sleep  that  satisfies  you-you  can  count  on  an  exceptionally 
wide  margin  of  safety  As  always,  caution  patients 
about  driving  or  drinking  alcohol. 


Copyright  >.  1986  by  Roche  Products  Inc  All  rights  reserved 


/ 


Please  see  adjacent  page  for  references  and  summary  of  product  information. 


References:  1.  Kales  J,  etal  Clin  Pharmacol  Ther 
12  691  -697  Jul-Aug  1971  2.  Kales  A,  etal  Clin 
Pharmacol  Ther  18  356  363.  Sep  1975  3.  Kales  A 
etal  Clin  Pharmacol  Ther  19  576-583,  May  1976 
4.  Kales  A.  etal  Clin  Pharmacol  Ther  32  781  788, 
Dec  1982  5.  Frost  JD  Jr,  DeLucchi  MR  JAmGeriotr 
Soc 27 541-546,  Dec  1979  6.  Dement  WC,  etal 
BehavMed.  pp  25-31,  Oct  1978  7.  Kales  A,  Kales 
JD  J Clin  Psychopharmacol  3 140-150,  Apr  1983 

8,  Tennant  FS,  etal  Symposium  on  the  Treatment  ot 
Sleep  Disorders,  Teleconference,  Oct  16,  1984 

9.  Greenblatt  DJ,  Allen  MD,  Shader  Rl  Clin  Pharmacol 
Ther 21  355-361,  Mar  1977 


brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg  caps 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows 
Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  tailing  asleep,  frequent  nocturnal  awaken 
ings  and/or  early  morning  awakening;  in  patients  with 
recurring  Insomnia  or  poor  sleeping  habits,  in  acute  or 
chronic  medical  situations  requiring  restful  sleep  Objective 
sleep  laboratory  data  have  shown  effectiveness  (or  at  least 
28  consecutive  nights  of  administration  Since  insomnia  is 
often  transient  and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended  Repeated  ther- 
apy should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  flurazepam 
HCI,  pregnancy  Benzodiazepines  may  cause  fetal  damage 
when  administered  during  pregnancy  Several  studies  sug- 
gest an  increased  risk  of  congenital  malformations  associ- 
ated with  benzodiazepine  use  during  the  first  trimester 
Warn  patients  of  the  potential  risks  to  the  (elus  should  the 
possibility  ot  becoming  pregnant  exist  while  receiving 
flurazepam  Instruct  patients  to  discontinue  drug  prior  to 
becoming  pregnant  Consider  the  possibility  of  pregnancy 
prior  to  instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An  additive 
effect  may  occur  if  alcohol  is  consumed  the  day  following 
use  for  nighttime  sedation  This  potential  may  exist  for  sev- 
eral days  following  discontinuation  Caution  against  haz- 
ardous occupations  requiring  complete  mental  alertness 
(e  g , operating  machinery,  driving)  Potential  impairment 
of  performance  of  such  activities  may  occur  the  day  follow- 
ing ingestion  Not  recommended  for  use  in  persons  under 
15  years  of  age  Withdrawal  symptoms  rarely  reported 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  tor  those  patients  on  medication  for  a 
prolonged  period  of  time  Use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase 
dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk 
of  oversedation,  dizziness,  confusion  and/or  ataxia  Con- 
sider potential  additive  effects  with  other  hypnotics  or  CNS 
depressants  Employ  usual  precautions  in  severely 
depressed  patients,  or  in  those  with  latent  depression  or 
suicidal  tendencies,  or  in  those  with  impaired  renal  or 
hepatic  (unction 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheaded 
ness,  staggering,  ataxia  and  falling  have  occurred,  particu- 
larly in  elderly  or  debilitated  patients  Severe  sedation, 
lethargy,  disorientation  and  coma,  probobly  indicative  of 
drug  intolerance  or  overdosage,  have  been  reported  Also 
reported  heodache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare  occurrences  of 
leukopenia,  granulocytopenia,  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes,  faintness,  hypo 
tension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restless- 
ness, hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase  and  paradoxi- 
cal reactions,  eg , excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect. 

Adults  30  mg  usual  dosoge,  15  mg  may  suffice  in  some 
patients  Elderly  or  debilitated  patients  15  mg  recom- 
mended initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI 


Do  you  know  someone  who  needs  nursing  care 
in  their  home? 


We  have  a 
special  person  to 
take  care  of  your 
special 


person 


Are  your  patients  entitled  and/or  eligible  for 
Medicare  benefits?  If  you  are  not  sure  call  MEDI-  j 
CAL  PERSONNEL  POOL  and  we  will  help  you  get 
the  answer  Bear  in  mind  that  a person  need  not  ' 
be  a Social  Security  recipient  or  over  65  to  re-  | 
ceive  Medicare  services  People  who  are  dis- 
abled for  2 years  or  more  are  eligible,  as  are  peo-  | 
pie  who  are  in  dialysis  for  6 months  or  longer,  i 
MEDICAL  PERSONNEL  POOL  provides  a full  1 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home 


Medical  Personnel  Pool 


‘Allentown  434-7277 
Harrisburg  233-2444 


Lebanon  272-5214  ‘Philadelphia  663-0700 
Monroeville  824-6730  ‘Pittsburgh  683-2227 
‘Reading  372-4611 

‘Medicare  Certified  Home  Health  Agency 


HOW  ACCURATE  ARE  YOUR 
OFFICE  LAB  TEST  RESULTS? 

ASIM  s MEDICAL  LABORATORY  EVALUATION 
program  can  help  you  find  out! 

Approved  tor  use  by  office  labs  to  satisfy  proficiency  testing 
requirements  of  the  Pennsylvania  Department  of  Health,  the 
American  Society  of  Internal  Medicine's  Medical  Laboratory 
Evaluation  (MLE)  program  will  help  you  assess  and  improve  your 
office  lab  testing  by  providing  an  external  quality  check  on  your 
lab's  results.  Several  times  during  the  year,  your  lab  performs  tests 
on  unknown  specimens  and  submits  the  results  tor  evaluation.  You 
receive  data  reports  showing  your  lab's  performance  and  how  it 
compares  with  that  ot  other  participating  labs,  as  well  as  a 
newsletter  devoted  to  lab  quality  control 

To  learn  more  about  MLE,  simply  complete  the  coupon  and  send 
it  to  ASIM  at  the  address  below 


YES,  I’d  like  to  find  out  more  about  MEDICAL  LABORATORY 
EVALUATION.  Please  send  me  a brochure  on  the  program. 


American  Society  of 
Internal  Medicine 

1 101  Vermont  Ave  . NW 
Suite  500 

Washington,  DC  20005 

(202)289-1700 

(800)368-5652 


Name 


Group/Organization 

Address 

City/State ZIP 


PA  87 


Roche  Products  Inc 
Monati,  Puerto  Rico  00701 
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LIPO-NICIN 

Nicotinic  Acid  Therapy 

:or  patient’s 

jomfort/convenience 

n choice  of 


3 strengths 


Gradual  Release 

IPO-NICIN®/300  mg. 


lach  time-release  capsule  con- 


ains: 

licotinic  Acid  300  mg. 

tscorbic  Acid 150  mg. 

'hiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Ryridoxine  HCL  (B-6) 10  mg. 


n a special  base  of  prolonged 
herapeutic  effect. 

)0SE:  1 to  2 tablets  daily. 
WAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 1 50  mg . 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  (o  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 


THE  BROWN  PHARMACEUTICAL  CO.,  INC. 
2500  West  Sixth  Street,  Los  Angeles,  California  90057 


The  Seventh  Annual  Conference 
On  Evoked  Potentials 


Wednesday,  April  22, 1987 
to 

Saturday,  April  25, 1987 

wyndliam  Franklin  Plaza  Hotel 
Philadelphia,  pa 


Sponsored  By: 

The  American  Society  for  Clinical  Evoked  Potentials 

Co-Sponsored  By: 

Temple  university  School  of  Medicine 
moss  Rehabilitation  Hospital 

For  information  contact: 

The  American  Society  for  Clinical  Evoked  Potentials 
445  west  50th  Street 
New  York,  NY  10019 
212-765-5809 


M arch-October  1987  Tues.  Eves.  4-7  p.m. 


MEDICINE 
BOARD#312 
REVIEW 


TUITION:  $1200 

Accreditation:  63  AMA  Category  I credit  hours. 
Pending:  63  AAFP  and  63  ACEP  credit  hours 

For  New  York  metropolitan  area  physicians:  Twenty  one 
weekly  3-hour  sessions  spread  over  a 21  week  period  to 
prepare  for  the  written  portion  (Part  I)  of  the  Emergency 
Medicine  Board  Examination,  plus  two,  2-hour  (“1  on  1”) 
patient  management  encounters  for  each  registrant  that 
simulates  and  prepares  candidates  for  the  oral  portion 
(Part  II)  of  the  Board  Examinations. 

Information  available  on  #315  EMERGENCY  MEDICINE, 

May  11-14,  1987  Monday-Friday 

FOR  FURTHER  INFORMATION:  NYU  Post-Graduate  Medical  School, 
550  First  Avenue,  New  York,  N.Y.  10016  (212)  340-5295  (24-hour  service) 
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48  Tax  reform  and  the  big  picture  for  physicians— The  Health  Care  Group— advice  for 
planning  under  new  law 
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Lemoyne,  Pennsylvania  17043 
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NEWSFRONTS 

6 Medigram—  late  news  at  press  time 

10  Secretary  Muller  approves  Blue  Shield  rules — ready  for  implementation 
10  AMA  challenges  new  Medicare  law — cited  as  “unfair  to  segments  of  medical 
community’’ 

12  State  confirms  661  AIDS  cases — 42  counties  involved 

14  Toll-free  number  accesses  Alzheimer's  information— list  of  diagnostic  and  care  centers 
available 

54  Proceedings  of  the  1986  House  of  Delegates — minutes  of  Society’s  Annual  Meeting 
71  Directory  of  officials  and  staff — latest  information  on  committees,  councils 


EDITORIAL 

8 The  sky  is  not  falling — David  A.  Smith — parallel  view  of  law  and  medicine 
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CAPITAL  COMMENTARY 
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Rothenberger,  Larry  L.  Light — review  of  actions  and  effects  on  physicians 


IN  MY  OPINION 

24  The  forbidden  topic:  medical  unemployment — Harry  Schwartz — one  view  of  what  lies 
ahead 

26  Metaphorical  prolapse — John  L.  Coulehan — importance  of  symbols 

30  Friction-free  BSE — J Mostyn  Davis — preventive  medicine 

30  Telephone  system  vulnerable — Brian  Altman — new  type  of  crime  discovered 
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PENNSYLVANIA  MEDICINE,  established  in  1897,  I 
published  monthly  as  the  official  publication  of  th 
Pennsylvania  Medical  Society.  All  editorial  and 
advertising  correspondence  should  be  directed  to 
the  Managing  Editor  Subscription  requests  and  I 
changes  of  address  should  be  sent  to 
PENNSYLVANIA  MEDICINE,  20  Erford  Rd., 
Lemoyne,  PA  17043.  All  material  subject  to  this 
copyright  may  be  photocopied  only  for 
noncommercial  scientific  or  educational  purposes. 
The  opinions  of  authors  do  not  necessarily 
represent  the  policy  of  the  publisher.  The 
appearance  of  advertising  does  not  guarantee  or 
endorse  the  claims  of  advertisers.  A domestic 
subscription  is  $20  per  year,  foreign  is  $30  per 
year;  single  issues,  except  for  special  issues,  are 
$3  00  Second  class  postage  paid  at  Lemoyne, 
Pennsylvania  17043.  (ISSN  0031-4595) 

© 1987:  Pennsylvania  Medical  Society 


Robert  Ford, 
Obstetrics/Gynecology 
Pittsburgh 


e answers 
I need. 


The  threat  of  litigation  has  driven  many  obste- 
tricians from  the  field.  But  not  Dr.  Ford.  Bolstered 
by  PMSLIC's  risk  management  efforts,  he's 
secure  in  the  knowledge  that  he’s  doing  all  he 
can  to  reduce  malpractice  risk.  "Addressing 
the  specific  risks  of  a specialty  is  the  key,"  he 
notes. 

Because  the  PMSLIC  Risk  Management  staff 
determined  that  the  "negligent  delivery  of  an 
infant  with  a neurologic  deficit"  is  one  of  the 
most  common  and  most 

costly  allegations  ^ 1 ' 

against  PMSLIC-insured  PMSLIC: 

obstetricians,  a letter 


The  doctors’  choice. 


was  sent  to  them  suggesting  that  samples  of 
placental  tissue  be  retained  in  certain  instances. 
Dr.  Ford  was  glad  to  incorporate  this  in  his 
practice  after  learning  that  placental  tissue  analy- 
sis could  be  a key  element  in  his  successful 
defense  should  a malpractice  claim  subsequently 
arise. 

Observes  Dr.  Ford:  “PMSLIC  has  shown  the 
obstetricians  of  this  state  that  they  really  have 
someone  in  their  corner  when  it  comes  to 

avoiding  liability.”  To  get 
that  support  for  your 
practice,  call  toll-free: 
1-800-445-1212. 


medigram 


AMA  SEEKS  MODIFICATION 
IN  PEER  REVIEW  PROGRAM 


OMNIBUS  HEALTH  BILL  KILLS 
FEDERAL  HEALTH  PLANNING 


The  American  Medical  Association  will  seek  immediate  modification  o 
the  government’s  peer  review  organization  (PRO)  program,  by  action  o 
the  House  of  Delegates  at  its  interim  meeting  in  Las  Vegas  in  Decembei 
The  AMA  wants  to  assure  that  all  appeal  mechanisms  available  to  a pnysi 
cian  are  exhausted  before  a Medicare  beneficiary  receives  a letter  deny 
ing  care.  Also  approved  was  a resolution  urging  physicians  to  assist  pa 
tients  to  register  their  complaints  directly  with  the  White  House  when  thi 
patient  has  been  denied  payment  wrongfully.  Despite  lengthy  debate,  u 
resolution  calling  for  repeal  of  PRO  legislation  was  not  adopted,  but  wal 
referred  to  the  AMA  Board  of  Trustees.  fl 


As  part  of  a package  of  nine  health  related  provisions,  Congress  this  fal 
passed  and  President  Reagan  signed  a law  which  ends,  effective  Januan 
1,  1987,  federal  health  planning  through  local  Health  Systems  Agencies 
Of  nine  HSAs  operating  in  Pennsylvania  in  1981,  eight  were  still  active 
January  1,  1985,  but  only  two  remain  as  of  January  1,  1987.  They  are  the 
Southwestern  HSA  in  Pittsburgh,  which  receives  support  through  £ 
regional  health  planning  council,  and  the  NYPenn  HSA,  based  in  New  Yorl 
but  including  Bradford,  Sullivan,  and  Susquehanna  counties  on  Penn 
sylvania’s  northern  tier.  All  other  certificate  of  need  functions  for  Penn 
sylvania  are  being  fulfilled  by  the  Bureau  of  Planning  in  the  Pennsylvania 
Department  of  Health.  The  Legislative  Budget  Committee  is  expected  tc 
report  on  February  1,  1987  a plan  to  continue  funding  certificate  of  neec 
functions  whether  through  local  HSAs  or  within  the  Bureau  of  Health  Plan- 
ning, whose  federal  funds  will  be  exhausted  in  June  1987. 


PROTESTS  ON  PHYSICIAN  DRGs 
LEAD  TO  RECONSIDERATION 


The  Reagan  Administration  has  changed  its  position  favoring  universal  im- 
plementation of  physician  DRGs  in  hospital  settings  beginning  in  FY  1988 
The  MD-DRG  plan  is  a recent  proposal  of  the  Office  of  Management  and 
Budget  to  combine  in  fiscal  year  1988  the  payment  for  physician’s  services 
and  hospital  services  for  a hospitalized  Medicare  patient  in  one  diagnosis- 
related  group  payment.  The  administration  position  changed  after  a 
deluge  of  messages  from  physicians  were  sent  in  response  to  an  AMA 
appeal  for  action.  AMA  Executive  Vice  President  James  H.  Sammons,  MD, 
called  the  proposal  a step  toward  rationing  care  for  patients  on  Medicare 
The  administration  has  not  yet  changed  its  position  that  payments  for  in- 
hospital  services  of  radiologists,  anesthesiologists,  and  pathologists  should 
be  included  in  the  hospital  DRG  payment. 


MEDICAL  BOARDS  APPROVE 
CONTROVERSIAL  NEW  RULES 


Despite  objections  from  PMS,  Pennsylvania’s  two  medical  licensing  boards 
have  adopted  new  regulations  for  the  use  of  amphetamines  and  sym- 
pathomimetic amines.  While  sympathetic  with  the  intent  of  the  proposed 
regulations,  the  Society  in  a letter  from  Doris  Bartuska,  MD,  of  Philadelphia, 
chairman  of  the  PMS  Council  on  Education  and  Science,  outlined  these 
main  objections:  (1)  complex  rules  may  hinder  legitimate  prescribing;  (2) 
reporting  requirements  threaten  confidentiality;  and  (3)  quarterly  reports 
would  be  superfluous-annual  reports  should  be  sufficient.  The  adoption 
of  the  regulations  took  place  at  a joint  meeting  of  the  Board  of  Medicine 
and  the  Board  of  Osteopathic  Medicine— a rare  occurrence  The  regula- 
tions, which  become  effective  July  1,  1987,  prohibit  the  prescribing  of  cer- 
tain drugs  in  these  classes  and  limit  to  45  days  a year  the  prescribing  of 
others.  They  also  require  the  reporting  of  patients’  names  and  social 
security  numbers  to  the  state.  The  PMS  Board  of  Trustees  will  receive  a 
report  on  the  regulations  at  its  meeting  this  month. 
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NEW  TAX  LAW 
INVESTMENT  OPPORTUNITY 
Build  your  own  office  building. 


A well-designed  and  constructed  Medical/Dental 
office  building  is  an  unbeatable  Blue  Chip  Invest- 
ment which  can  provide  positive  cash  flow  and 
continued  equity  appreciation.  Under  the  new 
tax  law,  significant  additional  benefits  of  office 
building  ownership  are  available. 

Under  the  1986  Tax  Reform  Act,  income  gen- 
erated from  real  estate  ownership  will  be  taxed  at 
a lower  rate  for  an  individual  currently  in  the 
50%  tax  bracket.  And  if  you  have  “passive”  losses 
from  prior  investments,  the  income  generated  from 
this  investment  may  offer  you  the  additional 
benefit  of  being  able  to  fully  utilize  these  losses. 

MOBC’s  Design/Build  concept  minimizes  the 
time  doctors  must  lose  from  their  practice  and 

maximizes  time-saving  construction  techniques. 

MOBC  has  extensive  construction  and  devel- 
opment experience  and  knows  how  to  complete 
your  project  on  time  and  within  budget.  In  fact, 
our  team  has  been  involved  in  completing  over 
$100  million  worth  of  projects  during  the  past  five 
years. 

Our  fast-tracking,  Single-Source  method  elimi- 
nates the  costly  delays  of  traditional  building 
methods.  Every  day  lost  in  today’s  changing 
economy  costs  money  in  interest  and  escalating 


costs.  Our  team  combines  all  aspects  of  project 
development  under  one  roof:  zoning,  site  sur- 
veys, architectural  design,  engineering,  financing, 
bidding,  construction,  leasing,  and  management. 
It  costs  us  less.  It  costs  you  less. 

Real  Estate  is  one  of  today’s  most  stable  invest- 
ments, providing  income  and  long-term  growth 
potential.  Plan  your  project  with  us.  Our  expertise 
and  experience  will  make  it  a special  one. 

Call  us  or  mail  this  coupon  today. 

Medical  Office  Buildings  Corp. 


201  N.  BROAD  STREET  . PHILADELPHIA,  PA  19107 
(215)  299-3344 


D Please  contact  me  with  more  information 
on  building  my  own  office  building. 

NAME 

ADDRESS 

CITY 

STATE ZIP 

PHONE 

MOBC  Medical  Office  Buildings  Corp. 

201  N.  Broad  Street  • Philadelphia,  PA  19107-1511 


editorial 


The  sky  is  not  falling 


Understanding  and  accepting  that  the 
practice  of  medicine  is  in  a state  of  change 
is  not  cause  for  us  to  believe  that  we  are 
now  in  the  terminal  phase  of  private 
practice/fee-for-service  medicine.  To  put 
another  perspective  on  the  changes  that 
are  occurring  invites  us  to  explore  the  en- 
vironment in  which  we  practice,  and  to 
take  a parallel  view  of  the  professions  of 
law  and  medicine. 

The  past  several  years  have  seen  law- 
yers facing  some  of  the  same  socioeco- 
nomic problems  that  currently  confront 
physicians.  Some  of  these  issues  involve 
questions  of  advertising  services,  contain- 
ing costs,  diminishing  public  image,  and 
the  lawyer  glut. 

Surely  the  private  practicing  attorney  is 
just  as  concerned  as  the  private  practicing 
physician  with  the  preservation  of  the 
“professional  image.”  Although  it  has 
taken  time  for  most  people,  including  law- 
yers themselves,  to  accept  the  idea  of  mod- 
ern marketing  techniques,  these  tech- 
niques have  not  resulted  in  many  adverse, 
drastic  changes  in  the  delivery  of  profes- 
sional services,  as  was  once  forecast. 

Advertising  by  the  legal  profession  is  no 
longer  discouraged  by  the  American  Bar 
Association  and,  in  fact,  has  been  sanc- 
tioned by  the  United  States  Supreme 
Court.  Most  lawyers,  however,  still  do  not 
advertise  and  appear  to  be  adhering  to  the 
less  aggressive,  more  tactful  approach  to 
the  marketing  of  their  services. 

This  traditional  approach  is  one  aspect 
of  private  practice  that  will  probably  not 
change.  Although  there  are  those  who 
would  have  us  place  our  business/ 
marketing  interests  above  providing  qual- 
ity medical  care  to  all  patients  in  need  of 
such  services,  fortunately  this  should  not 
be  necessary.  And  as  with  physicians,  a 
lawyer’s  client  pool  grows  primarily 
through  the  time  tested  method  of  satis- 
fied customer  referrals. 

If  we  stop  to  think  for  a moment,  we  are 
already  competitive  businessmen  and 
have  been  all  along.  We  dispense  medical 


services  in  exchange  for  a fee,  regardless  of 
whether  the  fee  comes  from  the  patient  or 
an  insurance  company.  We  are  already  as 
involved  in  the  marketplace  as  almost  any 
other  professional.  And  when  the  market- 
place talks— people  listen.  It  is  the  natural 
forces  of  the  marketplace  that  are  largely 
responsible  for  causing  the  current 
changes  in  the  private  practice  of  medi- 
cine. 

Therefore,  although  we  may  be  called 
upon  to  accept  a restructuring  in  the  oper- 
ation of  our  practices,  we  should  remember 
that  the  doctor-patient  relationship  must 
remain  at  the  heart  of  what  we  do.  If  we 
are  attentive  to  maintaining  quality,  we 
shall  not  find  that  the  profession  that  we 
once  knew  and  loved  has  ever  really 
changed.  The  practice  of  medicine  always 
has  been  and  should  remain  a one-to-one 
human  experience. 

Both  medicine  and  law  are  meant  to  re- 
volve around  a certain  high-minded  value 
system.  Attempts  to  emphasize  any  other 
aspect  of  these  professions  above  this  cen- 
tral nerve  system  would  endanger  the 
overall  health  of  each  professional  body. 
This  necessary  emphasis  on  placing  the 
health  of  the  patient  (or  for  lawyers  the 
pursuit  of  justice  under  the  law  for  the  cli- 
ent) above  all  else  must  remain  the  essen- 
tial ingredient  to  providing  care,  regard- 
less of  how  we  may  view  the  potential 
structural  changes  that  are  being  pro- 
posed in  today’s  business  place. 

Change  is  inevitable,  yet  we  must  be 
careful  not  to  overreact  when  faced  with 
the  resulting  pressures.  We  are  hearing 
from  some  who  would  suggest  that  we  see 
drastic  changes  in  the  provision  of  private 
practice/fee-for-service  medical  care.  How- 
ever, we  should  take  heed  when  we  hear 
the  call  “The  Sky  Is  Falling.”  Careful, 
level-headed  professionals  will  be  able  to 
navigate  their  way  through  the  storm.  Per- 
haps we  should  take  a lesson  from  the 
problems  lawyers  share  with  physicians. 

David  A.  Smith,  MD 

Medical  Editor 
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DISREGARDING 

THIS  AD 
COULD  PROVE 
FINANCIALLY 
DISABLING. 

IPMS  Endorsed 

Disability  income  insurance 

Earning  power.  A most  important  asset  to  the  physician.  Youfve 
spent  more  time,  money  and  effort  to  reach  your  position  than 
most.  So,  protecting  your  earning  power  makes  a great  deal 
of  sense. 

The  PMS  Disability  income  insurance  Program  was  created 
specifically  to  meet  your  needs.  A program  that  includes  up  to 
$4,500  a month  in  benefits.  That  includes  Residual  Disability 
Benefits  for  partial  disability.  That  guarantees  acceptance  for 
PMS  members  under  age  55. 

It's  the  high-benefit  package  that  the  PMS  membership 
requested.  So  anticipate  the  unexpected.  Disability  Income 
Insurance  from  Bertholon-Rowland  Agencies.  Endorsed  by  the 
Pennsylvania  Medical  Society. 

For  detailed  information  regarding  Disability  income  insurance, 
as  well  as  your  other  PMS  endorsed  insurance  plans,  call  toll-free 
in  eastern  Pennsylvania,  1-800-556-2500,  and  in  western 
Pennsylvania,  1-800-327-1550. 


BERTHOLON-ROWLAND  AGENCIES  1-800-556-2500 


newsfronts 


Secretary  Muller  approves  Blue  Shield  rules 


New  regulations  governing  the  rela- 
tionship between  participating  physi- 
cians and  Pennsylvania  Blue  Shield  are 
ready  for  implementation.  Approved  by 
Secretary  of  Health  H.  Arnold  Muller, 
MD,  on  November  12,  1986,  the  regula- 
tions become  effective  30  days  following 
publication  by  Pennsylvania  Blue  Shield. 

The  regulations  have  been  the  subject 
of  controversy  arising  in  part  from  the 
health  department’s  concern  with  the 


initial  proposals  and  in  part  from  objec- 
tions raised  by  the  Pennsylvania  Dental 
Association  and  the  Pennsylvania  Med- 
ical Society. 

PMS  submitted  detailed  written  com- 
ments on  three  occasions  and  voiced  its 
concerns  at  several  meetings  with  Sec- 
retary Muller.  Some  of  the  objections  of 
the  Society  were  addressed  in  the  final 
regulations.  Other  provisions  were 
modified,  but  not  to  the  extent  urged  by 


the  Society,  while  still  other  provisions 
remained  essentially  unchanged. 

The  regulations  require  that  they  be 
reproduced  in  Blue  Shield’s  professional 
publications  and  participating  physi- 
cians can  expect  to  receive  a copy  of  the 
new  regulations  from  Pennsylvania 
Blue  Shield. 

For  more  information  call  the  PMS 
Reimbursement  Helpline— 1-800-228- 
7823. 


AMA  challenges  new  portions  of  Medicare  law 


The  American  Medical  Association 
will  mount  a major  legislative  campaign 
to  overturn  inequitable  portions  of  new 
Medicare  legislation,  reports  in  Ameri- 
can Medical  News  said. 

The  AMA  asked  for  a delay  in  imple- 
mentation of  Section  9331  of  the  Omni- 
bus Budget  Reconciliation  Act  (OBRA) 
until  Medicare  carriers  can  provide  phy- 
sicians with  information  they  need  to 
make  informed  decisions  about  partici- 
pation. 

The  legislation  gave  physicians  until 
J anuary  1 to  decide  whether  to  opt  into 
or  out  of  Medicare  participation  agree- 
ments that  commit  them  to  accept  as- 
signments on  all  claims  for  services  be- 
tween January  1 and  December  31,  1987. 

In  a letter  to  Secretary  of  Health  and 
Human  Services  Otis  R.  Bowen,  MD, 
the  AMA  said  requiring  physicians  “to 
make  decisions  based  on  information 
that  carriers  have  not  provided  . . . 
raises  fundamental  questions  under  the 
due-process  clause  of  the  Fifth  Amend- 
ment.” The  letter  also  said  physicians 
were  not  provided  with  the  information 
necessary  to  comply  with  complex  new 
reimbursement  provisions,  and  that  en- 
forcement of  OBRA  Section  9331  would 
be  unfair  to  physicians. 

“Portions  of  the  law— particularly  as 
they  apply  to  physicians  who  choose 
not  to  participate— are  clearly  unfair  to 
some  segments  of  the  medical  commu- 
nity,” said  James  H.  Sammons,  MD,  ex- 


ecutive vice  president  of  the  AMA.  “It 
appears  that  Congress  has  once  again 
chosen  to  discriminate  against  physi- 
cians in  its  efforts  to  reduce  federal 
spending  on  health  programs.” 

The  AMA  will  seek  “substantive 
changes  in  the  legislation”  this  year.  Dr. 
Sammons  said,  adding  that  the  associa- 
tion’s attorneys  are  considering  chal- 
lenging some  portions  of  the  law  in 
court. 

Supporters  of  the  legislation  have  as- 
serted that  its  goal  is  to  shield  patients 
from  increased  costs  and  to  reduce  wide 
variations  in  fees  now  allowed  by  Medi- 
care. 

Critics,  however,  say  that  the  new  law 
may  be  a back-door  effort  to  bring 
about  mandatory  assignment  of  all 
Medicare  claims.  Nonparticipation  un- 
der the  new  law  is  so  unpalatable,  they 
maintain,  that  physicians  are  driven 
into  participation  status,  which  re- 
quires 100  percent  acceptance  of  claims 
under  assignment,  or  driven  out  of  the 
program  entirely. 

Dr.  Sammons  said  Congress  enacted 
the  controversial  legislation  “behind 
closed  doors,  disregarding  Administra- 
tion advice  about  its  impracticality,  and 
with  limited  input  from  medicine,  from 
the  elderly,  and  from  other  experts  who 
understand  the  implications  of  the 
law.”  Dr.  Sammons  urged  physicians 
who  feel  they  are  being  treated  unfairly 
by  provisions  of  the  new  law  to  make 


this  known  to  their  representatives  in 
Congress. 

Medicare  pays  80  percent  of  the 
lesser  of  three  charges:  a physician’s  ac- 
tual change  in  a given  case,  his  custom- 
ary historical  charge  for  the  procedure, 
or  a prevailing  charge  limit  set  by  the 
government.  When  reimbursement  is 
based  on  the  prevailing  charge  limit, 
participating  physicians  are  allowed  a 
higher  level  of  Medicare  reimburse- 
ment. The  Medicare  recognized  prevail- 
ing charge  for  nonparticipating  physi- 
cians in  1987  is  set  at  96  percent  of  the 
amount  recognized  for  participating 
physicians. 

Physicians’  decisions  about  participa- 
tion were  further  complicated  by  new 
limits  on  actual  fees,  Dr.  Sammons  said. 
All  nonparticipating  physicians  are 
subject  to  a new  “maximum  allowable 
actual  charge”  (MAAC). 

The  new  limits  are  applied  on  a 
procedure-by-procedure  basis  and  hinge 
on  how  a physician’s  actual  charge  com- 
pares with  the  prevailing  charge  ceil- 
ings. “There  are  at  least  three  ways  in 
which  the  limits  could  force  a rollback 
in  a physician’s  current  fees,”  Dr.  Sam- 
mons said. 

For  more  information  or  answers  to 
questions  on  the  Medicare  provisions  in 
the  Omnibus  Budget  Reconciliation 
Act,  use  the  Pennsylvania  Medical  Soci- 
ety’s Reimbursement  Hotline,  1-800- 
228-7823. 
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Less  pain.  Less  blood  loss.  Less  anesthesia.  Less  cost. 


In  some  cases,  laser 
surgery  can  give  your  patients 
less  worry  and  more  benefits 
than  conventional  surgery. 
Benefits  including  less  time  in 
the  hospital.  Less  pain  and 
anesthesia.  Less  blood  loss. 
Less  expense.  And  now,  you 
can  offer  your  patients  the 
many  benefits  of  laser  surgery 
through  the  staff  and  facilities 
of  The  Pittsburgh  Laser  Center. 

The  Laser  Center  will 
soon  be  the  subject  of  a great 
deal  of  attention.  Your  patients 
will  learn  about  it  through  TV, 
radio  and  newspaper  ads.  They 


will  be  asking  questions. 
Whether  you  are  a surgeon  or 
a referring  physician,  it’s  more 
important  than  ever  to  contact 
The  Laser  Center  for  more 
information. 

The  staff  of  The  Pitts- 
burgh Laser  Center  has  had 
comprehensive  training  on 
state-of-the-art  equipment, 
including  instruction  by  lead- 
ing international  laser  experts 
during  hands-on  training  ses- 
sions. In  addition,  they  will  have 
access  to  over  one  hundred  top 
laser  specialists  in  every  disci- 
pline. Through  your  association 


with  The  Laser  Center,  you’ll 
be  able  to  offer  your  patients 
the  kind  of  benefits  that  only 
laser  surgery  can  provide. 

For  more  information,  please  call 

1-800-648-8877. 


TheRttsbuigh 
Laser  Center, 
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Enlightened  Medicine. 


newsfronts 


State  confirms  661  AIDS  cases 


The  state  Health  Department  has 
confirmed  661  cases  of  Acquired  Im- 
mune Deficiency  Syndrome  (AIDS) 
since  the  first  cases  were  reported  in 
1981.  Of  these  patients,  328  have  died. 

Of  the  67  counties  in  the  Common- 


wealth, 42  now  have  reported  at  least 
one  case  of  AIDS.  Eleven  counties  have 
eight  or  more  cases.  Philadelphia 
County  has  reported  the  largest  num- 
ber of  cases — 371,  followed  by  Alle- 
gheny (59  cases),  Bucks  (25  cases). 


Montgomery  (24  cases),  Delaware  (24 
cases),  Berks  (17  cases),  Lancaster  (l; 
cases).  Dauphin  (9  cases),  and  York,  Le- 
high and  Northampton  counties  (8 
cases  each). 

Most  of  the  cases  reported  have  oc- 
curred in  people  30-39  years  old  (293 
cases).  There  are  164  cases  in  people  20- 
29  years  old  and  122  cases  in  those  40- 
49.  For  the  age  group  over  50,  68  cases 
have  been  reported,  and  8 cases  have  oc- 
curred in  those  under  12  years  old.  Five 
cases  were  reported  in  the  13- 19-year- 
old  group.  The  age  was  undetermined  in 
one  case. 

Of  the  661  cases,  379  were  in  whites, 
226  in  blacks,  53  in  hispanics,  and  one 
Asian.  Race  was  undetermined  in  two 
cases. 

Of  the  cases,  485  occurred  in  homo- 
sexual or  bisexual  men,  and  55  in  intra- 
venous drug  users.  Cases  occurred  in  52 
men  who  were  both  homosexual  or  bi- 
sexual and  intravenous  drug  users. 
Twenty  cases  were  reported  in  hemo- 
philiacs, and  ten  cases  occurred  in  pa- 
tients who  had  received  blood  transfu- 
sions. Eight  patients  had  heterosexual 
contact  with  a person  in  the  high  risk 
group  for  AIDS.  In  23  cases  the  means 
of  exposure  to  the  virus  was  undeter- 
mined. The  remaining  eight  cases  were 
in  patients  under  12  years  old.  Six  of 
the  eight  were  children  bom  to  mothers 
infected  with  the  virus;  one  was  a hemo- 
philiac, and  one  had  a blood  transfu- 
sion. 

There  have  been  631  cases  in  males 
and  29  in  females.  The  sex  of  one  pa- 
tient was  not  recorded. 

Pennsylvania  is  seventh  in  the  nation 
for  number  of  cases,  behind  New  York, 
California,  Florida,  Texas,  New  Jersey, 
and  Illinois. 

The  health  department  released  the 
following  report  on  deaths  from  AIDS 
since  1981. 


Year 

Cases 

Deaths 

1981 

9 

8 

1982 

23 

20 

1983 

54 

46 

1984 

122 

86 

1985 

244 

120 

1986* 

209 

48 

Rhinoplasty: 

A State  Of  The  Art  Symposium 

Jefferson  Medical  College 
Philadelphia,  PA 


Friday  - Saturday 
March  13  - 14,  1987 


Course  Directors 

Louis  D.  Lowry,  M.D.  & Herbert  Kean,  M.D. 

Faculty:  Visiting — Bobby  Simons,  M.D.;  Howard  Smith,  M.D.  Cuest— Anthony 
Parole,  D.D.S.;  Frank  Marlowe,  M.D.;  David  Reiter,  M.D.;  Charles  Rojer,  M.D.; 
Howard  Smith,  M.D.;  Jason  Solomon,  M.D.;  Lawrence  W.C.  Tom,  M.D. 

Description:  Anatomy,  surgical  pre-op  evaluation,  cephalometric  examination, 
rhinomanometrics,  nasal  endoscopy,  photography  (still  & video),  cosmetic 
considerations  pre  and  postoperatively,  anesthesia  techniques,  complication,  and 
surgical  consideration  preoperatively  and  intra-operatively. 

Fees:  $350.00  Physicians,  $100.00  Residents 

Limited  Enrollment,  C.M.E.  Accreditation  16  Hours  Category  1 

For  Information  Contact:  Office  of  Continuing  Medical  Education,  lefferson 
Medical  College,  1025  Walnut  Street,  Philadelphia,  PA  19107  (215)  928-6992. 
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*Numbers  represent  totals  through  No- 
vember. 


The  Graduate  Hospital 

Affiliated  with  the  University  of  Pennsylvania  School  of  Medicine 

presents 


CORONARY 

ANGIOPLASTY 

What  the  Practicing  Physician  Needs  to  Know 

Wednesday,  February  25,  1987 
8:00  am  until  4:00  pm 

The  Graduate  Hospital  Auditorium 
18th  & Lombard  Streets 
Philadelphia,  PA  19146 

Thomas  Kreulen,  MD 
Course  Chairman 


TOPICS: 

Which  Patients  Should  You  Consider  for  Coronary  Angioplasty? 

Whatever  Happened  to  Medical  Therapy? 

How  to  Use  Non-Invasive  Tests  Before  and  After  Angioplasty. 

The  Management  of  The  Patient  Who  Has  Undergone  Coronary  Angioplasty. 

The  Role  of  Angioplasty  in  the  Therapy  of  Acute  Myocardial  Infarction. 

Immediate  and  Long-term  Results. 

The  Role  of  the  Cardiac  Surgeon. 

Televised  Live  Angioplasty  Demonstration 

5V2  hours  Category  I Credit 
No  Registration  Fee 
Lunch  and  Parking  Included 

For  information  and  registration  call: 

The  Henry  J.  Tumen  Office  of  Medical  Education 
(215)-893-2410 


newsfronts 


Toll-free  number  accesses  Alzheimer’s  informatior 


A toll-free  telephone  number  has  been 
activated  by  the  state  Department  of 
Aging  for  those  wishing  to  obtain  more 
information  about  Alzheimer’s  disease. 


State  logs  545  rabies  cases 

A total  of  545  cases  of  animal  rabies 
have  been  confirmed  in  Pennsylvania 
through  the  end  of  November  1986,  the 
state  Health  Department  reported. 
This  exceeds  the  number  of  cases  re- 
ported for  the  same  period  in  1985  by 
over  100  cases. 

The  continuing  outbreak  covers  28 
counties  and  involves  10  animal  spe- 
cies, although  the  36  cases  confirmed  in 
November  mark  the  lowest  monthly  to- 
tal since  February. 

York  County  leads  the  state  in  the 
number  of  cases  with  135  for  the  year, 
including  three  cases  in  November. 
Perry  County  is  second  with  110 
cases— two  in  November.  For  the  third 
consecutive  month,  Dauphin  County 
had  the  most  cases  in  the  state.  The 
county  recorded  10  November  cases, 
bringing  its  yearly  total  to  67,  third  in 
the  state.  Forty-six  of  this  county’s  67 
cases  have  been  confirmed  since  the  be- 
ginning of  September. 

Cumberland  County  is  fourth  with  58 
cases,  followed  by  Centre  County  (38 
cases).  Other  counties  in  double  figures 
include  Huntingdon  (27);  Juniata  (25); 
Blair  (18);  and  Adams  (13). 

Of  the  545  cases,  378  occurred  in  rac- 
coons, including  20  of  the  36  November 
cases.  Other  species  in  double  figures 
for  1986  include  skunks  (96  cases); 
foxes  (24  cases);  cats  (18  cases);  and 
bats  (17  cases). 

The  year’s  second  case  of  rabies  in 
dairy  cattle  was  confirmed  in  Novem- 
ber. The  case  involved  a holstein  calf  di- 
agnosed as  rabid  on  November  3 in  Bed- 
ford County. 

Ernest  J.  Witte,  VMD,  director  of  the 
Health  Department  ’s  Division  of  Epide- 
miology, said  the  36  November  cases  do 
not  necessarily  mean  a slowdown  of  the 
rabies  problem  that  began  escalating  in 
Pennsylvania  in  1982.  “The  November 
total  does  not  indicate  that  the  problem 
is  lessening,”  Witte  said.  “In  the  pre- 
vious five  month  period  (June-October) 
an  average  of  60  cases  a month  were  re- 
ported.” 


The  new  telephone  number  is  1-800- 
367-5115.  Telephones  will  be  staffed 
during  regular  business  hours,  8:30  a.m. 
through  5 p.m.,  Mondays  through  Fri- 
days. 

Specific  information  on  Alzheimer’s 
disease,  available  from  the  Department 
of  Aging’s  clearinghouse,  includes: 

» names  and  locations  of  local  Al- 
zheimer’s disease  support  groups  and 


respite  care  programs; 

• names  and  locations  of  local  da 
care  centers  that  provide  for  A 
zheimer’s  disease  patients; 

• names  and  locations  of  diagnosti 
and  evaluation  centers. 

Also,  the  department  offers  informs 
tion  about  training  programs,  institi 
tional  care,  publications,  research  proj 
ects,  and  audio-visual  aids. 

Ii 


New  ACS  chapter  in  Philadelphia 


The  Board  of  Regents  of  the  Ameri- 
can College  of  Surgeons  has  granted  a 
charter  for  the  formation  of  a Metropol- 
itan Philadelphia  Chapter  of  the  college. 

The  announcement  was  made  by 
Francis  E.  Rosato,  MD,  president  of  the 
Philadelphia  Academy  of  Surgery, 
which  served  as  the  sponsoring  organi- 
zation during  the  planning  of  the  chap- 
ter. Dr.  Rosato  is  the  Samuel  D.  Gross 
Professor  of  Surgery  and  chairman  of 
the  department  of  surgery  at  Jefferson 
Medical  College  of  Thomas  Jefferson 
University. 

The  Metropolitan  Philadelphia  Chap- 
ter will  be  one  of  the  largest  of  the  87 
chapters  of  the  college,  with  a member- 
ship of  nearly  600  surgeons  in  the  fields 
of  general  surgery  and  the  surgical  spe- 
cialties, including  cardiopulmonary, 
plastic  and  reconstruction,  urology,  neu- 
rosurgery, orthopaedics,  and  obstetrics 
and  gynecology. 

Paul  Nemir  Jr.,  MD,  has  been  elected 


president  of  the  newly  formed  chaptei 
Dr.  Nemir  is  professor  of  surgery  at  th< 
University  of  Pennsylvania  and  sur 
geon  in  chief  emeritus  at  Graduate  Hos 
pital.  Charles  C.  Wolferth  Jr.,  MD,  i; 
president  elect.  Dr.  Wolferth  is  profes 
sor  of  surgery  at  Hahnemann  Univer 
sity.  William  C.  Frayer,  MD,  professor  j; 
of  ophthalmology  at  the  University  of  jj 
Pennsylvania,  is  vice  president.  Robert 
D.  Hartwick,  MD,  professor  of  surgery  ■, 
at  Temple  University  serves  as  secre-  j 
tary.  James  O.  Finnegan,  MD,  treasurer 
of  the  new  chapter,  is  professor  of  sur- 
gery  at  the  Medical  College  of  Pennsyl-  j 
vania  and  director  of  the  department  of  . 
surgery  at  St.  Agnes  Hospital. 

The  following  physicians  are  council  | 
members:  Howard  H.  Steel,  MD;  Wil-  , 
liam  H.  Annesley,  MD;  Ernest  L.  McK- 
enna Jr.,  MD;  John  W.  Duckett,  MD;  W.  $ 
Robert  Penman,  MD;  Gerald  Marks, 
MD;  Willis  P Maier,  MD;  Jerome  M.  , 
Cotier,  MD,  and  John  L.  Rombeau,  MD. 


Hershey  establishes  fellowship  in  quality  assurance 


The  Milton  S.  Hershey  Medical  Cen- 
ter of  Pennsylvania  State  University 
has  received  a $50,000  gift  to  support 
the  creation  of  a fellowship  in  quality 
assurance.  The  gift  was  made  by  the 
American  Board  of  Quality  Assurance 
and  Utilization  Review  Physicians. 

The  training  model  for  the  fellowship 
was  developed  by  James  T.  Ziegenfuss 
Jr.,  PhD,  associate  director  of  the  Cen- 
ter for  the  Quality  of  Working  Life  at 


the  Harrisburg  campus  of  Penn  State. 

J.  Shue  Hamman,  MD,  medical  director  11 
of  the  American  Board  of  Quality  As-  s 
surance,  also  developed  this  program.  ■' 
Joseph  T.  Trautlein,  MD,  will  direct  the  Sl 
program  at  Hershey  Medical  Center. 

Applicants  for  the  fellowship  position  * 
currently  are  being  sought.  The  prereq-  F 
uisites  are  Board  eligibility  in  internal  s 
medicine  and  interest  in  pursuing  a ca-  1 
reer  in  industrial  or  academic  medicine.  c 


New  PMS  Medical  Economics 


Toll  Free  Line  Call  1-800-228-7823  i 

Monday  through  Friday  8 a.m.  to  12  noon, 
and  1 p.m.  to  4 p.m. 
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Legislature  ends  1985-86  session  in  wee  hours 


Robert  H.  Craig  Jr. 

Jerry  L.  Rothenberger 
Larry  L.  Light 

When  the  state  legislature  left  Cap- 
itol Hill  in  the  early  morning 
hours  of  November  26,  it  officially 
ended  a two-year  session  that  began  in 
January  1985.  As  we  reflect  back  now, 
we  find  that  the  House  was  in  session 
on  Capitol  Hill  for  151  days  in  55  differ- 
ent weeks  and  the  Senate  sat  for  143 
days  in  54  different  weeks.  Over  4,600 
bills  were  introduced  in  this  two-year 
span,  with  less  than  9 percent  actually 
reaching  the  governor’s  desk  to  be 
signed  into  law. 

The  Pennsylvania  Medical  Society 
had  an  interest  in  many  of  the  bills  con- 
sidered by  the  General  Assembly.  Here 
is  a breakdown  of  what  happened  (and 
what  did  not  happen)  during  the  1985- 
86  legislative  session,  and  how  the 
events  will  affect  physicians. 

Sunrise/sunset  of  licensure  boards 
The  sunset  process  for  the  boards  li- 
censing physicians  and  other  health 
care  providers  has  now  been  completed. 
The  State  Board  of  Medicine  (SB  1158, 
Act  112  of  1985),  has  new  powers  to 
suspend  licenses,  receive  reports,  and 
take  other  actions  that  previously  were 
not  possible.  We  closely  monitored  pas- 
sage of  other  sunset  laws  to  assure  that 
there  would  not  be  an  expansion  of  the 
scope  of  practice  for  any  other  health 
care  provider  and  that  such  practice 
would  remain  under  careful  scrutiny. 
Passage  of  Senate  Bill  377  on  the  last 
session  day,  for  example,  assured  that 
mandatory  reporting  by  health  care  fa- 
cilities of  changes  in  privileges  and  em- 
ployment because  of  suspected  mal- 


The  authors  are  the  staff  of  the  Council  on 
Legislation.  Mr.  Craig  is  director,  Mr.  Rothen- 
berger is  assistant  director,  and  Mr.  Light  is 
legislative  liaison. 


Professional 

PRACTICE 

MANAGEMENT  INC. 


S 


UCCESS  BRINGS . . . 


'both  its  rewards  and  its  headaches.  It  you  would  like 
more  time  to  enjoy  the  rewards  of  your  profession — if  you 
would  like  to  spend  more  time  practicing  medicine  and 
less  time  administering  your  practice — if  you  would  like  to 
talk  with  someone  who  understands  the  problems  and 
frustrations  of  an  active  practice,  please  call  us. 

At  Professional  Practice  Management,  Inc.,  we  can 
provide  just  the  right  level  of  support  you  personally  need 
in  your  office.  We  provide  our  consulting  services  the  way 
you  practice  medicine — with  professionalism  and  concern. 

For  more  information: 

Professional  practice  management,  inc. 

Medical  Arts  Building,  Suite  317 

890  Poplar  Church  Road,  Camp  Hill,  PA  17011 

(717)  761-6734 


r 


i 


Please  send  me  information  and  a list  of  references. 
□ Solo  practitioner  □ Group  practitioner 

(name) 

(specialty) 

(address) 


(city) 


(state) 


(ZIP) 


(telephone  number) 


l 


for  successful  practices 
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practice  or  misconduct  would  apply  to 
all  health  care  professions,  not  just  phy- 
sicians. 

Cost  containment,  anatomical  gifts 

Among  the  areas  where  something 
positive  was  accomplished  we  can  in- 
clude health  care  cost  containment  and 
anatomical  gifts.  The  new  Health  Care 
Cost  Containment  Council,  (SB-293, 
Act  100  of  1986)  met  for  the  first  time 
in  November  1986.  That  council  will  be 
collecting  data  and  providing  informa- 
tion to  interested  parties  as  the  strug- 
gle begins  to  hold  down  spiraling  health 
care  costs. 

The  Anatomical  Gift  Act  (HB-90,  Act 
141  of  1986)  will  require  hospital  medi- 
cal staffs  to  develop  an  appropriate  pro- 
tocol for  seeking  organ  donors.  Lan- 
guage in  this  new  law  also  clearly 
establishes  the  procedure  for  obtaining 
organs  when  the  patient  has  an  organ 
donor  card  and  others  seek  to  prevent 
organ  procurement. 

Acupuncture 

A new  law  passed  requiring  physi- 
cians and  nonphysicians  practicing  acu- 
puncture to  register  with  the  medical  or 
osteopathic  board.  Also,  nonphysicians 
performing  acupuncture  must  do  so  un- 
der the  supervision  of  a registered  phy- 
sician. The  only  exemption  permitted  is 
for  dentists  or  chiropractors  who  per- 
form acupuncture  within  the  scope  of 
the  appropriate  licensure  law  (SB-693, 
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American  Society  of  Internal  Medicine  ...  .2 
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Act  2 of  1986  and  SB-1484,  Act  183  of 
1986). 

Trauma 

The  long-time  goal  of  designating 
trauma  facilities  and  licensing  ambu- 
lances was  reached  in  1985  (HB-632, 
Act  45).  Working  with  other  interested 
groups,  PMS  was  able  to  secure  pas- 
sage of  this  legislation  which  is  consid- 
ered necessary  if  quality  emergency 
care  is  to  be  available  across  the  Com- 
monwealth. 

Low-level  radioactive  waste 

Passage  of  the  low-level  radioactive 
waste  law  (SB-417,  Act  120)  in  1985 
sent  a clear  signal  that  state  govern- 
ment would  address  important  environ- 
mental and  health  issues.  The  new  law 
put  Pennsylvania  in  compliance  with 
the  interstate  compact  for  disposal  of 
nuclear  waste  material.  State  legisla- 
tion was  mandated  because  of  federal 
changes  which  will  close  down  the  exist- 
ing disposal  sites  in  North  Carolina  and 
the  state  of  Washington. 

Designer  drugs 

One  of  the  bills  sent  to  the  governor 
on  the  last  session  day  was  aimed  at 
making  "designer”  drugs  illegal  in 
Pennsylvania.  SB-1140  (Act  154  of 
1986)  prohibited  copies  of  banned  drugs 
(Schedule  I)  that  are  made  with  a slight 
chemical  formula  variation  to  avoid  the 
existing  laws. 
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McGraw-Hill  Publications 35 

Medical  Office  Buildings 7 

Medical  Personnel  Pool 2 

Medical  Protective  Company 47 

Mercy  Catholic  Medical  Center 37 

Moss  Rehabilitation  Hospital 3 

NYU  Postgraduate  Medical  School 3 

Oakland  Associates 24 

Orion  Systems 32 

Pennsylvania  Financial  Group 35 

Philadelphia  G.l.  Group 27 

Philadelphia  Heart  Institute 39 

Pittsburgh  Laser  Center 1 1 

PMS  Committee  on  Impaired  Physician  . .36 
PMS  Liability  Insurance  Company 5 


Medical  records/limited  liability 

When  the  legislature  convened  earlier 
in  the  fall,  a bill  of  some  interest  to  phy- , j 
sicians  (because  it  related  to  the  rules  of  ' 
evidence  and  the  use  of  medical  records)  ■ 
was  amended  to  restrict  the  liability  of  I 
directors  of  business  and  nonprofit  cor-  1 
porations.  Containing  both  provisions, 
that  bill  was  passed  during  the  Novem- 
ber session  (HB-2072,  Act  145  of  1986). 

Medical  Assistance  reimbursement 

The  1985-86  state  general  appropria- 
tion budget  included  language  that  set 
reimbursement  for  outpatient  services 
at  70  percent  of  the  average  usual 
charge.  This  initial  increase  was  funded 
by  an  appropriation  of  an  additional  $8 
million.  This  funding  level  was  success- 
fully maintained  in  the  1986-87  budget. 

Legislative  roads  not  taken 

As  you  might  expect,  there  was  some 
legislation  which  was  opposed  by  the 
Medical  Society  and  which  did  not 
reach  fruition  during  the  legislative  ses- 
sion. The  Society  opposed  a legislated 
protocol  for  hemodialysis  filter  use;  new 
licensure  laws  for  dietitians,  radiologi- 
cal technicians,  and  electroanalysts;  ex- 
tensive mandatory  reporting  require- 
ments for  liability  cases  over  $100,000; 
and  attempts  by  foreign  medical 
schools  to  mandate  placement  of  their  1 
students  in  clinical  clerkships  in  Penn-  j 
sylvania  hospitals.  However,  there  is 
every  reason  to  expect  that  they  may  be  i 
among  the  first  bills  introduced  when  j 
the  House  and  Senate  convene  in  Janu-  i 
ary. 

Among  those  bills  we  supported  that 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


; «v°iV£/  **■***' ■ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


I r Data  General 


Personal 


| Computers 


ELSGIF  systems,  ins. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
In  Western  Pennsylvania— (412)  937-0690 
In  Eastern  Pennsylvania— (609)  235-3447 
In  Central  Pennsylvania— (717)  743-4441 
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Jefferson  Medical  College 
Thomas  Jefferson  University 
in  Historic  Philadelphia 

The  Department  of  Surgery 
and  the  Office  of 
Continuing  Medical  Education 

present 


CURRENT  ISSUES 
IN  MORBID  OBESITY 


at 

The  Barclay  Hotel 
Philadelphia,  Pennsylvania 
Thursday,  March  12,  1987 


This  is  a multi-disciplinary  program  designed  to  provide  insight  into  the 
consequences  of  morbid  obesity.  The  program  will  provide  physicians  with  a 
better  appreciation  and  understanding  of  the  current  medical,  surgical,  and 
psychological  treatment  of  morbid  obesity,  and  will  include  considerations  of 
history,  techniques,  and  biological  aspects  of  the  problem. 

• Limited  to  125  participants 

• 6 credit  hours  in  Category  I 

For  information  regarding  registration  call:  Office  of  Continuing  Medical 
Education  (215)  928-6992 

For  information  regarding  course  content  call:  James  E.  Colberg,  M.D., 
Course  Director;  Jerome  J.  Vernick,  M.D.,  Course  Director  (215)  928-6925 


Tear  out  and  mail  to:  Current  Issues  in  Morbid  Obesity,  Jefferson  Medical  College, 
Office  of  Continuing  Medical  Education,  1025  Walnut  Street — Room  G-3, 
Philadelphia,  PA  19107. 
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were  not  successful  in  this  session,  the 
most  important  was  HB-2230— the  So- 
ciety’s liability  and  tort  reform  mea- 
sure. This  issue  will  remain  the  top  pri- 
ority of  PM  S in  1987. 

There  was  action  in  either  the  House 
or  Senate,  but  not  both  chambers  on  a 
living  will  proposal  (SB-1110),  a coro- 
ner’s education  program  (SB-1545),  lim- 
its on  smoking  in  public  places  (HB- 
259),  indemnification  for  those  making 
reports  required  by  law  (SB-332),  and 
new  procedures  for  making  reports  re- 
quired by  the  Vehicle  Code  (HB-452). 

As  the  session  concluded  on  Tuesday, 
November  25,  with  late  night  and  early 
morning  (on  the  26th)  floor  debate  and 
party  caucuses  on  a wide  variety  of  is- 
sues (including  a pay  raise  proposal  for 
legislators  that  failed),  one  of  the  hot 
topics  was  seat  belts.  The  Senate  gave 
it  approval  to  a Conference  Report  on 
SB-483  that  seemed  likely  to  pass  the 
House  of  Representatives  as  well.  The 
penalty  had  been  toughened,  but  the 
economic  impact  of  the  fine  had  been 
carefully  reduced  in  a classic  compro- 
mise that  apparently  satisfied  both 
sides.  But  the  cause  was  lost  on  a proce- 
dural vote  on  a constitutional  question 
that  could  not  be  resolved,  and  the  bill 
was  killed  for  this  year. 

Several  other  bills  that  were  pending 
(SB-934,  SB-936,  SB-598,  SB-1030)  con- 
tained a mixture  of  proposals  of  interest 
to  physicians.  They  included  manda- 
tory insurance  coverage  for  outpatient 
chemotherapy  treatment,  substance 
abuse  treatment,  mental  health  treat- 
ment, additional  funds  for  HSA  grants, 
mandatory  experience  rating  by  liabil- 
ity insurance  companies,  and  the  sunset 
of  the  Certificate  of  Need  program. 
Some  we  supported  and  others  we  op- 
posed. Each  of  them  faded  into  the  past 
as  their  legislative  vehicle  was  left  ei- 
ther on  the  calendar  or  awaiting  a proce- 
dural action  when  the  session  ad- 
journed. 

Not  all  the  legislative  actions  are  re- 
ported here.  Developments  behind  the 
scene,  changes  in  attitudes  among  legis- 
lators toward  physicians  and  other 
health  care  providers,  committee  hear- 
ings, and  numerous  other  activities  all 
were  a part  of  what  happened  over  the 
past  two  years.  The  legislative  process, 
which  allows  even  the  most  recently  en- 
acted law  to  be  amended,  guarantees 
that  most  of  these  issues  will  resurface 
in  1987.  □ I 
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THE  LIKOFF  CARDIOVASCULAR  INSTITUTE 

and 

THE  DIVISION  OF  CARDIOLOGY 
HAHNEMANN  UNIVERSITY 

present 

CARDIOLOGY 
TODAY  . . . 

March  25,  1987 

The  Management  of  Patients 
Undergoing  Cardiac  Surgery 


Moderator: 

Charles  Bern  is  M.D. 

4 p.m. 

Pre-Hospital  & In  Hospital  Patient  Preparation 
Charles  Bern  is  M.D. 

4:30  p.m. 

Medical  Post-Op  Management 
William  S.  Frankl  M.D. 

5 p.m. 

Complications 
Mark  Victor  M.D. 

5:30  p.m. 

Rehabilitation 
Stuart  Snyder  M.D. 

Designed  for  the  physician  in  practice 
faced  with  the  care  of  critically  ill  patients. 

CME  Category  I Credit  certified 

No  registration  fee  required 

Conferences  are  held  in  Lecture  Hall  A,  second  floor,  New  College  Building,  Hahnemann  University, 
15th  and  Vine  Streets,  Philadelphia,  PA  19102.  For  further  information,  please  cal!  (215)  448-8790. 
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ALLEY 

MEDICAL 

MANAGEMENT 


The  U.S.  health  care  system  is  undergoing  fundamental  and  lasting  change  driven  by 
cost-containment  pressures  exerted  by  public  programs,  private  businesses,  and  consumers. 
While  the  outlines  of  this  change  are  still  emerging,  it  will  result  in  major  shifts  in  the  financ- 
ing, delivery,  and  structure  of  the  health  care  system. 

The  most  important  characteristic  of  skillful  management  in  a changing  environment  is  the 
ability  to  anticipate  change.  VALLEY  MEDICAL  MANAGEMENT  is  a contract  management 
firm  engaged  in  the  administration  of  the  business  and  financial  affairs  of  medical  practices 
which  possesses  the  necessary  skill  to  perform  the  following  management  services. 

• Reimbursement  maximization  and  structure 

• Setting  up,  planning,  directing,  structuring,  and  marketing 

• Accounting 

• Physician  recruitment 


We  have  one  goal  in  mind,  and  that's  to  maximize  our  clients'  financial  security  and  per- 
sonal net  worth.  Call  us. 


166  HANOVER  ST.«  SUITE  103  WILKES-BARRE,  PA  18703  (717)  825-6234 


HAHNEMANN  UNIVERSITY 

Department  of  Surgery 

is  sponsoring  a two  and  a half  day  symposium 


Current  Concepts  In  Vascular  Surgery 

April  9,  10,  11,  1987 
Adam's  Mark  Hotel 
Philadelphia,  Pennsylvania 

For  information  and  application: 

Office  for  Continuing  Education 
Hahnemann  University 
Broad  and  Vine  Streets 
Philadelphia,  PA  19102 
(215)  448-8267 
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This  is  the  equipment  that  medical  experts  described  as 

. . THE  MOST  IMPORTANT  SURGICAL  INSTRUMENT 
STERILIZER  EVER  INVENTED. . 


The  STER-O-LIZER  MD-200  sterilizes  all 
types  of  surgical  instruments,  disposables  and 
non-disposables,  in  2 minutes,  and  without 
gas,  heat  or  chemicals. 

The  instruments  can  be  used  immediately 
upon  sterilization  - no  waiting! 


How  the  STER-O-LIZER  MD-200  works: 

It  is  a cold  sterilizer.  It  uses  distilled  water  and 
chemically  pure  salt  (NaCI)  tablets  provided. 
When  this  light  brine  solution  comes  in 
contact  with  the  multi-patented  anodes,  it  is 
converted  into  ozone,  nascent  chlorine  and 
their  respective  free  radicals. 

Working  synergistically,  they  are  the  most 
powerful  germicidal  agents  known! 


The  STER-O-LIZER  MD-200  has  been  advertised  in  all  major  medical  journals  of  the  world.  It  has  also  been 
exhibited  in  many  national  and  international  medical  conventions. 

Not  only  does  it  sterilize  instruments,  but  its  solution  is  used  to  wash/sterilize  hands,  poured  on  open  cuts, 
wounds  and  burns  without  the  slightest  burning  sensation  to  patients.  Dentists  are  using  it  to  eliminate  plaque 
and  to  cure  gingivitis. 


HERE  IS  A VERY  SPECIAL  OFFER!  100  UNITS  TO  BE  GIVEN  AWAY  FOR  TESTING! 


The  regular  cash  price  is  $4,900.  It  leases  at  $1 50  a month.  We  are  making  1 00  units  available,  eventually  free  of 
charge,  as  follows;  Upon  receipt  of  your  check  for  $3,500  we  will  ship  you  a unit.  You  can  use  it  as  heavily  as 
possible  for  1 2 months.  Then  we  will  send  you  our  questionnaire  for  you  to  complete.  Upon  completion,  we  will 
send  you  back  your  $3,500  and  you  get  to  keep  the  unit  with  our  compliments! 

The  100  units  will  be  placed  on  a selective  basis  only  to  meet  our  needs.  In  cases  of  overlapping,  we  will  return  the  check. 


Fill  out  the  coupon  below  and  send  it  along  with  your  $3,500  check. 

I 


Manufactured  in  the  United  States  of  America  by: 

STER-O-LIZER5 

MANUFACTURING  CORPORATION 

Mailing  Address:  P.O.  Box  27488 
Salt  Lake  City,  Utah  84127  U S A. 

Offices:  375  West  400  North 
Salt  Lake  City,  Utah  84103  U.S.A. 

Telephone:  (801)  532-5600 
Telex:  453048  SMC  SLC 


i I accept  your  offer. 

Enclosed  find  my  check  for  $3,500  for  one  STER-O-LIZER  MD-200, 

I Name  of  Doctor  or  Institution 


Address 

ZIP 

HosDital  affiliation 

Graduate  of 

Send  to: 

STER-O-LIZER  MANUFACTURING  CORPORATION 
P.O.  Box  27488,  Salt  Lake  City,  Utah  84127 


in  my  opinion 

The  forbidden  topic:  medical  unemployment 

Harry  Schwartz,  PhD 


Ihave  been  in  several  European  coun- 
tries recently,  and  observed  with 
surprise  that  much  of  the  conversation 
among  doctors  concerns  unemployment 
in  their  ranks.  In  Britain  the  debaters 
argue  whether  the  number  of  jobless 
physicians  is  “only”  1,500  or  as  high  as 
5,000.  In  Italy  the  minimum  figure  is 


usually  given  as  10,000  and  the  maxi- 
mum discussed  goes  up  to  50,000.  As  I 
listened  to  more  and  more  of  these  dis- 
cussions, the  question  naturally  oc- 
curred to  me,  why  don’t  we  ever  talk 
about  unemployed  doctors  in  the 
United  States? 

When  I got  back  to  this  country,  I 


called  up  some  of  my  friends  among  the 
medical  headhunters.  Did  they  know  of 
any  unemployed  doctors  here?  To  my 
astonishment,  their  answers  were  all 
positive.  All  knew  of  individual  physi- 
cians who  were  not  practicing,  who 
were  instead  holding  out  in  the  hope 
that  they  might  receive  better  pro- 
posals than  they  had  yet  received.  But 
all  my  headhunter  friends  assured  me 
that  any  of  these  unemployed  doctors 
willing  to  accept  a $35,000  salary  and  to 
go  to  work  in  a drop-in  clinic  or  an  HMO 
could  be  placed  swiftly.  Those  unem- 
ployed American  doctors,  I was  as- 
sured, were  being  unreasonable  in  their 
demands,  and  sooner  or  later  would 
have  to  accept  current  realities. 

The  more  I thought  about  the  prob- 
lem, the  more  I understood  why  medi- 
cal unemployment  has  not  been  worthy 
of  attention  in  this  country.  Tradition- 
ally the  American  doctor  could  hang  up 
a shingle  and  go  to  work  in  a solo  fee- 
for-service  practice.  It  might  take  a 
year  or  two  before  he  got  a big  enough 
patient  list  to  satisfy  his  professional 
and  economic  needs,  but  the  wait  was 
not  long.  And,  in  any  case,  such  start- 
ing doctors  could  always  supplement 
their  incomes  by  making  deals  to  work 
part-time  in  emergency  rooms  or  to  act 
as  locums  for  physicians  going  on  vaca- 
tion. But  the  idea  of  a doctor  unable  to 
practice  his  profession  in  any  setting 
has  seemed  to  be  fantasy. 

My  fear  is  that  what  was  yesterday’s 
fantasy  will  become  tomorrow’s  reality. 
One  reason  for  this  fear  is  the  simple 
arithmetic  of  increased  physician  num- 
bers in  this  country.  As  of  mid- 1986 
there  were  about  580,000  MDs  and  DOs 
combined.  Their  number  is  increasing 
at  about  20,000  a year.  Even  if  that  in- 
crease should  diminish  slightly,  it  is 


Dr.  Schwartz  currently  is  writer  in  residence 
at  the  College  of  Physicians  and  Surgeons  at 
Columbia  University.  His  many  articles  on 
health-related  matters  have  appeared  in  the 
New  York  Times,  Wall  Street  Journal,  New 
England  Journal  of  Medicine,  and  Medical 
Economics.  From  1951  to  1979  he  served  on 
the  editorial  board  of  the  New  York  Times. 


TOTAL  OFFICE  CARE 


Medical  Manager  is  a medical  office  management  software  package  that  renders 
“Total  Office  Care”  so  that  you  concentrate  on  delivering  Total  Patient  Care.  Il  is  a 
user-defined  system  in  which  parameters  are  set  according  to  l he  type  of  practice 
involved.  Medical  Manager  will  then  smoothly  accomplish  all  or  the  patient  account- 
ing functions  of  today’s  medical  office. 

• TOTAL  and  comprehensive  functions  for  all  aspects  of  a medical  practice’s  billing 
and  communications  needs,  including  patient  and  insurance  billing,  encounter 
forms,  outstanding  balance  follow-up,  and  patient  reca 

• TOTAL  automatic  insurance  processing  and 
l racking  of  third  party  claims. 
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TOTAL  availability 
of  electronic  media 
claims  processing. 

TOTAL  financial 
accountability. 

TOTAL  automatic 
scheduling  function 

TOTAL  office  manage 
merit  reports  yielding 
data  on  all  aspects  of 
financial  performance, 
patient  medical  histories 
and  the  physician's 
schedule. 
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Essential  to  the  Total  Office 
Care  concept  is  the  installa- 
tion, training,  and  on-going  f 

software  support  of  Medical  \ 

Manager.  After  assessing  your 
practice’s  needs  The  Oakland 
Associates  will  recommend 
appropriate  hardware  and  adapt 
Medical  Manager  to  your  specific 
situation.  Utilizing  a “self-paced” 
approach,  we  will  orient  and  train 
your  staff.  The  Oakland  \ssociates 
also  offers  continued  software 
support  after  implementation. 


The  Oakland  Associates: 

\ Health  Care  Development  and  Management  Company 

500  Lewis  Kun  Koad 
Pittsburgh,  PA  1 5256 
412/466-3323 


stm 


■J,  * 
1 1 


47)  / 


24  Pennsylvania  Medicine,  January  1987 


JEANES  HOSPITAL 

DEPARTMENT  OF  MEDICINE  CONFERENCE  SCHEDULE 


January 


February 


March 


Winter  1987 

7 Clinical  Rounds:  “Urinary  Tract  Infections — Newer  Aspects” 

Melvin  Yudis,  M.D. 

Chief,  Division  of  Nephrology 
7 Continuing  Medical  Education  Conference: 

“Recent  Developments  in  the  Treatment  of  Impotence” 
Robert  Charles,  M.D. 

Division  of  Urology 

14  Clinical  Rounds:  “Psychiatric  Medications” 

Harold  Bitman,  M.D. 

Chief,  Division  of  Psychiatry 

21  Morbidity  & Mortality  Conference 

28  Tumor  Conference 

28  Ambulatory  Medicine  Rounds:  “Lymphadenopathy” 

Dennis  Cornfield,  M.D. 

Chief,  Division  of  Oncology/Hematology 
4 Clinical  Rounds:  “Prolactin  Secreting  Pituitary  Tumors” 

Gerald  Charnogursky,  M.D. 

Division  of  Endocrinology 

4 Continuing  Medical  Education  Conference: 

“Coronary  Angioplasty  and  Streptokinase” 

Joseph  Carver,  M.D. 

Chief,  Division  of  Cardiology 

11  Clinical  Rounds:  “Treatment  of  Obstructive  Airways  Disease” 

Theodore  Oslick,  M.D. 

Chief,  Division  of  Pulmonary  Diseases 
18  Morbidity  & Mortality  Conference 

25  Tumor  Conference 

25  Ambulatory  Medicine  Rounds:  “Loss  of  Vision,  Eye  Pain” 

Dion  Ehrlich,  M.D. 

Chief,  Division  of  Ophthalmology 
4 Clinical  Pathology  Conference 

4 Continuing  Medical  Education  Conference: 

“New  Techniques  in  the  Pathology  Laboratory” 
Howard  Ratech,  M.D. 

Department  of  Pathology 

11  Clinical  Rounds:  “New  Techniques  in  Therapeutic  Endoscopy” 

William  Battle,  M.D. 

Division  of  Gastroenterology 

18  Morbidity  & Mortality  Conference 

25  Tumor  Conference 

25  Ambulatory  Medicine  Rounds:  “Insomnia” 

Harold  Bitman,  M.D. 

Chief,  Division  of  Psychiatry 

Robert  P.  Jacobs,  M.D.,  Chairman,  Department  of  Medicine 
William  Hartz,  M.D.,  Chairman,  CME  Committee 
All  programs  are  scheduled  for  one  hour  and  held  in  Stapeley  Building  1A. 

One  hour  of  Category  1 CME  credit  per  conference. 

For  more  information  please  call  728-3798. 

Jeanes  Hospital,  7600  Central  Avenue,  Philadelphia,  PA  19111 


in  my  opinion 

clear  that  by  1990  we  will  have  well 
over  600,000  physicians.  By  1995  we 
will  be  closing  in  on  or,  more  probably, 
exceeding  700,000  physicians. 

Moreover,  as  the  number  of  doctors 
increases,  entry  into  medical  practice  is 
getting  harder.  Consider  just  the  steep 
rise  in  malpractice  insurance  premiums 
which  a beginning  independent  physi- 
cian must  pay  before  seeing  his  first  pa- 
tient. As  for  the  idea  that  HMOs  will 
always  welcome  physicians  who  are 
willing  to  work  at  the  “right”  (i.e.  low) 
price,  that  too  is  going  to  become  out- 
moded. As  the  number  of  HMOs  prolif- 
erates, an  increasing  percentage  will  go 
bankrupt  or,  the  equivalent,  merge  with 
some  more  successful  rival.  Anybody 
who  has  watched  corporate  mergers  in 
recent  years  knows  they  are  always  fol- 
lowed by  large  scale  layoffs  of  person- 
nel, and  such  discharges  are  seen  as  one 
of  the  prime  sources  of  the  economies 
the  merging  corporate  officers  pre- 
dicted would  follow  their  joining. 

In  that  connection  it  is  significant 
that  the  head  of  the  Harvard  Commu- 
nity Health  Plan  has  recently  spoken 
out  about  the  inefficiency  of  ambula- 
tory care  in  the  United  States.  Appar- 
ently as  the  limits  of  economizing  on 
hospital  care  are  being  reached,  the  cost 
containers  are  looking  at  office-based 
practice  and  wondering  why  doctors  in 
HMOs  can’t  be  expected  to  see  a pa- 


tient every  five  minutes,  rather  than 
the  traditional  10  or  15  minutes.  Also, 
as  competition  among  HMOs  heats  up, 
they  will  be  hiring  more  and  more  nurse 
practitioners  and  physicians’  assistants 
to  perform  jobs  at  the  primary  level, 
such  as  giving  an  injection  or  taking 
blood  pressure. 

Those  who  think  I am  exaggerating 
should  take  a look  at  the  strike  last 
spring  at  the  Group  Health  HMO  in 
Washington,  DC,  where  the  basic  issue 
was  the  number  of  patients  a given  doc- 
tor should  see  daily.  The  managers  of 
the  HMO  argued  that  their  doctors  had 
to  see  more  patients  in  order  to  cut 
costs  so  that  this  veteran  HMO  could 
compete  with  its  rivals  who  were  offer- 
ing cheaper  rates.  The  physicians  in- 
volved assailed  their  employers’  de- 
mands as  an  effort  to  force  them  to 
provide  “assembly  line  medicine.”  The 
final  settlement  was  publicized  as  a 
compromise,  but  the  real  bottom  line,  I 
am  told  by  people  close  to  the  situation, 
is  that  these  physicians  are  going  to  be 
seeing  more  patients  daily. 

What  happens  when  physicians  be- 
come unemployed?  In  Italy  I’m  told 
they  go  into  casual  trades  and  become 
taxi  drivers  or  the  like.  In  the  United 
States,  I suspect,  the  unemployed  doc- 
tors will  be  very  angry  that  their  long 
years  of  study  have  availed  them  noth- 
ing, and  will  be  very  conscious  of  the 
debt  loads  they  amassed  while  going 
through  medical  school  and  residency. 


Metaphorical  prolapse 


John  L.  Coulehan,  MD 

Observers  on  another  planet,  using 
some  long  distance  method  of  de- 
tection, might  become  confused  when 
monitoring  medical  care  activities  in 
one  of  our  hospitals.  Let  us  assume  that 
their  physiology  was  different  than 
ours  and  they  could  not  immediately 
understand  the  biological  relevance  of 
dialysis  units,  thallium  scans,  and  ene- 
mas. They  might  conclude  that  all  these 
activities  were  conventions  designed  to 
meet  basic  human  social,  cultural,  or  re- 
ligious needs.  Moreover,  they  might 
write  scholarly  papers  to  describe  the 
complex  symbolic  or  liturgical  activities 
in  which  the  human  culture  engages, 
much  as  human  anthropologists  write 
about  traditional  tribal  healing  prac- 
tices on  earth.  This  scenario  is  far- 
fetched, but,  in  fact,  since  we  humans 
relentlessly  interpret  everything  that 


happens  to  us  and  ascribe  it  a meaning 
within  our  own  frame  of  reference,  all 
medical  care  activities  really  do  have  a 
metaphorical  meaning  as  well  as  a func- 
tional or  scientific  purpose.  The  hospi- 
talized patient  really  is  immersed  in  a 
vast  network  of  healing  symbols,  even 
though  those  of  us  who  work  in  the  hos- 
pital do  not  usually  view  it  in  those 
terms. 

Some  medical  diagnoses  pack  a 
greater  metaphorical  wallop  than  oth- 
ers. Mitral  valve  prolapse  (MVP)  syn- 
drome is  just  such  a diagnosis.  It  has 
fairly  robust  existential  meaning  that 
goes  far  beyond  its  scientific  meaning— 
both  for  the  doctor  and  for  the  patient. 


Dr.  Coulehan  is  associate  professor  of  com- 
munity medicine  at  the  University  of  Pitts- 
burgh School  of  Medicine. 


So  my  fear  is  that  tomorrow’s  unem- 
ployed physicians  will,  in  many  cases, 
try  anything  to  make  a living. 

Some  will  probably  try  to  attract  pa- 
tients as  “holistic”  medical  practition- 
ers, claiming  they  know  how  to  prevent 
illness.  Others  will  go  into  partnership 
with  chiropractors,  naturopaths,  and 
similar  fringe  people  and  these  partner- 
ships will  try  to  attract  patients  on  the 
ground  they  offer  both  conventional 
and  unconventional  health  aid.  Some 
may  become  out  and  out  charlatans. 

The  hard  fact  is  that  by  1995  between 
100,000  and  180,000  additional  physi- 
cians will  be  trying  to  make  a living  in 
this  country.  But  the  money  will  not  be 
available  to  pay  these  additional  physi- 
cians since  the  emphasis  on  cost  con- 
tainment and  medical  competition  will 
continue.  The  American  Medical  Asso- 
ciation has  already  seen  the  light  and 
announced  it  expects  a physician  sur- 
plus which  cannot  be  removed  by  the 
automatic  forces  of  the  market.  If  we 
are  to  be  saved  from  the  worst  effects  of 
the  massive  medical  unemployment 
likely  ahead,  the  Association  of  Ameri- 
can Medical  Colleges  is  going  to  have  to 
recognize  that  the  problem  can’t  be 
solved  just  by  cracking  down  on  For- 
eign Medical  Graduates.  The  American 
medical  education  establishment  is  go- 
ing to  have  to  go  on  a diet  and  reduce 
significantly  the  number  of  young  peo- 
ple it  accepts  each  year  for  medical 
training.  □ 


For  the  doctor,  MVP  syndrome  seems 
to  explain  something  scientifically 
when,  in  fact,  it  more  accurately  sym- 
bolizes an  understanding  that  we  do  not 
possess.  However,  the  symbol  is  com- 
forting, although  I believe  physicians 
sometimes  confuse  it  with  real  under- 
standing. Patients,  on  the  other  hand, 
accept  MVP  syndrome  as  a “real 
cause”  of  distressful,  frightening,  and 
seemingly  uncontrollable  symptoms.  It 
is  a much  more  satisfying  explanation 
in  our  culture  for  these  symptoms  than 
alternate  explanations,  such  as  “stress” 
or  “anxiety.” 

What  are  some  of  the  facts  about  mi- 
tral valve  prolapse?  It  is,  first  of  all,  a 
common  anatomical  variant  in  adults, 
present  in  up  to  8 percent  of  adult 
women  and  perhaps  a somewhat 
smaller  percentage  of  men.1'4  It  must 
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PHILADELPHIA  G.  I.  GROUP 
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develop  over  time  as  MVP  is  rarely  seen 
in  children.5  MVP  was  diagnosed  ini- 
tially by  echocardiography  in  patients 
who  had  a characteristic  systolic  click 
and/or  murmur  noted  upon  cardiac  aus- 
cultation. More  recently,  MVP  is  de- 
fined as  an  echocardiographical  abnor- 
mality in  the  absence,  not  only  of 
symptoms,  but  also  of  any  suggestive 
physical  findings.  A small  percentage  of 
people  with  prolapse  develop  complica- 
tions such  as  mitral  regurgitation,  ar- 
rhythmias, embolic  stroke,  infective  en- 
docarditis, or  sudden  death.  In  a recent 


study,  for  example,  4.6  percent  of  237 
patients  developed  one  of  these  compli- 
cations during  a mean  follow-up  period 
of  about  six  years.6  Such  figures  may 
well  be  misleadingly  high  because  pa- 
tients who  present  to  tertiary  care  cen- 
ters are  not  necessarily  representative 
of  all  people  who  have  this  anatomical 
variant.  Undoubtedly  most  persons 
who  have  MVP  are  unaware  of  it. 

Mitral  valve  prolapse  “syndrome”  is 
the  conjunction  of  several  common 
symptoms,  such  as  atypical  chest  pain, 
palpitation,  lightheadedness,  breath- 
lessness, and  anxiety,  with  clinical  or 
echocardiographical  evidence  of  MVP. 
This  clinical  association  arose  from  un- 


controlled observations  of  MVP  in  pa- 
tients with  panic  attacks,  hyperventila- 
tion, and  atypical  chest  pain.'  6 The 
“syndrome”  was  seized  by  some  cardi- 
ologists as  a substantive  explanation 
for  various  clinical  entities  which  had 
been  described  but  not  well  under- 
stood.9 These  include  DaCosta’s  syn- 
drome, effort  syndrome,  neurocircula- 
tory  asthenia,  soldier’s  heart,  and 
hyperventilation  syndrome.  The  simple 
question  of  how  the  prolapsed  valve 
could  “cause”  numerous  systemic  or  be- 
havioral symptoms  seemed  to  be  lost 
for  a while  in  the  rush  to  jump  on  the 
MVP  syndrome  band  wagon.  However, 
a few  studies  attempted  to  explain  it  by 
showing  that  patients  with  asympto- 
matic MVP  had  higher  levels  of  plasma 
catecholamines  than  “normal”  per- 
sons.10 

Now  it  is  becoming  clear  that  this 
syndrome  may,  for  the  most  part,  be 
simply  the  conjunction  of  two  frequent 
but  unrelated  situations.  Of  people  with 
diagnosed  panic  attacks  or  “neurcircu- 
latory  asthenia”  only  a small  percent 
have  mitral  valve  prolapse.11 12  Patients 
with  MVP  have  no  different  “neuroti- 
cism”  scores  on  standardized  testing 
than  control  people.13  More  importantly, 
general  medical  patients  with  MVP 
who  have  no  other  heart  disease  seem  to 
suffer  from  no  higher  prevalence  of  diz- 
ziness, fatigue,  palpitations,  atypical 
chest  pain  or  anxiety  than  patients  who 
do  not  have  mitral  valve  prolapse.14 

It  may  turn  out  that  the  association 
between  MVP  and  its  commonly  diag- 
nosed “syndrome”  is  real,  or  it  may  not, 
but  even  if  real  I suspect  it  will  account 
for  only  a small  percentage  of  trouble- 
some symptoms  ascribed  to  it  by  enthu- 
siastic supporters.  Moreover,  though 
MVP  is  an  observable  lesion,  the  lesion 
no  better  explains  the  “syndrome”  than 
current  psychodynamic  or  behavioral 
formulations  explain  panic  attacks,  ag- 
oraphobia, and  so  forth.  As  a scientific 
concept,  MVP  syndrome  is  fairly  rudi- 
mentary, given  medicine’s  current  level 
of  sophistication. 

However,  as  a metaphor,  MVP  syn- 
drome is  wonderful.  It  means,  for  the 
patient  that  something  is  wrong;  not  a 
process,  feeling,  behavioral  pattern,  or 
whatever.  The  identification  of  MVP 
syndrome,  an  entity  external  to  one’s 
psyche,  may  come  as  a blessed  relief  af- 
ter the  patient  has  been  fear-stricken 
about  serious  cardiac  disease  on  the  one 
hand  or  loosing  his  mind  on  the  other. 
MVP  syndrome  both  positively  identi- 
fies an  external,  circumscribed  problem, 
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and  at  the  same  time  rules  out  the 
threat  of  personal  dissolution.  For  some 
patients,  the  label  of  MVP  syndrome 
may  deliver  sufficient  personal  meaning 
and  relief  to  allow  them  to  redirect  their 
energies  toward  overcoming  their 
symptoms  and  getting  well.  They  can 
finally  say:  It’s  real,  it’s  simple,  it’s  sci- 
entific, it  won’t  get  worse,  and  I don’t 
have  to  be  afraid  of  the  symptoms  any- 
more. 

MVP  syndrome,  for  the  doctor,  also 
carries  an  important  metaphorical 
charge.  It  provides  a simple  and  satisfy- 
ing explanation,  one  that  does  not  in- 
volve trying  to  convince  the  patient 
that  “stress”  and  feelings  cause  real 
pain,  real  palpitations,  and  real  dizzi- 
ness. MVP  syndrome  enhances  our  per- 
ception of  order  in  the  body  and  its  con- 
trol over  the  mind.  The  label  allows  a 
doctor  to  treat  the  patient  symptomati- 
cally, scheduling  return  medical  visits 
which  promote  the  development  of  a 
supportive  therapeutic  relationship;  it 
serves  as  a valid  ticket  of  admission  to 
medical  care.  Anyone  who  has  tried  to 
explain  hyperventilation  to  a patient, 
and  to  engage  the  patient  in  treating  it, 
will  appreciate  the  beauty  of  MVP  syn- 
drome. 

All  in  all,  I suspect  when  the  MVP 
fad  dies  down  and  the  dust  clears,  the 
“syndrome”  may  be  left  behind  as  an 
artifact  or,  at  most,  an  association  that 
reflects  some  other  confounding  vari- 
able. Whether  this  is  true  or  not,  cur- 
rently MVP  syndrome  demonstrates 
how  well  a diagnosis  can  function  as  a 


Brian  Altman,  MD 

Recently,  I received  a phone  bill  for 
more  than  $1,000  for  my  branch  office. 
Looking  into  the  matter,  I found  several 
unauthorized  phone  calls  to  various 
spots  around  the  country  and  around 
the  world. 

I found  there  is  a new  type  of  crime 
present  in  our  country,  being  perpe- 
trated by  computer  hackers.  These  are 
usually  bright  teenagers  who  have 
learned  how  to  communicate  via  mo- 
dems using  their  computers  and  going 
through  phone  diverters. 

My  fellow  physicians,  particularly 
those  who  have  branch  offices  and/or 
phone  diverters  should  check  phone 


metaphor.  Cancer  and  tuberculosis  have 
served  as  important  negative  meta- 
phors, as  described  by  Susan  Sontag  in 
her  essay  “Illness  and  Metaphor.”  Mi- 
tral valve  prolapse  syndrome  is  now  en- 
joying its  day  in  the  sun  as  a positive 
metaphor,  a symbol  of  objectivity  and 
control  for  youthful,  healthy  people 
who  suffer  distressing  and  otherwise  in- 
explicable symptoms,  a metaphor  that 
in  many  cases  serves  to  promote  heal- 
ing. Perhaps,  to  recall  Marshall  McLu- 
han,  “the  medium  is  the  message.”  □ 
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little).  It  was  called  “Cross  Out  Can- 
cer,” and  the  idea  was  for  the  patient  to 
examine  her  left  breast  with  the  finger- 
tips of  her  right  hand  while  she  was 
soapy  in  the  shower  or  tub,  then  repeat 
the  process  with  the  other  hand,  exam- 
ining the  right  breast.  There  were  three 
things  wrong  with  the  idea  then:  (1)  It 
was  too  far  ahead  of  its  time,  (2)  I did 
not  realize  that  women  almost  exclu- 
sively use  a washcloth  when  they  bathe 
(men  generally  do  not),  and  (3)  women 
generally  loathe  examining  their 
breasts  unless  they  are  well  motivated, 
secondary  to  cultural  reasons. 

Now  the  pendulum  has  swung  back. 
The  current  wave  of  popularity  in  the 
realm  of  Breast  Self  Examination  is— 
you  have  guessed  it— friction-free  BSE! 
Warm  soapy  water  or  powder  is  used  on 
the  breast  to  improve  the  ability  to  de- 
tect abnormalities  within  the  mammary 
parenchyma.  The  Breast  Clinic  at  the 
Cleveland  Clinic  Foundation  uses  a 
sheet  of  satin  instead  of  the  soapy  wa- 
ter. 

The  proponents  of  the  warm  soapy 
water  method  report  that  this  type  of 
examination  also  makes  it  easier  to  ob- 
tain nipple  secretions  for  cytologic  test- 
ing. It  has  been  my  practice  for  many 


Friction-free  BSE 


Telephone  system  vulnerable 
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years  to  use  hand  lotion  as  a lubricant 
for  my  examination.  I keep  a bottle  in 
each  examining  room,  and  not  only  does 
this  facilitate  the  examination  but  it  is 
aesthetically  pleasing,  leaving  a pleas- 
ant smell  after  it  has  been  wiped  off 
with  a tissue. 

Because  this  is  such  an  important 
topic,  here  are  a few  more  breast  exami- 
nation caveats  while  we  are  at  it: 

1.  The  amount  of  anxiety  generated 


by  an  abnormal  mammogram  or  a pal- 
pable abnormality  found  by  the  patient 
demands  the  woman  be  seen  that  day, 
with  very  few  exceptions. 

2.  Although  little  change  has  yet 
shown  up  in  the  five-year  survival  rate 
over  the  past  thirty-five  years,  we  are 
finding  these  cancers  earlier.  We  doctors 
deserve  some  credit,  but  the  mammo- 
gram has  had  the  greatest  impact  on 
earlier  diagnosis.  I fully  expect  the  sta- 
tistics will  soon  show  some  favorable  re- 
duction in  breast  cancer  mortality! 

3.  It  often  helps  to  ask  the  patient  if 


there  is  any  part  of  her  breast  she  is 
concerned  about.  Re-examination  of  the 
area  indicated  may  allow  you  to  find 
something  you  previously  had  over- 
looked. 

4.  A recent  well-documented  study 
suggests  that  lesions  are  missed  in  brief 
examinations.  If  you  are  not  completely 
sure  about  some  area  of  the  breast,  fin- 
ish your  examination,  then  go  back 
again,  and  slowly  and  carefully  re- 
evaluate the  area.  If  you  are  still  not 
certain,  ask  the  patient  to  come  back  in 
a couple  of  days  and  then  re-examine 
the  area.  Order  a mammogram  if  indi- 
cated. 

5.  If  you  find  anything,  sit  down  and 
explain  exactly  what  you  found  and 
what  needs  to  be  done  about  it.  Speak 
the  patient’s  language!  Ask  if  she  un- 
derstands; ask  her  to  repeat  back  to  you 
what  you  have  just  told  her  if  you  have 
any  reason  to  suspect  that  she  does  not 
understand  completely.  We  doctors 
have  created  much  fuss  about  breast 
disease  (correctly),  and  it  is  up  to  us  to 
stand  by  our  patients  and  provide  ex- 
planations and  support  when  needed,  as 
well  as  lifetime  follow-up  for  patients 
who  do  have  breast  malignancies,  after 
the  primary  treatment  is  completed. 

6.  When  malignancy  is  suspected  or 
proven,  choose  your  consultants  care- 
fully! Learning  these  principles  comes 
with  experience.  If  you  are  comfortable 
talking  about  the  newer  methods  of 
therapy,  then  by  all  means  discuss 
them;  if  not,  avoid  the  subject  like  the 
plague.  As  you  know,  therapy  is  cur- 
rently in  a state  of  change,  and  we  are 
not  sure  yet  which  type  of  treatment  is 
best.  This  complicates  the  picture  con- 
siderably. Most  often  if  you  refer  the  pa- 
tient to  a surgeon  she  will  end  up  with  a 
surgical  procedure;  refer  her  to  a radio- 
therapist and  she  will  usually  get  that 
form  of  treatment.  If  you  have  a com- 
passionate, knowledgeable  consultant, 
you  are  fortunate  indeed! 

7.  Doctors  have  been  slow  to  recom- 
mend mammography  to  all  their  appro- 
priate patients.  Cost  may  be  a deter- 
rent, but  compared  to  treatment,  it  is  a 
real  bargain.  I can  find  no  cause  for  this 
reluctance  to  use  such  an  excellent 
screening  method.  We  physicians  could 
improve  our  breast  cancer  statistics 
considerably  if  we  follow  one  of  the  cur- 
rent guidelines  promulgated  by  the  or-  1 
ganizations  active  in  this  field. 

8.  Finally,  please  warm  your  hands 
before  you  do  the  breast  examination. 

It  is  such  a simple  thing  but  so  often 
forgotten.  □ 


Doctor! 

Thinking  about  automating  your  office? 
Don’t  invest  in  old  technology,  discover 

Pulse  Point 

Orion’s  Total  Office  Management  System 

Put  these  outstanding  features  to  work  in  your  office 


* Patient  History 

* Office  Visit  Documentation 

* Insurance  Billing 

* Electronic  Claim  Transmission 

* Patient  Billing 

* Precalculated  Balance  Billing 

* Update  of  Insurance  Charges 

* Practice  Analysis  Reports 

* Check  Printing 

* Bank  Statement  Reconciliation 

* Daily  Bank  Deposit  Ticket 

* Medical  Database  Access 


* Electronic  Scheduling 

* Word  Processing 

* Accounts  Receivable 

* Accounts  Payable 

* Patient  Recall 

* Aged  Receivables 

* Access  Security 

* Financial  Analysis 

* Budgeting 

* Electronic  Code  Lists 

* Daily  Income  Statement 

* Multi-user  Network 


Orion’s  system  is  so  easy  to  use,  even  for  the  first  time  computer  user,  yet 
it  utilizes  the  most  powerful  microcomputer  system  available.  Our  training 
program  ensures  that  your  staff  will  be  comfortable  and  proficient.  All 
this  at  an  unbelievably  low  price.  Call  us  today!  Free  consultation  and 
demonstrations  at  your  office. 


Orion  Systems 
38  Dew  Drop  Road 
York,  PA  17403 
Phone:  (717)  757-7721 


ORION 
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Why  pay  too  much 
for  workers’ 
compensation 
insurance? 

Dividends  for  doctors 
average  43%  per  year 
from  the  Dodson  Plan! 


A service  approved  by 
Pennsylvania  Medical  Society 


Physicians  get  a discount  when 
policies  are  issued.  Then  at  year- 
end,  a dividend  also  is  paid, 
based  on  claim  costs.  Dividends 
have  run  as  high  as  47%  and  now 
average  43%  yearly  since  1973. 


In  this  plan,  a dividend  is  paid 
when  claim  costs  are  kept  low 
through  safety  on  the  job.  From 
Dodson,  you  get  prompt  service 
with  the  personal  touch.  Write  or 
phone  for  complete  details! 


LET  US  HELP  YOU  SAVE! 


Insurance  provided  by 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  of  Dodson  insurance  Group 
P.O.  Box  559,  Kansas  City,  Missouri  64141 
Cali  toll-free  1-800-821-3760 
In  Missouri  1-800-892-3431 


new  members 


ALLEGHENY  COUNTY 

Richard  D Ash,  MD,  Pediatrics,  935  Thorn  Run  Road,  Cor- 
aopolis  15108 

Mary  M Baldwin,  MD.  Family  Practice,  St.  Margarets  Hospi- 
tal, 815  Freeporl  Road,  Pittsburgh  15215 
Gregory  P Baraniak.  MD,  Internal  Medicine,  2175  Robert 
Street,  North  Huntingdon  15642 
Robert  A Bartolanzo,  MD.  Pediatrics,  710  Thompson  Ave- 
nue, McKees  Rocks  15136 

Mark  M Blatter,  MD,  Pediatrics,  1580  McLaughlin  Run 
Road,  Pittsburgh  15241 

James  W.  Boyle,  MD,  Internal  Medicine,  713  Hazelwood  Ave- 
nue, Pittsburgh  15217 

Robert  D Carlson,  MD,  104  Center  Avenue,  Pittsburgh 
15215 

Daniel  J.  Carter,  MD,  Family  Practice,  Mercy  Hospital,  1400 
Locust  Street,  Pittsburgh  15219 
Richard  K.  Carugati,  MD,  Pathology,  101  North  Dithridge 
Street,  Apartment  413,  Pittsburgh  15213 
Ronald  G Cercone,  MD,  Urological  Surgery,  503  MD  Build- 
ing, 1501  Locust  Street,  Pittsburgh  15219 
Marshall  L Chambliss,  MD,  515  B Rebecca  Avenue,  Pitts- 
burgh 15221 

Daniel  J.  Chantz.  MD,  31  Oakhurst  Circle,  Pittsburgh  15215 
Robert  J Coffey,  MD,  Neurological  Surgery,  684  Orchard  Av- 
enue. Pittsburgh  15202 

Bonnie  A Coyne,  MD,  1840  Allison  Avenue,  Allison  Park 
15101 

Adrian  A Damico,  MD.  Emergency  Medicine,  577  Dorsey- 
ville  Road,  Pittsburgh  15238 

John  H Dwyer,  MD,  Child  Psychiatry,  855  Thorn  Street,  Se- 
wickley  15143 

Catherine  J Egan,  MD,  305  Eastern  Avenue,  Apartment  2, 
Pittsburgh  15215 

Aron  Eisenkeit,  MD,  General  Surgery,  Mellon  Suite  140, 
4815  Liberty  Avenue.  Pittsburgh  15224 
John  M.  Fisch,  MD,  Obstetrics/Gynecology,  933  South  Tren- 
ton Avenue,  Pittsburgh  15221 

Dennis  K Gabos,  MD,  Cardiovascular  Surgery,  Royal  Manor 
#303,  Allison  Park  15101 

Stephen  K.  Hasley,  MD,  Forbes  and  Halket,  Pittsburgh 
15213 

Elizabeth  Hepler-Smith,  MD,  Psychiatry,  161  White  Oak 
Drive,  Pittsburgh  15237 

Michael  Hepler-Smith,  MD,  Pediatrics,  4721  McKnight  Road, 
Pittsburgh  15237 

Debra  L Horowitz.  MD,  Internal  Medicine,  710  Thompson 
Avenue,  McKees  Rocks  15136 
Robert  H Howland,  MD,  Psychiatry,  7023  Meade  Place, 
Pittsburgh  15208 

Francis  J.  Huff.  MD.  Neurology,  1111  Farragut  Street,  Pitts- 
burgh 15206 

Jerome  M Itzkoff,  MD,  Internal  Medicine,  510  South  Aiken 
Avenue,  Pittsburgh  15232 

Milena  Jamcijevic,  MD,  Anesthesiology,  5068  Sherwood 
Road,  Bethel  Park  15102 

Gerald  O Justh,  MD,  Pathology,  1802  Fallowfield  Avenue, 
Pittsburgh  15216 

Frances  K.  Kramer,  MD,  St  Margaret  Memorial  Hospital, 
815  Freeport  Road,  Pittsburgh  15221 
Stephen  N Leibensperger,  MD,  Family  Practice,  5960  Wel- 
lesley Avenue,  Apartment  6,  Pittsburgh  15206 
Marc  D Liang,  MD,  Plastic  Surgery,  3459  Fifth  Avenue,  Pitts- 
burgh 15213 

Angela  E.  Lin,  MD,  Psychiatry,  West  Penn  Hospital,  Pitts- 
burgh 15224 

David  N Manusow,  MD,  Ophthalmology,  1200  Centre  Ave- 
nue, Fifth  Floor,  Pittsburgh  15219 
Louis  P Mateya  Jr  , MD,  Internal  Medicine,  119  Edgewood 
Avenue,  Pittsburgh  15218 

Katharine  J Meal,  MD,  Obstetrics/Gynecology,  401  Amber- 
son  Avenue  #314,  Pittsburgh  15232 
Kim  J.  Miller,  MD,  Obstetrics/Gynecology,  21 1 Morewood  Av- 
enue, Pittsburgh  15213 

Santosh  M Pandit,  MD,  Internal  Medicine,  3663  Perrysville 
Avenue,  Pittsburgh  15214 

Kam  Fai  Pang,  MD,  Urological  Surgery,  320  Bebout  Road, 
Venetia  15367 


Dean  N Pollack,  MD,  Obstetrics/Gynecology.  510  South 
Aiken  Avenue,  Suite  EG6,  Pittsburgh  15232 
Robert  Rakov,  MD,  Family  Practice,  St  Margaret  Memorial 
Hospital,  815  Freeport  Road.  Pittsburgh  15215 
Elizabeth-Ann  Ruberg,  DO,  General  Practice,  937  Beaver 
Grade  Road,  Coraopolis  15108 
Barbara  E.  Runkle,  MD,  Internal  Medicine,  1155  Merchant 
Street,  Ambridge  15003 

Mary  E Schmidt.  MD,  Family  Practice,  St.  Margaret  Memo- 
rial Hospital,  815  Freeport  Road,  Pittsburgh  15215 
Robert  M Sutherland,  MD,  Anesthesiology,  40  Holland 
Road,  Churchill  15235 

Govindarajulu  Vijayamohan,  MD,  Diagnostic  Radiology, 
1410  Spreading  Oak  Drive,  Pittsburgh  15220 
Robert  R Whipkey,  MD,  Emergency  Medicine,  4855  Logans 
Ferry  Road,  Murrysville  15668 

ARMSTRONG  COUNTY 

Jeffrey  W David,  MD,  Obstetrics/Gynecology,  Womens  Hlth 
Care  Armstrong  C,  Medical  Arts  Building,  Kittanning 
16201 

BEAVER  COUNTY 

Robert  K Finley  III,  MD,  General  Surgery,  1520  Third  Ave- 
nue, New  Brighton  15066 

Concepto  M Flores,  MD,  Internal  Medicine,  219  Third 
Street,  Beaver  15009 

Teresa  L Royer,  DO,  Family  Practice.  2875  Dutch  Ridge 
Road,  Beaver  15009 

BERKS  COUNTY 

Michael  A.  Ciriaco,  DO,  4972  Kutztown  Road,  Temple  19560 
LisaG  Gagliardi,  MD,  Family  Practice,  St  Joseph  Hospital, 
Reading  19604 

David  Sacks.  MD,  Radiology,  Reading  Hospital,  Department 
of  Radiology,  Reading  19603 

Yogesh  V.  Viroja,  MD,  Internal  Medicine,  2372  Lisa  Lane,  Al- 
lentown 18104 

BLAIR  COUNTY 

Lawrence  M.  Adler,  MD,  Family  Practice,  501  Howard  Ave- 
nue, Building  F,  Altoona  16601 
Luis  O.  Araneda,  MD,  Anesthesiology,  RD  3,  Box  1 01 2,  Holli- 
daysburg  16648 

Paul  M Byrnes,  MD,  Obstetrics/Gynecology,  Clay  Avenue 
Extended,  Tyrone  16686 

Peter  T Go,  MD,  General  Surgery,  113  Beta  Drive,  RD  3, 
Johnstown  15904 

Frank  E.  Rasler,  MD,  General  Practice,  Mercy  Hospital, 
Emergency  Department,  Altoona  16603 
Vicki  M Sommer,  MD,  Pediatrics.  18  Woodlawn  Terrace, 
Hollidaysburg  16648 

BRADFORD  COUNTY 

Hareshkumar  D Patel,  MD,  Anesthesiology,  Guthrie  Clinic 
Ltd  , Sayre  18840 

John  T Tolland,  MD,  31 7A  Hayden  Street,  Sayre  18840 

BUCKS  COUNTY 

Frances  A Barone,  MD,  Pediatrics,  131  South  111th  Street, 
Quakertown  18951 

George  N Costantino.  MD,  General  Surgery,  Saint  Mary 
Medical  Building,  Suite  111,  Langhorne  19047 
Richard  T Daddario,  MD,  Neurology,  920  Lawn  Avenue,  Sel- 
lersville  18960 

Joseph  W De  Feo,  MD,  General  Surgery,  205  Newtown 
Road,  Suite  216,  Warminster  18974 
Luigi  Desantis.  MD,  Internal  Medicine,  97  West  Trenton  Ave- 
nue, Morrisville  19067 

Timothy  A.  Dunn,  DO,  Radiology,  Country  Lights  Apartment 
576,  3300  Neshaminy  Blvd  , Bensalem  19020 
Brad  Feldstem,  MD,  Pediatrics,  140  East  Butler  Avenue, 
Chalfont  18914 

William  L Kliefoth,  DO.  General  Surgery,  Saint  Mary  Medi- 
cal Building,  Suite  111,  Langhorne  19047 
Daniel  A.  Litovsky,  MD.  Internal  Medicine,  1723  Wood- 
bourne  Road,  Levittown  19057 


Emil  L Matarese,  MD,  Neurology,  Saint  Mary  Medical  Build- 
ing, Langhorne  19047 

Nenita  P McIntosh,  MD,  Internal  Medicine,  423  Lawrence- 
ville  Road  #505,  Lawrenceville,  NJ  08648 
Richard  A Schwarz,  MD,  Allergy  and  Immunology,  300  Mid- 
dletown Blvd  , Suite  102,  Langhorne  19047 
Robert  D Sutherland,  MD,  Orthopaedic  Surgery,  24-26 
South  14th  Street,  Quakertown  18951 
James  H Thorpe,  MD,  Gastroenterology,  The  Lower  Buck 
Hospital,  Bristol  19007 

Gregory  J.  Vincent,  MD,  General  Surgery,  St.  Mary  Medical 
Building,  Suite  111,  Langhorne  19047 
Angelo  J Zappala,  DO.  Radiology,  12  Decision  Way,  Wash- 
ington Cross  18977 

BUTLER  COUNTY 

Lori  A Oetting,  MD,  General  Surgery,  RD  3,  Box  450A,  Va-  i 
lencia  16059 

Hasmukhbhai  N Sutaria,  General  Practice,  Box  194,  East  ' 
Brady  16028 

CAMBRIA  COUNTY 

Debbie  L Belovich,  MD,  Diagnostic  Radiology,  P.0  Box 
1031,  Johnstown  15907 

Girija  Chandran.  MD,  Family  Practice,  Center  Town  Mall, 
Johnstown  15901 

David  H Silverstein,  MD,  Internal  Medicine,  PO.  Box  717, 
Johnstown  15907 

Trevor  W Yardley,  MD,  Orthopaedic  Surgery,  88  Osborne 
Street,  Johnstown  15905 

CENTRE  COUNTY 

Richard  D Snyder,  MD,  Psychiatry,  1292  Avebury  Circle, 
State  College  16803 

CHESTER  COUNTY 

Desmond  J Nunan  Jr. , DO,  Emergency  Medicine.  128  East 
Gay  Street,  West  Chester  19380 

CLARION  COUNTY 

James  A Humphrey,  DO,  General  Practice,  501  Highland 
Drive.  Shippenville  16254 

CLEARFIELD  COUNTY 

William  D Calley,  MD,  Pediatrics,  21 1 North  Second  Street, 
Clearfield  16830 

COLUMBIA  COUNTY 

Robert  C Kreuzburg,  MD,  Pediatrics,  RD  1,  Box  1407,  Nes- 
copeck  18635 

CUMBERLAND  COUNTY 

Steven  L.  Hatleberg,  MD.  Internal  Medicine,  850  Walnut  Bot- 
tom Road,  Carlisle  17013 

DAUPHIN  COUNTY 

Salvatore  N Alfano,  MD,  Emergency  Medicine,  115  Pelham 
Road,  Camp  Hill  17011 

Jinan  O Bahia,  MD,  Radiology,  Tristan  Associates,  4518 
Union  Deposit  Road,  Harrisburg  17111 
Ronald  C Bezahler,  MD,  Ophthalmology,  2806  Green 
Street,  Harrisburg  17110 

William  P Brown,  DO,  General  Surgery,  840  Sir  Thomas 
Court,  Harrisburg  17109 

Mary  P Consevage.  MD.  Pediatrics,  2405  Linglestown 
Road,  Harrisburg  17110 

William  R Davidson,  MD,  Cardiovascular  Diseases,  Milton 
Hershey  Medical  Center,  Box  850,  Hershey  1 7033 
Kenneth  K Fugate,  MD,  Internal  Medicine,  Four  Cottage 
Court,  Mechanicsburg  17055 

Mark  A Gallagher,  DO,  General  Surgery,  840  Sir  Thomas 
Court,  Harrisburg  17109 

Peter  T Hetzler,  MD,  General  Practice,  142  University 
Manor,  Hershey  17033 

Mary  P Howell,  MD,  Internal  Medicine,  Harrisburg  Hosp  , 
Dept  Med,  South  Front  Street,  Harrisburg  17101 
Mark  Jacobson.  DO,  Harrisburg  Hospital,  Harrisburg  17101 
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FAMOUS  PHYSICIANS 
ARE  SHOWING  UP 
FOR  OUR  40th  YEAR 
CELEBRATION. 


Read  Every  Issue  From  Cover  to  Cover: 


January 

Symposium:  Biliary  Tract  Disease 

Special  Article:  Gastroenterology  1947-1987  Joseph  B.  Kirsner,  M.D. 

February  1 

Symposium:  Focus  on  Family  Practice  Donald  E.  DeVt'itt,  M.D. 

1 r coordinator 

Special  Article:  Family  Practice  1947-1987  W.  Jack  Stelmach,  M.D. 

February  15 

Symposium:  Emergency  Medicine Robert  E.  Rosenthal,  M.D. 

coordinator 

Special  Article:  Emergency  Medicine  1947-1987  James  D.  Mills,  M.D. 

March 

Symposium:  Otolaryngology  in  Primary  Care  ^^0m^coo^dinatora'^'  ^ ^ 
Special  Article:  Otolaryngology  1947-1987 Thomas  J.  McDonald,  M.D 


Rosttyaduate 
Medicine  11 

Every  Issue  is  a Celebration  of  Clinical  Information 


THE 


"BUSINESS" 

Of  Practicing  Medicine 
UNDER  THE  NEW  TAX  LAW 


An  8 hr.  workshop,  sponsored  by  The  Pennsylvania 
State  University  College  of  Business  Administration 

"New  ideas  and  new  techniques 
are  as  important  in  the  financial 
world  as  they  are  in  the  medical 
community.  Here  are  some  new 
ideas." 

Guido  D.  Boriosi,  M.D.,  PC 
Scranton,  PA 

"The  concepts  in  this  program  re- 
ady do  work." 

John  M.  Levin,  M.D. 
Philadelphia,  PA 

"With  the  passing  of  the  new  tax 
law,  it  is  now  essential  to  examine 
your  tax  and  financial  plans.  This 
seminar  provides  you  with  a 
framework  to  effectively  evaluate 
your  current  planning." 

John  S.  Oehrle,  M.D.  * . 
Laboratory  Medicine,  Ltd. 
Pittsburgh,  PA 


C|K  Learn  how  to  turn 

/ - the  Ijevynax  Taw's 

effects  to  your 
£ advantage  for 

pjilL  (RlJ*^***  a more  prosper- 

ous  future.  Find, 
out  how  to* 

■ evaluate  joint 

f,-)-  venture  options  for 

onal  njedical  practice.  Experts 
iivitive  strategies  for  dealing 
g tax  changes,  while  showing 
nine  the  effectiveness  of  your 
1 advisors.  New  opportunities 
formed  derision-making.  This 
rpvid.es  the  vital  tools  needed 
for  insuring  "the  well-being  of  your  own 
. ' financial  future. 


SEMINAR  DATES: 

March  12,  1987  March  26,  1987 
Pittsburgh  Harrisburg 

Guest  speaker 
Richard  F.  DeFluri 
Pennsylvania  Financial  Group 

For  more  information,  please  contact 
Melinda  G.  Harr 

The  Pennsylvania  Financial  Group,  Inc 
P.O.  Box  259  State  College,  PA  16804 

(814)  238-0544 


lottK 


mkm: 


new  members 


Gordon  L Kauffman,  MD,  General  Surgery,  Millon  Hershey 
Medical  Ctr,  Hershey  17033 

Randy  Levin.  MD.  Neurology,  3300  Trindle  Road,  Camp  Hill 
17011 

Emily  W.  Matlin,  DO,  Neurology,  4115  Deerfield  Drive,  Har- 
risburg 17112 

William  H Miller,  DO,  General  Practice,  895  South  Arlington 
Avenue,  Harrisburg  17109 

John  A Rossi,  MD.  General  Surgery.  241  University  Manor, 
Hershey  17033 

James  P Rupp,  MD,  Obstetrics/Gynecology,  809  Poplar 
Church  Road,  Camp  Hill  17011 

John  J Schietroma,  MD,  Ophthalmology,  220  Grandview  Av- 
enue, Camp  Hill  1701 1 

David  L Streisfeld,  MD,  Ophthalmology,  2212  Buttonwood 
Circle,  Harrisburg  17110 

Ramsey  Tarabishy,  MD,  Ophthalmology,  4100  Linglestown 
Road,  Harrisburg  17112 

Robert  L.  Tecau,  DO,  Internal  Medicine,  5720  Cricket  Lane, 
Harrisburg  171 12 

Eugene  P.  York,  MD,  Internal  Medicine,  857  South  Arlington 
Avenue,  Harrisburg  17109 

DELAWARE  COUNTY 

Fredric  L Salter,  MD,  Orthopaedic  Surgery,  30  Oakmont 
Place,  Media  19063 

ERIE  COUNTY 

Domenick  J Brasile,  DO,  General  Practice,  5192  Ferndale 
Place,  Fairview  16415 

Paul  A McGeehan,  MD,  Radiology,  104  East  Second  Street, 
Erie  16507 

David  F Race,  MD,  Emergency  Medicine,  1212  Mission 
Drive,  Erie  16509 

Salvatore  R Sellaro,  DO,  Anesthesiology,  306  West  11th 
Street,  Erie  16501 

Leo  J.  Swantek,  DO,  General  Practice,  2007  West  32nd 
Street,  Erie  16508 

FAYETTE  COUNTY 

Mark  S.  Rozick,  MD,  Family  Practice,  Main  Street,  Republic 
15475 

HUNTINGDON  COUNTY 

Molly  M Ettenger,  MD,  Nephrology,  1825  Mifflin  Street,  Hun- 
tingdon 16652 

JEFFERSON  COUNTY 

David  A Buffone,  MD,  Obstetrics/Gynecology,  422  South 
Peacock  Street,  Ahoskie,  NC  27910 

Shirish  S Joglekar,  MD,  Internal  Medicine,  Fifth  Street, 
Brockway  15824 

Patrick  F Shilala,  DO,  Emergency  Medicine,  Box  397,  Du- 
bois 15801 


LACKAWANNA  COUNTY 

Kurt  D Maas,  MD,  Family  Practice,  125  Scranton.  Pocono 
Highway,  Scranton  18505 

LANCASTER  COUNTY 

George  E,  Groleau,  MD,  Dermatology.  154  Ridings  Way, 
Lancaster  17601 

Jeffrey  A Keyser,  DO,  General  Surgery,  996  East  Orange 
Street,  Lancaster  17602 

Randy  L Kochel,  MD,  Family  Practice,  County  Line  Medical 
Center,  5275  Lincoln  Highway,  Gap  17527 

Giuseppe  Lancellotti,  MD,  Pediatrics,  1248  West  Main 
Street.  Ephrata  17522 

Howard  W Lowy,  MD,  Diagnostic  Radiology,  1506  Center 
Road,  Lancaster  17603 

F Michael  Rommel.  MD,  Urological  Surgery,  620  North  Duke 
Street,  Lancaster  17602 

Herbert  D Snyder,  MD,  General  Surgery,  336  Ludwell  Drive. 
Lancaster  17603 

Michael  K Weed.  MD.  Family  Practice,  247  Main  Street, 
Landisville  17538 

LAWRENCE  COUNTY 

Peter  J.  Barszczowski  Jr. , MD,  Family  Practice,  411  West 
Neshannock  Avenue,  New  Wilmington  16142 

LEBANON  COUNTY 

Stuart  A Hartman,  DO,  Psychiatry,  Fourth  & Walnut  Streets, 
Lebanon  17042 

Jose  N Prudencio  Jr  , MD,  Urological  Surgery,  310  Elm 
Street,  Kearny,  NJ  07032 

LEHIGH  COUNTY 

Parshottam  N.  Kasundra,  MD,  Internal  Medicine,  Northside 
Urgent  Care,  3251  Seventh  Street,  Whitehall  18052 

Richard  K Snyder,  DO,  General  Practice,  868  Wyoming 
Street,  Allentown  18103 

LUZERNE  COUNTY 

Sharon  D Bodnar,  MD,  Diagnostic  Radiology,  116  Wilson 
Place,  Freeport,  NY  11520 

David  Kasper,  DO,  Internal  Medicine,  18  Blackman  Street, 
Wilkes-Barre  18702 

LYCOMING  COUNTY 

Vincent  P Herbst,  MD,  Dermatology,  RD  2,  Box  226,  Wat- 
sontown  17777 

MONROE  COUNTY 

Lilia  D Blanco,  MD,  Obstetrics/Gynecology,  PO.  Box  219, 
Route  940,  Blakeslee  18610 

Philip  H Lawrence,  MD,  Obstetrics/Gynecology,  133  Maple 
Avenue,  East  Stroudsburg  18301 

MONTGOMERY  COUNTY 

Eileen  M.  Bonner,  MD,  Internal  Medicine,  904  Sumneytown 
Pike,  Spring  House  19477 


A HELPING  HAND 
FOR  THE  TROUBLED  PHYSICIAN 


Alcoholism.  Drug  abuse.  Mental  and  physical  disability.  The  problems  of  aging. 
All  take  their  toll  on  the  medical  community. 

But  there's  help— through  the  Impaired  Physician  Program  of  the  Pennsylvania 
Medical  Society.  The  program  offers  peer  support  . . . referral  to  professional 


treatment  agencies  . . . 
and  compassionate  follow- 
up throughout  the  reha- 
bilitation process. 

All  efforts  are  voluntary 
and  strictly  confidential. 

If  you  need  help — or 
know  someone  who  does 
—call  the  Impaired 


Physician  Hotline:  (717) 
763-7937. 

To  learn  more  about  the 
Impaired  Physician 
Program,  write:  Impaired 
Physician  Program, 
Pennsylvania  Medical 
Society,  20  Erford  Road, 
Lemoyne,  PA  17043. 


Anthony  R Zappacosta,  MD,  Neurology,  624  Manor  Road, 
Narberth  19072 

MONTOUR  COUNTY 

Joaquin  M Cabrera,  MD,  534  Mill  Street,  Calawissa  17820 

PHILADELPHIA  COUNTY 

Isaiah  J Abney,  DO,  Urological  Surgery.  2967  School  House 
Lane  Philadelphia  19102 

John  B Alexander,  MD,  Internal  Medicine,  160  Edgehill 
Road,  Bala  Cynwyd  19004 

Mark  S Andrew,  MD.  11  North  Second  Street,  Apartment 
103,  Philadelphia  19106 

Margaret  L.  Bazarnic,  MD,  Radiology,  Medical  College  of 
PA,  3300  Henry  Avenue,  Philadelphia  19129 
Susan  J.  Beane,  MD.  Internal  Medicine,  2601  Pennsylvania 
Avenue,  #926,  Philadelphia  19130 
Sherry  L Blumenthal,  MD,  Obstetrics/Gynecology.  410  Klein 
Building,  York  & Tabor  Roads,  Philadelphia  19141 
Alexander  Bronfman,  MD.  General  Practice,  10133  Ferndale 
Street,  Philadelphia  19116 

Theodore  D Coonrod,  MD,  Pathology,  Northeastern  Hospi- 
tal, 2301  East  Allegheny  Avenue.  Philadelphia  19134 
Pamela  A.  Crilley,  DO,  Hematology,  4100  Lower  Road,  New- 
portville  19046 

Elizabeth  T Curtis.  MD,  Rheumatology,  Arthritis  Assoc  . 
Klein  Bldg  , 5401  Old  York  Road,  Suite  206,  Philadelphia 
19141 

Richard  L Delaney.  MD,  Orthopaedic  Surgery,  Temple  Uni- 
versity Hospital,  3401  North  Broad  Street,  Philadelphia 
19140 

Daniel  T.  Dempsey,  MD,  General  Surgery,  Temple  University 
Hospital,  3401  North  Broad  Street,  Philadelphia  19140 
Josephine  Elia.  MD,  3120  West  Schoolhouse  Lane,  Apart- 
ment J-C-11,  Philadelphia  19144 
Brian  M Ernstoff.  MD,  Physical  Medicine/Rehabilitation, 
Moss  Rehabilitation  Hospital,  12th  Street  & Tabor  Road, 
Philadelphia  19141 

Therman  E Evans,  MD,  General  Practice,  One  Logan 
Square,  Philadelphia  19103 

Margaret  C Fernandes,  MD,  Pediatrics,  Our  Lady  of 
Lourdes  Med  Ctr.,  1600  Haddon  Avenue,  Camden,  NJ 
08103 

William  Fisher,  DO,  General  Practice,  1000  Indian  Creek 
Road,  Philadelphia  19151 

Nenita  Fontanilla,  MD,  Family  Practice,  649  Cornwallis 
Drive,  Mt  Laurel,  NJ  08054 

Richard  K.  Gadon.  MD,  General  Surgery,  8122  Heacock 
Lane,  Wyncote  19095 

Margaret  A Gainey,  MD,  Pediatric  Radiology,  2600  North 
Lawrence  Street,  Philadelphia  19133 
Bartol  J Gizdavcic,  MD,  Internal  Medicine,  1620  Gregg 
Street,  Philadelphia  19115 

Steven  M Gottlieb,  MD,  Anesthesiology,  St.  James  House 
Apartment  601,  13th  & Walnut  Streets,  Philadelphia  19107 
Jee  H Hahm,  MD,  Radiology.  60  East  Township  Line  Road, 
Elkins  Park  19117 

Allan  C Halpern,  MD,  40  Old  Lancaster  Road,  Merion  19066 
Kenneth  H Harris,  MD,  Diagnostic  Radiology,  1409  Candle- 
brook  Drive,  Dresher  19025 

Irvin  H Hirsch,  MD,  Urology,  1025  Walnut  Street.  Room 
1112,  Philadelphia  19107 

Pamela  A Huffman.  MD.  Pediatrics,  18  Thornwood  Drive, 
Voorhees,  NJ  08043 

Patrick  J Hunt,  MD.  Anesthesiology,  Village  Of  Deerfield,  45 
Washington  Road,  Maple  Shade.  NJ  08052 
John  Ingui,  MD,  Psychiatry,  2400  Chestnut  Street,  Apart- 
ment 2807,  Philadelphia  19103 
Richard  W Kass,  DO,  Internal  Medicine,  255-7  Lucas  Lane, 
Voorhees,  NJ  08043 

Bob  Kazenoff,  MD.  Internal  Medicine,  2401  Pennsylvania  Av- 
enue, Apartment  14C-50,  Philadelphia  19130 
Richard  C Lapat,  MD,  Pediatrics,  10125  Verree  Road,  Phila- 
delphia 191 16 

Patrick  J Lenahen,  MD,  Urology.  4054  Boone  Street,  Phila- 
delphia 19127 

Joseph  M Lichtman,  MD,  Urological  Surgery,  1819  Fireside 
Lane,  Cherry  Hill,  NJ  08003 

Bizhan  Micaily,  MD,  Therapeutic  Radiology.  8909  Carlisle 
Road.  Philadelphia  19118 

Vicky  A Mitruka,  MD,  Neonatal-Perinatal  Medicine,  Our 
Lady  of  Lourdes,  1600  Haddon  Avenue,  Camden,  NJ 
08108 

Steven  J Munzer,  MD.  Radiology,  1103  Ansley  Avenue, 
Melrose  Park  19126 

Douglas  F Naylor  Jr. . MD,  General  Surgery,  The  Graduate 
Hospital.  One  Graduate  Plaza,  Philadelphia  19146 
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Offer  Your  Patients 
A Choice  They  Deserve 


A participating  urologist  at  the  control  panel  of  the  lithotripter 
at  Fitzgerald  Mercy. 


Mercy  Catholic  Medical  Center  invites 
you  to  become  part  of  our  new  Kidney  Stone 
Center.  Following  special 
training  in  lithotripsy, 
qualified  urologists  will  be 
granted  staff  privileges  as 
well  as  use  of  our  dedicated 
waiting,  examination  and 
conference  areas  in  the 
lithotripsy  suite.  Our  sys- 
tem is  designed  to  afford 
the  maximum  involvement 
of  referring  urologists 
who  wish  to  participate 
in  pre-treatment  and  post- 
treatment follow-up.  We 
recognize  the  key  role  of 
the  patient’s  personal 
physician  in  successful 
treatment  and  recovery. 

We  would  also  like  to 
extend  an  invitation  to  all 
physicians  to  refer  patients 
to  the  cooperative  network 
of  urologists  for  lithotripsy. 
The  procedure  spares 
your  patients  a great  deal 
of  discomfort  and  saves 
them  time  and  money 
when  compared  with  the 
traditional  alternative  of 
surgery.  Lithotripsy  takes  approximately 
one  hour.  Your  patients’  recovery  time  is 
generally  one  day  instead  of  the  usual  two 
to  four  week  period  required  with  surgery. 

We  are  conveniently  located  near  the 
Philadelphia  airport.  Call  us  to  arrange  for 
a tour  or  for  more  information  on  our  coop- 
erative network  program. 


The  Kidney  Stone  Center  at  Fitzgerald  Mercy  Division/I .ansdowne  Avenue  and  Baily  Road.  Darby,  PA  19023.  For  more  information:  (215)  455-ST< )NE 


Geisinger  Medical  Center 

Continuing  Education  Programs 


12th  Annual  Concepts  in  Clinical  Practice 

Saturday  and  Sunday 
February  14  and  15,  1987 
Sheraton  Inn,  Danville 

Second  Annual  Timely  Topics  in  Internal  Medicine 

Wednesday-Friday 

February  25-27,  1 987 

Seven  Springs  Resort,  Champion,  PA 

Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 
March  13  and  14,  1987 

Topics  in  Dentistry 

Wednesday,  March  18,  1987 
Physician  Office  Lab 
Wednesday  or  Thursday 
April  1 or  2,  1987 

Second  Annual  Horizons  in  Cardiac  Rehabilitation 

Friday  and  Saturday 
April  10  and  11,  1987 
Sheraton  Inn,  Danville 

Advances  in  Dermatology 

Wednesday,  April  15,  1987 


Update  in  Otolaryngology 

Thursday,  April  16,  1987 

Annual  Sight  Loss  Support  Group  and  Visual 
Rehabilitation  Conference 

Wednesday,  May  6,  1987 
Sheraton  Inn,  Danville 

Problems  in  Maternal  Fetal  Medicine 

Wednesday,  May  13,  1987 

First  Annual  Summer  Update  in  Clinical  Medicine 

Wednesday-Friday 

June  17-19,  1987 

Hilton  Head,  South  Carolina 

Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 
September  11  and  12,  1987 

Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 
November  13  and  14,  1987 

Second  Annual  Christmas  Symposium  in  Pediatric 
Immunological  and  Respiratory  Illnesses  and 
Therapies  (S.P.I.R.l.T.) 

Monday- Wednesday,  December  28-30,  1987 
Disney  World,  Florida 


As  an  organization  accredited  for  continuing  medical  education,  Geisinger  Medical  Center  certifies  that  these  activities  meet  the 
criteria  for  credit  hours  in  Category  1 of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association.  Please  refer  to 
each  individual  program  flyer  for  registration  fees,  starting  times,  and  number  of  credit  hours.  For  further  information  or  for  copies 
of  individual  programs,  call  Sharon  Hanley,  Program  Registrar,  collect,  at  717-271-6692.  There  is  a 24-hour  answering  service 
available.  You  may  also  write  to  her  at  120  Pleasant  Street,  Danville,  PA  17822. 


new  members 


Alisa  N.  Obsusin.  MD,  Internal  Medicine,  5500  Wissahickon 
Avenue,  Apartment  206a,  Philadelphia  19144 

Khadra  M.  Osman,  MD,  5450  Wissahickon  Avenue,  #1135, 
Philadelphia  19144 

Robert  N.  Pelman,  MD,  Neurology,  114  Woodhollow  Drive, 
Marlton,  NJ  08053 

Milton  J.  Poulshock,  DO.  Family  Practice,  216  Barclay  Cir- 
cle, Cheltenham  19012 

Jerry  S Rosenbaum,  DO,  Urological  Surgery,  844  Ritner 
Street,  Philadelphia  19148 

Lawrence  L Sanders  Jr.  MD,  Internal  Medicine,  806  South 
48th  Street,  Philadelphia  19143 

Armand  A.  Saragovi,  MD,  Radiology,  60  East  Township  Line 
Road,  Elkins  Park  19117 

Donald  Schwartz,  MD,  Radiology,  1201  Lombard  Street, 
Philadelphia  19147 

Samuel  H Sigal,  MD.  Pathology,  4610  Spruce  Street,  Phila- 
delphia 19139 

Randall  E.  Slimak,  MD,  Internal  Medicine,  1110  Lombard 
Street  #9,  Philadelphia  19147 


George  W Sowerby  Jr  , MD.  Psychiatry,  1601  Walnut  Street, 
Suite  1326,  Philadelphia  19103 

Russell  F.  Stahl,  MD,  7339  Valley  Avenue,  Philadelphia 
19128 

Edward  A.  Trebelev,  MD,  General  Practice,  9200  Bustleton 
Avenue,  Philadelphia  19115 

Sigrid  C.  Veasey,  MD,  Internal  Medicine,  134  North  21st 
Street,  Philadelphia  19103 

Steven  J Widzer.  MD,  Pediatrics,  268  Diana  Court,  Gaulph 
Mills  19428 

Jay  J.  Williams,  MD,  Anesthesiology,  200  Saturn  Drive,  New- 
ark, DE  1971 1 

Deborah  A Voung,  MD,  Family  Practice.  372  West  Johnson 
Street,  Philadelphia  19144 

VENANGO  COUNTY 

David  L.  Griffen,  MD,  Emergency  Medicine,  Franklin  Re- 
gional Medical  Ct,  One  Spruce  Street,  Franklin  16323 

WASHINGTON  COUNTY 

Scott  R Hobson,  MD,  Ophthalmology,  750  East  Beau  Street, 
Washington  15301 

James  C.  Weis,  MD,  Family  Practice,  665  Grandview  Ave- 
nue, Pittsburgh  15202 


WESTMORELAND  COUNTY 

Geoffrey  B Monsour,  MD,  Family  Practice,  Clearview,  RD  7, 
Box  279,  Greensburg  15601 

Jerry  R Singer,  MD,  Internal  Medicine,  159  Cannon  Drive, 
Greensburg  15601 

Rajnt  Wallta.  MD.  Internal  Medicine,  112  Inverness  Drive, 
Pittsburgh  15237 

YORK  COUNTY 

Thomas  P Bride,  DO,  Anesthesiology,  329  Kirkham  Drive, 
York  17402 

Richard  S Goodstein,  DO,  Pulmonary  Diseases,  1777  Fifth 
Avenue,  York  17317 

Beth  A Loss.  DO,  2471  South  Queen  Street,  York  17402 

Vi|ay  J Moradia.  MD,  York  Hospital,  Department  of  Surgery, 
York  17405 

Randall  W Rowand,  MD,  Family  Practice,  RD  1,  Blymire 
Road,  Dallastown  17313 

Richard  J Turnamian,  MD,  Obstetrics/Gynecology,  166D 
Dew  Drop  Road.  York  17402 

STUDENTS 

Jonathan  S Cargan,  Hershey  Medical  Center,  Box  1016, 
Hershey  17033 
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THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 

Cardiology 
Update  . . . 

is  designed  for  the  physician  and  provides  an  intensive  survey  of  the  current 
status  of  clinical  cardiology  . . . 

WEDNESDAY,  FEBRUARY  4,  1987 

DIAGNOSIS  AND  MANAGEMENT 
OF  HYPERTENSION 

20  Minute  Lectures — Questions  and  Answers  (10  Minutes) 
Moderator:  Bernard  Segal,  M.D. 

3 p.m. 

Risk  Factors  and  Natural  History— Robert  Stole,  M.D. 

Case  Presentation — Charles  Cummings,  M.D. 

Old  and  New  Antihypertensive  Drugs— Jeffrey  Dubb,  M.D. 

Diagnosis  and  Treatment  of  Renovascular  Hypertension— Lloyd  Klein,  M.D. 
Questions  and  Answers — The  Audience 

• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 

• Parking  Available  (at  discount  rate) 

• • Wine  and  Cheese  Served  Following  Each  Session  • • 


Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

*The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to 
sponsor  continuing  education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical 
activity  for  22.5  credit  hours  of  Category  1 of  the  Physicians  Recognition  Award  of  the  AMA. 
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medical  feature 


Clear-cell  carcinoma  metastasis  to  thyroid  tissue 

William  T.  Conklin,  MD  Robert  M.  Davis,  MD,  FACS  John  P.  Whiteley,  MD 

Clinically  apparent  metastatic  lesions  to  the  thyroid  gland  most 
commonly  are  due  to  clear-cell  renal  carcinoma.  Mestastases  may 
occur  many  years  after  definitive  treatment  of  the  primary  renal 
carcinoma  and  have  a predilection  for  abnormal  thyroid  tissue. 

Thyroidectomy  may  be  curative  therapy. 


The  thyroid  gland  is  a rare  site  for 
metastatic  extrathyroidal  neo- 
plasms. Shimaoka  et  al1  reported  that 
the  vast  majority  of  metastases  to  the 
thyroid  gland  are  clinically  “silent,”  be 
ing  found  only  at  autopsy  in  patients 
who  succumb  to  malignant  neoplasms. 
When  a clinically  apparent  thyroid  nod- 
ule develops  in  a healthy  patient  with  a 
prior  history  of  carcinoma,  the  possibil- 
ity of  a metastatic  lesion  must  be  enter- 
tained in  the  differential  diagnosis. 

Shimaoka  et  al1  and  Czech  et  al2  ob- 
served that  a mass  appearing  in  the 
thyroid  gland  in  a patient  with  a history 
of  cancer  elsewhere  in  the  body  is  more 
likely  to  be  metastatic  than  a primary 
thyroid  malignancy.  This  is  especially 
true  when  a patient  has  had  a clear-cell 
renal  carcinoma.  Ericson  et  al,3  Friberg 
and  Kinnman,4  M adore  and  Lan,9  and 
Alfthan  and  Michelson11  propose  that 
thyroidectomy  may  be  curative  for  a 
thyroid  metastasis  of  a clear-cell  renal 
carcinoma  presenting  as  the  only  active 
manifestation  of  the  previously  re- 
sected renal  tumor. 


Case  reports 

Case  1.  A 62-year-old  white  woman 
presented  to  the  plastic  surgery  service 
in  January,  1980,  with  a recent  onset  of 
hoarseness  and  difficulty  breathing.  A 
palpable  nodule  was  noted  in  the  left 
lobe  of  the  thyroid  gland.  She  was  oth- 
erwise in  good  health.  A right  nephrec- 
tomy for  a clear-cell  renal  carcinoma 
had  been  performed  in  1964.  Preopera- 
tive evaluation  included  a normal  chest 
x-ray  and  normal  thyroid  function 
tests.  A thyroid  scan  with  99m  Tc  per- 
technetate  revealed  an  enlarged  left 
lobe  with  a poorly  functioning  nodule  in 
its  lateral  portion.  The  right  lobe  was  of 
normal  size  but  showed  an  irregular 
pattern  of  uptake  with  decreased  activ- 
ity at  the  upper  pole  and  medial  aspect 
of  the  lower  pole.  A thyroid  ultrasound 
revealed  the  left  lobe  nodule  to  be  solid. 
A trial  of  thyroid  suppressive  therapy 
failed  to  cause  regression  of  the  nodule 
and  a subtotal  thyroidectomy  was  per- 
formed. * 

The  left  lobe  contained  a well  encap- 
sulated lesion,  3.5  X 2.0  centimeters  in 


size,  which  microscopically  revealed  a 
clear-cell  renal  carcinoma  within  a follic- 
ular adenoma  (Figure  1).  The  right  lobe 
was  unremarkable.  A review  of  the 
slides  from  the  1964  nephrectomy  speci- 
men revealed  an  identical  clear-cell  car- 
cinoma (Figure  2).  Her  postoperative 
course  was  uncomplicated  and,  after 
more  than  four  years,  she  has  shown  no 
signs  of  recurrent  disease. 

Case  2.  A 76-year-old  white  woman 
was  referred  for  surgical  evaluation  in 
January,  1983,  because  of  an  asympto- 
matic right  thyroid  mass  which  had 
been  present  approximately  4 years. 
Past  history  revealed  a right  nephrec- 
tomy performed  elsewhere  in  1969  for  a 
“kidney  cancer.”  Preoperative  studies 
included  normal  thyroid  function  tests 
and  a normal  chest  x-ray.  A thyroid 
scan  with  99m  Tc  pertechnetate  re- 
vealed an  enlarged,  poorly  functioning 
right  lobe  thyroid  nodule  and  a normal 


The  authors  are  from  the  departments  of  sur- 
gery and  pathology  at  York  Hospital. 


Figure  1.  Clear-cell  renal  carcinoma  metastasis— M— within  a fol- 
licular adenoma — A (hematoxylin-eosin). 
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One  of  the  most  disappointing  realities  of  treating  chronic  schizo- 
phrenia is  the  lack  of  any  single  treatment  that  works  in  all  cases.  Since 
the  disease  varies  so  widely  from  patient  to  patient,  a therapy  that  yields 
results  in  one  case  may  prove  totally  useless  in  the  next. 

So  at  Sheppard  Pratt,  we  decided  that  rather  than  emphasize  one 
method  over  another,  we  would  bring  all  treatment  methods  together, 
to  design  a therapy  specifically  for  each  individual  patient.  And  it  is  on 
this  premise  that  we  have  based  our  new  Chronic  Schizophrenia  Unit:  a 
unique  unit  dedicated  solely  to  the  treatment  and  rehabilitation  of  chronic 
schizophrenic  patients. 

Because  the  needs  of  each  patient  differ  so  greatly,  the  Chronic  Schizo- 
phrenia Unit  offers  all  methods  of  treatment:  intensive  neuropsychiatric 
evaluation,  systematic  medication  trials  based  on  ratings  scales,  and 
supportive  psychotherapy.  All  phases  of  the  program  are  supported  by  a 
highly  structured  token  economy,  designed  to  reshape  the  patient’s  social 
behavior  by  rewarding  him  or  her  for  even  the  smallest  improvements. 
Elements  of  any  or  all  of  these  techniques  can  be  brought  into  play  as  the 
patient’s  needs  dictate. 

As  the  patient’s  coping  mechanisms  are  gradually  rebuilt,  social  skills 
training  and  vocational  rehabilitation  are  introduced.  Moreover,  our  family 
psycho -educational  program  helps  the  family  understand  the  illness  and 
prepares  them  for  their  role  as  the  patient’s  most  important  source  of  support. 
Our  goal  is  simple:  to  bring  all  the  latest,  proven 

)I  c 


techniques  available  to  bear  in  the  treatment  of  chronic 
schizophrenia,  so  that  we  can  tailor  an  intensive  effort 
to  meet  each  patient’s  specific  needs. 

If  you  would  like  to  know  more  about  the  Sheppard 
Pratt  approach  to  chronic  schizophrenia,  contact 
Dr.  Barry  Rudnick,  Director  of  Admissions,  Sheppard 
and  Enoch  Pratt  Hospital,  PO.  Box  6815,  Baltimore, 
MD  21204.  (301)823-8200  or  1-800-482-7800. 


THE  CHRONIC 
SCHIZOPHRENIA  UNIT 


medical  feature 


appearing  left  lobe.  Thyroid  ultrasound 
demonstrated  a solid  right  thyroid  nod- 
ule. Exploration  of  the  thyroid  gland  re- 
vealed a grossly  normal  left  lobe.  A 
right  thyroid  lobectomy  was  performed. 

The  specimen  contained  a large  follic- 
ular adenoma  containing  sheets  of  clear 
cells  (Figure  3).  These  clear  cells  con- 
tained intracytoplasmic  PAS  positive 
and  oil  red  O positive  material  and  were 
therefore  felt  to  be  consistent  with 
metastatic  clear-cell  renal  carcinoma. 
Postoperatively  an  intravenous  pyelo- 
gram,  to  rule  out  the  possibility  of  an 
occult  second  primary  renal  carcinoma, 
revealed  a normal  appearing  left  kidney 
and  absence  of  the  right  kidney.  The  pa- 
tient remains  free  of  clinically  apparent 
metastatic  disease  over  a year  since  the 
right  thyroid  lobectomy. 

Discussion 

Czech  et  alJ  and  Ericsson  et  al3  re- 
ported that  clear-cell  renal  carcinoma  is 
the  most  common  neoplasm  to  produce 
a clinically  apparent  metastatic  lesion 
of  the  thyroid  gland.  Usually  the  meta- 
static character  of  the  thyroid  nodule  is 
not  realized  until  after  surgical  explora- 
tion has  been  performed.  The  history  of 
a previous  nephrectomy  for  a carcinoma 
may  be  the  only  significant  feature  in 
the  history,  physical  examination,  or 
results  of  the  diagnostic  studies  usually 
performed  in  evaluating  a patient  with 
a thyroid  nodule. 


In  patients  with  clear-cell  renal  carci- 
noma metastatic  to  the  thyroid  gland, 
approximately  half  occur  as  a solitary 
metastasis  and  the  nephrectomy  has 
frequently  been  performed  many  years 
previously.  In  1969,  Friberg  ant  Kinn- 
man4  reviewed  the  world  literature  and 
found  20  of  48  patients  with  isolated 
thyroid  metastases  where  the  interval 
between  nephrectomy  and  appearance 
of  the  metastasis  averaged  9*/2  years 
(range  3-23  years).  More  recently  nu- 
merous authors  including  Ericsson  et 
al,3  Madore  and  Lan,5  Treadwell  et  al,6 
and  Alfthan  and  Michelson'  have  re- 
ported similar  cases  but  as  yet  there  is 
no  satisfactory  explanation  for  this 
long  disease-free  interval  which  is  typi- 
cal of  renal  adenocarcinoma. 

It  has  been  suggested  that  metas- 
tases tend  to  occur  more  frequently  in 
abnormal  thyroid  glands  (i.e.,  nodular 
goiters  and  adenomatous  glands).  In 
1931  Willis6  postulated  that  the  infre- 
quency of  metastases  to  the  thyroid 
gland  was  related  to  the  high  oxygen 
and  iodine  content  of  the  gland  which 
may  inhibit  the  growth  of  malignant 
cells.  In  his  autopsy  series  of  21  cases  of 
thyroid  metastases,  9 were  within  ade- 
nomatous glands,  7 within  regions  of 
the  gland  that  showed  adenomatoid 
changes,  and  only  5 in  normal  glands. 
He  believed  that  a lower  oxygen  and  io- 
dine content  in  these  abnormal  glands 
predisposed  them  to  the  establishment 
of  metastatic  disease.  In  1941,  Mayo 
and  Schlicke9  reviewed  the  Mayo  Clinic 


experience  and  demonstrated  underly- 
ing adenomatous  changes  in  at  least  12 
of  19  thyroid  glands  harboring  metas- 
tases. More  recent  series  by  Silverberg 
and  Vidone,10  and  Mortenson  et  al,11  on 
the  other  hand,  found  no  significant  dif- 
ference between  the  frequency  of  metas- 
tases to  normal  and  abnormal  glands. 
These  studies  were  examining  all  tu- 
mors with  metastases  to  thyroid  tissue. 
When  a metastatic  lesion  in  the  thyroid 
has  arisen  from  a clear  cell  renal  adeno- 
carcinoma, however,  abnormal  glands 
have  been  noted  in  case  reports  by  Lin- 
ton et  al,13  Friberg  and  Kinnman,4  and 
Madore  and  Lan.9 

This  observation  was  also  confirmed 
in  our  two  patients  where  the  renal  me- 
tastasis arose  within  a follicular  thyroid 
adenoma. 


Summary 

Appearance  of  clinically  significant 
thyroid  nodule  in  a patient  who  has  pre- 
viously undergone  a nephrectomy  for  a 
clear-cell  renal  carcinoma  may  repre- 
sent an  isolated  metastatic  lesion.  If  the 
lesion  is  a cold,  solid  nodule,  thyroidec- 
tomy should  be  performed  since  its  re- 
moval may  cure  the  patient  even  if  the 
nodule  represents  a metastasis.  Clear- 
cell renal  carcinoma  metastases  seem  to 
have  a propensity  to  occur  in  abnormal 
thyroid  tissue.  Two  cases  are  reported 
which  demonstrate  this  phenomenon.  □ 
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Figure  3.  Follicular  adenoma— A— containing  clear-cell  renal  carcinoma  metastasis— M 
(hematoxylin-eosin). 
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M edical  technologies.  Office  technologies. 

Keystone  Technologies  makes  the  connection  to 
streamline  your  office  operations. 

Using  the  power  of  the  personal  computer, 
Keystone  Technologies  can  organize  medical  and  dental 
offices  to  operate  on  a new  level— less  labor-intensive, 
more  cost-efficient. 


Keystone  Technologies’  Practice  Management 
System  converts  mountains  of  paper  to  compact  data 
files.  It  eliminates  hours  of  late-night  bookkeeping  in 
favor  of  automated  accounting  systems.  For  medical 
offices,  volumes  of  paper  claims  become  simple 
telephone  calls  which  transmit  claims  data  electronically. 

But  Keystone  Technologies,  a subsidiary 
of  data  processing  leader  Pennsylvania  Blue 
Shield,  doesn’t  stop  at  providing  individual 
practices  with  advanced  automation  systems. 

Health  maintenance  organizations  and 
preferred  provider  organizations  can  equip  their  IBM 
mainframe  computers  with  Keystone  Technologies’ 
software.  The  Alternative  Delivery  Health  Information 
System  features  enrollment/registration,  encounter/claim 
processing  and  utilization  review.  All  specially  designed 
to  increase  operational  efficiency. 

Whether  in  a private  medical  office  or  in  a large 
health  care  organization,  Keystone  Technologies’ 
software,  systems  and  support  meet  the  needs  of  today’s 
health  care  administration.  And  in  each  case  Keystone 
Technologies  makes  the  connection  between  medical 
technology  and  office  technology. 


■IKeyslone 
II  technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 


Make  the  connection. 


For  more  information  on  computer  systems  for  health  care  administration  write:  Keystone  Technologies,  P.O. 
Box  8075,  Camp  Hill,  PA  17011,  or  call  (717)  975-7120.  In  the  Philadelphia  area  call  (215)  628-8380.  In  the 
Pittsburgh  area  call  (412)  829-1240. 


obituaries 


•Denotes  PMS  membership  at  death. 


• Bernard  Blum,  Elkins  Park;  University  of 
Chicago  Pritzker  School  of  Medicine,  1934; 
age  77,  died  October  20,  1986.  Dr.  Blum  came 
to  Philadelphia  in  1949  to  direct  Fife  Hamill 
Memorial  Health  Center,  the  center  that 
served  as  a model  for  the  city’s  comprehen- 
sive community  care  project. 

• William  E Bouzarth,  Gladwyne;  Univer- 
sity of  Pennsylvania  School  of  Medicine, 
1951;  age  58,  died  November  16,  1986.  Dr. 
Bouzarth  was  a former  professor  of  neurosur- 
gery and  chief  neurosurgeon  at  the  Medical 
College  of  Pennsylvania.  Active  in  organized 
medicine,  Dr.  Bouzarth  was  a member  of  the 
Pennsylvania  Medical  Society’s  Council  on 
Legislation,  and  a former  member  of  the 
Council  on  Education  and  Science.  He  was  a 
member  of  the  board  of  directors  of  the  Socie- 
ty’s Liability  Insurance  Company. 

• William  Brennan,  Pittsburgh;  Temple  Uni- 
versity School  of  Medicine,  1931;  age  81,  died 
November  10,  1986.  Dr.  Brennan  was  former 
chief  of  medicine  at  the  Veterans  Administra- 
tion Hospital  in  Pittsburgh. 

• John  F.  Coppolino,  Plantation,  Florida;  Jef- 
ferson Medical  College,  1922;  age  88,  died  Oc- 
tober 26,  1986.  Dr.  Coppolino  was  a former 
clinical  professor  of  pediatrics  at  Jefferson 
Medical  College. 

• Clarence  W.  Cummings,  Pittsburgh;  Uni- 
versity of  Pennsylvania  School  of  Medicine, 
1923;  age  91,  died  October  11,  1986.  Dr.  Cum- 
mings maintained  a general  practice  in  Pitts- 
burgh for  over  40  years. 

• William  O.  Curry  Jr.,  Danville;  Jefferson 
Medical  College,  1946;  age  65,  died  October 
30,  1986.  Dr.  Curry  was  a general  practi- 
tioner. 

• John  T.  Domjancic,  Beaver;  earned  his 
medical  degree  in  Belgium,  1965;  age  52,  died 
November  5,  1986.  Dr.  Domjancic  was  a urol- 
ogist. 

• Ivor  D.  Fenton,  Mahanoy  City;  Jefferson 
Medical  College,  1912;  age  97,  died  October 
23,  1986.  Dr.  Fenton  was  a former  U.S.  Rep- 
resentative, serving  constituents  in  the  12th 
and  17th  Districts  from  1939  to  1963. 

• Harry  Fields,  MD,  Philadelphia;  Univer- 
sity of  Pennsylvania  School  of  Medicine, 
1936;  age  75,  died  October  19,  1986.  Dr. 
Fields  specialized  in  obstetrics  and  gynecol- 
ogy. 


• Patrick  J.  Frank,  Lebanon;  Jefferson  Med- 
ical College,  1948;  age  74,  died  October  24, 
1986.  Dr.  Frank  was  a general  practitioner. 

• Harry  Eugene  Hile  Jr.,  Pittsburgh;  Jeffer- 
son Medical  College,  1943;  age  68,  died  No- 
vember 8,  1986.  Dr.  Hile  was  a pediatrician  in 
Pittsburgh  for  more  than  38  years. 

• Jack  H.  Hirsch,  Erie;  University  of  Pitts- 
burgh School  of  Medicine,  1943;  age  66,  died 
October  23,  1986.  Dr.  Hirsch  was  a member 
of  the  medical  staff  at  Hamot  Medical  Center 
for  more  than  31  years. 

• John  R.  Moore,  Stone  Harbor,  New  Jersey; 
University  of  California,  San  Francisco, 
School  of  Medicine,  1925;  age  87,  died  No- 
vember 16,  1986.  Dr.  Moore,  formerly  of  Phil- 
adelphia was  an  orthopedic  surgeon. 

• Theodore  J.  Morgan,  Ridgeland,  South 
Carolina;  University  of  Pennsylvania  School 
of  Medicine,  1941;  age  73,  died  October  13, 
1986.  Dr.  Morgan  was  a staff  surgeon  at  Alle- 
gheny General  and  Passavant  Hospitals  in 
Pittsburgh  before  his  retirement. 

• Vram  S.  Nedurian,  Newtown  Square;  Uni- 
versity of  Pennsylvania  School  of  Medicine, 
1913;  age  98,  died  October  30,  1986.  Dr.  Ne- 
durian was  a general  practitioner. 

• Albert  A.  Order,  Merion  Station;  earned 
his  medical  degree  in  Austria,  1936;  age  81, 
died  November  9,  1986.  Dr.  Order  was  a gen- 
eral practitioner. 

• Tom  Outland,  Holmes  Beach,  Florida;  Uni- 
versity of  Michigan  Medical  School,  1924; 
age  88,  died  October  16,  1986.  Dr.  Outland 
was  a retired  orthopedic  surgeon. 

• Frank  S.  Peters,  Nanticoke;  Ttemple  Uni- 
versity School  of  Medicine,  1941;  age  69,  died 
October  17,  1986.  Dr.  Peters,  an  internist, 
was  medical  director  of  St.  Stanislaus  Medi- 
cal Center,  Wilkes-Barre. 

• Ghodrat  Rowshan,  Bethlehem;  earned  his 
medical  degree  in  Iran,  1955;  age  57,  died 
September  15,  1986.  Dr.  Rowshan  was  a pedi- 
atrician. 

• James  J.  Ryan,  Los  Angeles,  California; 
Jefferson  Medical  College,  1934;  age  78,  died 
October  27,  1986.  Dr.  Ryan,  formerly  of  Penn 
Valley,  specialized  in  psychiatry. 

• Thomas  Thomas,  Oil  City;  University  of 
Michigan  Medical  School,  1933;  age  78,  died 
September  25,  1986.  Dr.  Thomas  was  a gen- 
eral practitioner  on  the  staff  of  Oil  City  Hos- 
pital. 


• Harold  L.  Trexler,  Wyomissing;  Hahne- 
mann University  School  of  Medicine,  1932; 
age  81,  died  October  27,  1986.  Dr.  Trexler 
was  an  industrial  physician  in  West  Reading 
for  53  years. 

• William  Francis  Weisel  Jr.,  Quakertown; 
Temple  University  School  of  Medicine,  1938; 
age  74,  died  October  10,  1986.  Dr.  Weisel  was 
a general  practitioner  in  Quakertown  for  43 
years. 

Joseph  Bess,  Willow  Grove;  Kansas  City  Col- 
lege of  Osteopathic  Medicine,  1956;  age  54, 
died  October  20,  1986.  Dr.  Bess  was  a psychi- 
atrist on  the  medical  staffs  of  the  Lenape  Val- 
ley Foundation,  Chalfont,  and  Doylestown 
Hospital. 

Angelo  J.  Caracciolo  Sr.,  Philadelphia; 
Hahnemann  University  School  of  Medicine, 
1929;  age  88,  died  October  23,  1986.  Dr. 
Caracciolo  was  former  assistant  chief  sur- 
geon for  the  City  of  Philadelphia. 

Rodney  Arnold  Farmer,  Elkins  Park;  Jeffer- 
son Medical  College,  1941;  age  72,  died  Octo- 
ber 9,  1986.  Dr.  Farmer,  a psychiatrist,  was  a 
staff  member  of  the  Institute  of  the  Univer- 
sity of  Pennsylvania  and  of  Germantown 
Hospital. 

Leland  H.  Hunter,  Emmaus;  New  York  Uni- 
versity School  of  Medicine,  1944;  age  74,  died 
October  25,  1986.  Dr.  Hunter  was  chief  of  ra- 
diology at  Allentown  Hospital  for  27  years. 

Clifford  B.  Lull  Jr.,  Punxsutawney;  Jefferson 
Medical  College,  1948;  age  62,  died  October 
2,  1986.  Dr.  Lull  was  a radiologist. 

Galen  H.  Kistler,  York;  University  of  Mary- 
land School  of  Medicine,  1965;  age  48,  died 
October  13,  1986.  Dr.  Kistler  was  a general 
practitioner. 

Joseph  Strini,  McKees  Rocks;  University  of 
Pittsburgh  School  of  Medicine,  1931;  age  78, 
died  October  29,  1986.  Dr.  Strini  was  director 
of  the  emergency  department  at  Ohio  Valley 
General  Hospital. 

Ralph  C.  Venturo,  Yeadon;  Hahnemann  Uni- 
versity School  of  Medicine,  1933;  age  78,  died 
October  9,  1986.  Dr.  Venturo  was  a front  line 
surgeon  in  World  War  II.  After  the  war,  he 
specialized  in  reconstructive  surgery  at  Veil- 
ley  Forge  Hospital. 

Leon  R.  Williams  Sr.,  Pittsburgh;  Meharry 
Medical  College  School  of  Medicine,  1948; 
age  63,  died  November  13,  1986.  Dr.  Wil- 
liams specialized  in  the  treatment  of  pulmo- 
nary diseases. 
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In  ten  yearsvour  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 
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Lester R.  Wilson,  Jr.,  Joseph  Pulcini,  Jr.,  Suite  125,  Commerce  Plaza 
5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 

Eugene  P.  Ziemba,  William  J.  Carey,  Robert  J.  Zucosky,  James  I.  Frazer,  Jr. 
Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800 


Sidney  B.  Elston,  Jr. 

1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-9900 

Ned  Wells,  Donald  C.  Hoffman,  Grant  R.  Stewart.  David  M,  Gusic 
Suite  212,  Manor  Oak  Two,  1910  Cochran  Road,  Pittsburgh,  PA  15220,  (412)  531-4226 


practice  management 


Tax  reform  and 

The  Health  Care  Group 

If  the  1986  Tax  Reform  Act  was  sup- 
posed to  simplify  citizens’  income 
tax  concerns,  it  appears  to  have  missed 
the  mark.  Indeed,  rather  than  lead  to 
taxes’  lesser  importance  in  economic 
decision-making,  it  has  so  far  spawned 
a huge  increase  in  tax  advice. 

Seminars,  newspaper  ads,  magazine 
articles,  and  newsletters  trumpet  ways 
to  master  the  changed  tax  structure, 
and  we  wonder  how  balanced  thinking 
can  compete  with  all  the  expertise 
about  us.  Especially  since  the  value  of 
this  advice  is  decreasing  by  44 
percent— reflecting  a top  tax  rate  de- 
cline from  50  percent  to  next  year’s  28 
percent*— the  lay  audience  badly  needs 
a perspective  of  how  income  taxes  fit  in 
the  big  picture. 

Not  that  taxation  can  be  ignored. 
Physicians  especially  comprise  a high- 
income  segment  of  society  for  which  the 
tax  treatment  of  their  transactions  is 
still  important.  Our  other  tax  reform  ar- 
ticles in  Pennsylvania  Medicine— 
along  with  the  plethora  of  advice  being 
distributed— will  provide  a base  for  un- 
derstanding the  “reformed”  system.  We 
hope,  however,  that  this  article  will  lead 
to  a broader  view  of  how  that  new  sys- 
tem should  affect  privately  practicing 
physicians’  business  decisions. 

Our  view  can  be  summarized  in  eight 
one-syllable  words:  “Don’t  let  the  tax 
tail  wag  the  dog.” 

Doctor’s  main  investment 
More  than  anything  else,  tax  reform 
establishes  a physician’s  practice  as  his 
or  her  most  important  investment.  This 
has  always  been  the  case,  for  the  yearly 
income  one  can  derive  from  practicing 
medicine  typically  dwarfs  what  he  or 
she  can  earn  from  ancillary  investment 
activities.  The  proposition  has  tended 
to  be  overlooked  in  the  past  as  doctors’ 
incremental  incomes  were  taxed  at  50 
percent  (plus  state  and  local  tax  rates) 
and  as  various  shelters,  write-offs  and 

* For  many  doctors,  the  1988  rate  will  really  be  33%,  in 
which  case  the  value  of  tax  advice  decreases  by  "only" 
34%— still  a considerable  change. 


‘the  big  picture’  for  physicians 


capital  gain  ventures  might  “save’ 
those  taxes. 

Now,  however,  we  are  entering  an  era 
in  which  each  dollar  earned  in  practice 
will  be  reduced  by  only  28  cents  of  fed- 
eral tax.*  Most  of  the  shelters  and 
write-offs  are  becoming  either  unavail- 
able or  incapable  of  saving  more  than 
28  cents  on  the  dollar.  And  capital  gain 
opportunities  will  be  subject  to  the 
same  tax  rate  as  normally  earned  in- 
come. 

Each  physician  should,  therefore, 
evaluate  all  the  means  by  which  income 
can  be  produced  and  decide  which  of 
those  alternatives  best  suits  his  or  her 
higher  training,  skills,  experience,  and 
personality.  A very  few  doctors  may  de- 
cide that  they  are  better  suited  to  be  se- 
curities traders,  real  estate  moguls,  or 
commercial  business  persons.  The  vast 
majority,  however,  should  recognize 
that  medicine  is  both  their  expertise 
and  their  preference. 

This  conclusion  does  not  drive  physi- 
cians away  from  business  thought.  In- 
deed, medical  practice  is  demanding 
more  entrepreneurial/executive  atten- 
tion than  ever  before,  and  the  trend  will 
undoubtedly  continue.  A physician  con- 
cerned for  his  or  her  longer  term  finan- 
cial security  can  and  should  strive  to  be- 
come a “better”  business  person  in 
relation  to  the  practice.  The  new  tax 
structure  makes  this  emphasis  more 
sensible  than  ever  before. 

Two  examples 

A small  specialty  surgery  group  we 
visited  recently  exemplifies  our  advice. 
The  three  partners  had  considered 


* In  1987,  though,  the  rate  is  381/2%,  and  in  1988  and  there- 
after intermediate  high  taxable  incomes  (between  $71,900 
and  $149,250  for  married  taxpayers)  will  be  taxed  at  33%. 
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Health  Care  Group,  consultants  and  attor- 
neys to  medical  practices,  is  located  in  Bala 
Cynwyd. 


opening  a second  office  in  a nearby  com- 
munity which  was  clearly  recognized  as 
a desirable  practice  location.  All  busi- 
ness factors  for  the  practice’s  future  in 
that  community  were  positive,  but  a 
hospital  building  project  there  had  re- 
cently failed  to  develop. 

Although  these  surgeons  had  suc- 
cessfully invested  in  real  estate  before, 
they  eschewed  purchasing  or  construct- 
ing their  own  building  in  this  new  loca- 
tion because  of  tax  reform  jitters.  Be- 
cause a new  real  estate  venture  might 
not  be  the  sort  of  tax  shelter  they  previ- 
ously have  enjoyed,  they  let  slide  the 
opportunity  to  move  quickly  into  the 
new  service  area. 

In  truth,  having  a new  office  in  the 
new  community  was  of  overriding  prac- 
tice (business)  importance.  The  real  es- 
tate investment  would  probably  be  an 
excellent  one  with  or  without  new  tax 
restrictions  on  “passive  activity 
losses,”  while  practicing  there  projected 
a six-figure  annual  profit.  Recognizing 
the  medical  practice’s  earning  power  as 
more  important  than  tax  reform  compli- 
cations, the  physician-members  are  now 
actively  seeking  the  best  possible  office 
location  before  another  group  beats 
them  to  the  opportunity. 

In  another  case,  a solo  internist  recog- 
nized that  the  opportunity  to  handle 
certain  lab  procedures  in  his  office 
would  make  his  practice  more  appealing 
to  patients  and  more  effective  for  him. 
Even  in  view  of  new  laboratory  pay- 
ment rules  under  medicare— likely  to  be 
followed  by  other  insurers— the  activity 
in  question  was  expected  at  least  to 
break  even.  It  may  or  may  not  become 
significantly  profitable,  but  the  down- 
side risk  was  small. 

The  physician  recently  rejected  the 
$26,000  equipment  purchase  because 
tax  law  was  turning  less  appealing. 
There  is  no  more  10  percent  investment 
tax  credit,  the  depreciation  deductions 
will  be  less  exciting  at  lower  tax  rates 
and  there  is  not  even  any  tax  advantage 
in  putting  the  items  into  trust  for  his 
minor  children’s  future  college  costs. 
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But  the  equipment  purchase  and  lab 
activity  makes  good  business  sense  for 
this  doctor’s  practice.  Serving  his  pa- 
tients well  and  possibly  even  producing 
direct  profits  are  far  more  significant 
economically  than  the  taxes  involved. 
The  equipment  is  now  on  order,  and  we 
hope  it  will  cause  his  tax  burden  to 
increase— due  to  greater  profitability— 
as  his  practice  prospers. 

Professional  corporation  status 

One  piece  of  tax  advice  surfacing 
these  days  is  that  corporate  status  is 
less  desirable  than  unincorporated  busi- 
ness. While  this  may  be  true  for  many 
commercial  businesses— especially  for 
those  holding  or  trading  real  estate— we 
do  not  see  any  cause  for  medical  corpo- 
rations to  “disincorporate.” 

Corporate  retirement  plan  advan- 
tages were,  of  course,  the  major  reasons 
for  doctors  to  incorporate  in  the  past, 
but  Keogh  plans  were  made  almost 
identical  in  desirability  several  years 
ago.  Now,  the  1986  tax  reform  will  de- 
prive an  incorporated  doctor  of  another 
popular  advantage.  It  is  the  ability  to 
defer  income  from  one  year  to  another 
by  holding  back  salaries  and  taking 
them  after  December  31,  although  in 
the  corporation’s  same  fiscal  year. 

By  the  end  of  1987,  virtually  all  pro- 
fessional corporations  must  change  to  a 
calendar  (December  31)  taxable  year, 
which  will  cause  great  consternation 
this  year.  Unless  your  corporation  pres- 
ently functions  on  a December  31  tax- 
able year,  we  urge  you  to  be  in  touch 
with  your  accountant  and  other  tax  ad- 
visors by  the  middle  of  1987  to  plan  out 
i the  conversion. 

We  have,  over  time,  found  the  profes- 
sional corporation  to  be  a cleaner,  more 
businesslike  organizational  form  for 
medical  practices  to  use.  And  if  two 
or  more  doctors  are  practicing  to- 
gether, the  corporate  form  offers  an  ele- 
ment of  personal  liability  protection 
that  a partnership  cannot  provide.  Ex- 
cept for  an  occasional  special  situation, 
we  see  no  advantage  to  incorporated 


doctors  undoing  their  “P.C.”  structure. 

Besides,  “disincorporating”  and  con- 
tinuing the  same  practice  in  sole  propri- 
etorship or  partnership  form  presents 
its  own  set  of  tax  difficulties  better  left 
alone.  The  accounts  receivable  will  be 
taxed  to  the  corporation  upon  corporate 
liquidation  even  if  not  yet  collected, 
while  the  practice’s  goodwill  values 
could  be  taxed  to  the  liquidating 
shareholder-physician(s)  as  they  con- 
tinue the  same  medical  practice  activi- 
ties. And  liquidation  presents  invest- 
ment tax  credit  and  depreciation 
recapture  problems  as  well.  Though 
these  potential  tax  pitfalls  can  be  ame- 
liorated somewhat  by  carefully  plan- 
ning the  liquidation,  they  cannot  be  to- 
tally avoided. 

And  the  corporate  form  still  provides 
one  tax  advantage  which  we  believe 
should  be  used  by  many  practices  seek- 
ing to  act  like  businesses.  Since  the 
federal  tax  rate  on  corporations  con- 
tinues to  be  only  15  percent  on  taxable 
income  up  to  $50,000,  a P.C.  can  accu- 
mulate profits  at  a rate  considerably  be- 
low its  physician-owner’s  tax  level. 
Good  businesses  retain  some  profits 
and  plow  them  back  into  future  busi- 
ness growth  and  success.  Many  physi- 
cians attempting  to  build  their  prac- 
tices into  long-term  competitive 
“survivors”  should  do  the  same,  and 
corporate  status  fosters  this  strategy 
by  making  the  accumulation  cheaper 
tax-wise  than  in  a sole  proprietorship  or 
partnership. 

Despite  this  fact,  the  old  tax  strategy 
of  accumulating  profits  so  a physician- 
owner  can  withdraw  them  upon  re- 
tirement, either  by  liquidating  the  cor- 
poration or  by  taking  “non-qualified  de- 
ferred compensation,”  has  been  discour- 
aged by  tax  reform.  A doctor  will 
generally  be  better  served  by  taking  his 
or  her  practice  income  (except  as  re- 
tained for  practice  business  purposes) 
at  the  new  lower  tax  rates,  than  to  incur 
severed  sets  of  taxes,  the  latter  of  which 
may  be  even  higher  as  Congress  reas- 
sesses the  overall  tax  structure  in 


future  years,  through  the  deferral  ap- 
proach. Essentially,  a P.C.’s  accumu- 
lated earnings  are  unlikely  to  be  a phy- 
sician’s “alternate  retirement  plan” 
strategy  any  longer. 

Retirement  plan  usage 

Since  it  will  be  so  much  less  costly 
to  take  one’s  income  currently,  the  de- 
sirability of  deflecting  huge  amounts 
into  tax  qualified  pension  and  profit 
sharing  plans  diminishes.  The  Tax  Re- 
form Act  made  some  substantive 
changes  relating  to  retirement  plans, 
discussed  in  our  separate  article  on  that 
subject,  but  we  believe  that  the  larger 
question  of  economics  will  be  even  more 
compelling. 

Consider  a solo  physician  with  three 
employees.  She  has  maintained  a pen- 
sion plan  under  which  $20,000  per  year 
is  contributed  for  her  benefit  at  a “cost” 
of  about  $8,000  in  payments  for  her 
staff.  In  effect,  of  the  $28,000  available 
for  retirement  funding,  it  cost  her  28.6 
percent  thereof  (for  her  staff)  to  set 
aside  her  own  $20,000.  When  she  re- 
tires, that  $20,000— as  it  accumulates 
with  earnings  and  other  years’  contri- 
butions—will  be  her  fully  taxable  retire- 
ment plan  distribution. 

If  her  top  tax  rate  will  be  only  28  per- 
cent next  year,  this  physician  may  be  as 
well  served  by  terminating  the  pension 
plan  and  taking  the  $28,000  as  a bonus. 
After  paying  federal  income  tax 
thereon,  she  will  be  left  with  roughly 
the  same  $20,000  which  is  available  for 
her  use  whenever  she  wants.  And  there 
will  be  no  future  tax  (at  what  may  be 
higher  rates)  on  that  $20,000  when  she 
decides  to  spend  it! 

The  new  Act  further  restricts  the  ad- 
vantages of  accumulating  very  large  re- 
tirement funds,  of  taking  retirement 
plan  loans  and  of  receiving  lump  sum 
distributions  upon  retirement.  There- 
fore, a physician’s  large  retirement  plan 
accumulation  becomes  still  more  unat- 
tractive unless  it  is  intended  to  serve  a 
true  pension  function  at  one’s  advanced 
age.  We  believe  good  sense  will  make 
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taking  more  current  income— and 
spending  or  saving  it  as  suits  one’s 
priorities — a better  choice  than  plowing 
as  much  as  possible  into  “tax  favored” 
retirement  plans. 

Despite  this  apparent  major  shift  in 
emphasis,  tax-deferred  retirement  fund- 
ing should  continue  to  be  a desirable 
part  of  almost  all  physicians’  personal 
planning.  A retirement  plan  is  still  an 
excellent  mechanism  for  committing  a 
portion  of  one’s  income  to  older  age  pro- 
tection. It  is  also  a basic  and  attractive 
part  of  the  compensation  package  for 
valuable  longer  term  staff  members, 
which  fact  will  not  change.  And  a prop- 
erly qualified  retirement  plan  may  still 
provide  some  degree  of  protection  from 
claims  of  creditors,  including  when  a 
malpractice  claim  exceeds  one's  insur- 
ance coverage. 

The  retirement  plan  question  thus  de- 
serves new  and  critical  evaluation  by 
each  practicing  physician.  His  or  her  de- 
cision will  involve  a balancing  of  per- 
sonal priorities  and  financial  attitudes 
as  well  as  renewed  mathematical  analy- 
sis. We  believe  many  doctors  will— and 
should— decide  to  continue  maintaining 
plans  but  reduce  the  annual  contribu- 
tion levels  to  fit  their  personal  circum- 
stances. 

Office  and  equipment  ownership 

Physicians  have  in  the  past  looked 
upon  their  personal  ownership  of  a med- 
ical office  building  (or  interest  therein) 
and  medical  equipment  as  a form  of  tax 
shelter.  Especially  if  their  practices 
were  incorporated,  the  combination  of 
depreciation  and  loan  interest  deduc- 
tions often  exceeded  the  rental  income 
they  received,  creating  taxable  losses  to 
write  off  against  their  other  income.  If 
the  ownership  was  beginning  to  result 
in  taxable  profits,  many  doctors  were 
advised  to  transfer  the  assets  to  trusts 
for  their  children— shifting  the  income 
to  lower  tax  rates  and  accumulating  the 
funds  for  later  college  costs. 

Under  the  Tax  Reform  Act,  the  tax- 
able losses  may  not  be  deductible  at  all 
since  they  would  be  due  to  “passive”  ac- 
tivities.* Furthermore,  a dependent 
child’s  tax  rate  on  more  than  $1,000  of 


• Passive  activity  investment  losses  are  deductible  up  to  a 
total  of  $25,000,  but  this  dollar  figure  decreases  by  50  per- 
cent of  the  adjusted  gross  income  over  $100,000.  Thus, 
there  is  no  dollar  limit  if  the  taxpayer's  adjusted  gross  in- 
come is  over  $150,000. 


profits  from  such  arrangements  will  be 
the  same  as  the  physician-parent’s  tax 
rate  if  the  child  is  less  than  14  years  old. 
And  if  the  income  is  retained  by  a trust 
receiving  such  property  after  March  1, 
1986,  it  will  be  taxed  directly  to  the 
physician  who  transferred  it. 

These  new  complications  will  not 
make  purchasing  and  using  the  assets 
undesirable  if  they  will  serve  the  prac- 
tice’s business  interests.  As  described 
initially,  the  test  should  be  what  is  best 
for  one’s  practice  as  an  ongoing  busi- 
ness. The  reforms  however,  affect  the 
structuring  of  these  acquisitions. 

As  to  equipment,  we  expect  it  to  be 
commonly  desirable  for  the  practice 
itself— including  if  it  is  a professional 
corporation— to  be  the  purchaser  and 
owner.  The  instances  of  significant  tax 
advantage  in  personal  ownership  will 
become  only  occasional,  and  the  busi- 
ness sense  of  owning  the  assets  within 
the  practice  itself  will  prevail. 

As  to  real  estate,  separate 
ownership— either  personally  or  in  a 
partnership— will  continue  to  be  advis- 
able. Owning  real  estate  in  one’s  profes- 
sional corporation  has  in  the  past  led  to 
tax  and  practical  problems.  Avoiding 
double  taxes  when  the  property  is  sold 
and  the  proceeds  distributed  to  the 
physician-owners  is  at  least  as  difficult 
a problem  under  tax  reform  as  before. 
And  the  increasing  value  of  a building 
owned  within  the  practice  will  still  com- 
plicate the  economics  of  having  new 
physicians  “buy  in”  to  practice  owner- 
ship and  of  structuring  affordable  “pay- 
outs” to  retiring  members. 

Tax  reform  prompts  one  interesting 
change  in  strategy  as  to  personal  own- 
ership of  practice  equipment  and  realty. 
While  it  has  previously  been  desirable 
to  set  the  rental  rate  for  such  assets 
low,  thus  creating  a tax  loss  for  the 
physician-owner(s),  it  will  now  be  desir- 
able to  set  it  as  high  as  possible, 
thereby  creating  a taxable  profit. 

Under  the  reforms,  a taxpayer’s  “pas- 
sive” activity  investment  losses  are 
non-deductible*  to  the  extent  they  ex- 
ceed his  profits  from  passive  invest- 
ments. Thus,  each  dollar  of  profit  a phy- 
sician realizes  on  the  building  or 
equipment  rental  will  enable  him  to 
write  off  another  dollar  of  loss  on  some 
other,  possibly  more  classic  tax-favored 
investment.  If,  for  example,  he  owns  a 
rental  home  at  the  seashore  or  a condo- 


• See  the  preceding  footnote  describing  the  $25,000  limit 
on  such  losses,  decreasing  to  zero  at  a taxpayer's  adjusted 
gross  income  of  $150,000. 


minium  in  a ski  resort,  more  tax  losses 
thereon  may  be  taken  if  he  has  more  tax 
profits  from  the  medical  property 
rentals. 

We  expect  this  shift  in  strategy  to  be- 
come quite  prevalent  in  the  next  few 
years.  So  long  as  the  property  is  owned 
by  the  same  physician  or  partners  as 
are  the  owner  or  co-owners  of  the  medi- 
cal practice,  there  will  be  little  disad- 
vantage in  setting  higher  rent  than 
there  was  in  the  past  of  setting  a low 
rental  rate. 

Group  pay-outs  and  buy-ins 

Advisors  were  divided  over  how  best 
to  structure  a departing  partner’s  pay- 
out under  old  law.  On  the  one  hand,  it 
was  preferable  to  allocate  as  much  or  all 
the  pay-out  price  to  stock  repurchase  or 
capital  account  redemption  since  it 
would  normally  result  in  a capital 
gain— and  considerable  tax  savings — to 
the  retiring  member.  On  the  other  hand, 
many  others  (generally  including  us) 
preferred  making  more  of  the  pay-out 
tax  deductible  “separation  pay”;  while 
taxable  at  higher  ordinary  income  rates 
(often  50  percent)  to  the  departing 
member,  it  was  not  adverse  tax-wise  to 
the  ongoing  practice  entity. 

Under  the  “reformed”  tax  rates,  it 
will  be  still  more  desirable  to  structure 
a pay-out  this  latter  way.  Unless  a mem- 
ber has  a considerable  tax  “basis”  in  his 
or  her  corporate  stock  or  partnership 
capital— which  is  unusual— there  will  be 
no  greater  tax  to  him  or  her  one  way  or 
the  other.  Starting  in  1988,  whether  a 
capital  gain  or  normally  taxable  “sepa- 
ration pay,”  the  rate  will  be  28  percent 
(or  33  percent  on  intermediate  high  in- 
comes). With  no  difference  to  the  recipi- 
ent, the  pay-out  may  just  as  well  be 
structured  as  separation  pay  which 
should,  if  properly  structured,  be  de- 
ductible as  it  is  paid  by  the  practice. 

The  same  reasoning  applies  to  a new 
member’s  buying  into  practice  co- 
ownership.  In  the  past,  some  advisors 
recommended  extremely  expensive 
stock  purchases  because  the  payments 
would  go  to  the  senior  partners  as  low- 
taxed  capital  gains.  Starting  in  1988, 
however,  those  seniors  will  have  the 
same  after-tax  effect  if  a new  member’s 
income  share  is  reduced  over  several 
years  and  the  discounted  amount  is 
paid  as  higher  salary  to  them.  The  fed- 
eral tax  on  the  buy-in  amounts  will  be 
28%  (or  33%  on  intermediate  high  in- 
comes) whether  the  payments  are  capi- 
tal gains  or  corporate  salaries. 

Under  these  circumstances,  our  com- 
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nonly  advised  structure  should  become 
even  more  appropriate  than  in  the  past. 
Under  this  structure  the  corporate 
stock  or  partnership  interest  represents 
a practice’s  “hard  asset”  values,  of  its 
equipment,  furnishings,  fixtures,  and 
cash  on  hand  less  any  loan  liabilities.  A 
practice’s  accounts  receivable  and  any 
goodwill  value— essentially  represent- 
ing continued  earning  power— would  be 
built  into  an  incoming  member’s  com- 
pensation arrangement  through  agreed 
‘discountings”  and  into  so-called  sepa- 
ration pay  for  a member  who  retires, 
dies,  or  otherwise  leaves  the  group. 


Handling  professional  expenses 
The  Act  also  imposes  new  limits  on 
deduction  of  a variety  of  business  ex- 
penses. A physician  can  no  longer  fully 
deduct  certain  “unreimbursed  em- 
ployee business  expenses”  except  to  the 
bxtent  they  exceed  2 percent  of  his  or 
her  adjusted  gross  income.  This,  we  ex- 
pect, will  push  into  a single  mold  how 
incorporated  doctors  handle  automobile 
ownership  and  expenses,  professional 
and  meeting  costs,  entertainment  ex- 
penditures and  the  like. 

Up  to  now,  it  has  been  simply  a mat- 
ter of  choice,  often  of  the  accountant’s 
reference,  whether  these  expenses 
ere  paid  and  deducted  personally  by 
he  physician  or  by  the  professional  cor- 
oration.  They  were  fully  tax  deducti- 
ble, if  properly  business-related,  either 
Iway.  Now,  however,  there  will  be  good 
reason  to  assure  that  all  such  expenses 
are  paid  by  the  corporation— even  if  the 
physician-owner’s  salary  is  correspond- 
ingly reduced  to  make  up  for  the  pay- 
ments. 

Suppose,  for  example,  that  a doctor 
has  $120,000  of  salary  from  his  corpora- 
tion, it  being  his  total  “adjusted  gross 
income.”  If  he  personally  pays  and  de- 
Iducts  his  auto  expenses  and  educa- 
tional travel  costs  totalling  $7,000,  only 
$4,600  of  them  ($7,000  reduced  by  2 
percent  of  $120,000)  will  be  deductible 
in  1987  and  thereafter.  By  having  his 
corporation  pay  them  and  reducing  his 
salary  by  $7,000,  he  will  save  the  tax  on 
the  2 percent  “floor.” 

This  situation  will  probably  lead  to 
several  changes.  First  of  all,  it  will  be- 
come more  desirable  to  have  one’s  cor- 
poration own  his  or  her  automobile.  Up 
to  now,  personal  ownership  has  been 
the  choice  of  more  doctors,  as  shown  by 
a survey  we  performed  just  last  year. 

Second,  in  moving  the  expenses  into 
their  corporations,  doctors  in  group 
practices  will  have  to  devise  a format  to 


be  sure  that  corporate  payment  treats 
each  member  fairly  vis-a-vis  the  other. 
This  may  require  a so-called  “side- 
sheeting” of  the  semi-personal  expendi- 
tures, setting  each  member’s  salary  and 
bonuses  at  least  partly  on  the  basis  of 
actual  expense  outlays. 

Third,  we  expect  that  newly  hired 
physician-employees  may  be  offered 
slightly  different  compensation  pack- 
ages. Many  first-year  contracts  pres- 
ently pay  a straight  salary  and  leave  to 
the  doctor  the  burden  of  personally  pay- 
ing auto,  travel,  and  entertainment  ex- 
penses. An  employer  should  hereafter 
consider  offering  a lower  salary  and  full 
payment  of  these  expenses  as  a means 
of  better  serving— and  thus  hiring  and 
retaining— the  well-regarded  associate. 

And  finally,  some  incorporated  doc- 
tors have  followed  our  advice  of  paying 
their  malpractice  insurance  premiums 
personally  as  a means  of  increasing 
their  salaries  and  hence  their  retirement 
plan  contributions.  Losing  some  of  the 
deduction  for  the  premiums,  which  are 
“unreimbursed  employee  business  ex- 
penses,” these  physicians  should  un- 
doubtedly switch  back  to  corporate 
payment. 


Conclusion 

The  latter  subtopics  regarding  prop- 
erty ownership  and  business  expenses 
show  that  taxes  will  be  affected  by 
strategies  adopted  by  your  practice. 
Tax  reform  has  not  done  away  with  op- 
portunities to  save  dollars  by  obtaining 
good  advice. 

Nevertheless,  the  larger  thrust  of  tax 
reform  is  to  focus  your  attention  on 
your  practice’s  economic  realities.  An 
expenditure  should  be  desirable  or  un- 
desirable as  a matter  of  its  business 
wisdom,  not  because  of  its  tax  effect. 
Retirement  contributions  should  be  de- 
cided upon  as  part  of  one’s  personal  and 
family  financial  perspective,  not  as  a 
way  to  defer  or  reduce  income  taxes. 
New  partner  buy-in  and  retiring  partner 
pay-out  arrangements  should  parallel 
group  logic,  rather  than  tax  differen- 
tials. 

We  believe  the  Tax  Reform  Act  of 
1986  moves  medical  practice  decision- 
making towards  greater  reliance  on  un- 
derlying economic  realities.  The  contin- 
ued deluge  of  tax  wisdom  must  thus  be 
kept  in  a healthy  perspective  of  lower 
tax  rates  and  business  logic.  In  effect, 
“Don’t  let  the  tax  tail  wag  the  dog.  ”□ 
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physicians  in  the  news 


Edward  J.  Stemmier,  MD,  executive 
vice  president  and  dean  of  the  Univer- 
sity of  Pennsylvania  Medical  Center, 
was  installed  as  the  new  chairman  of 
the  Association  of  American  Medical 
Colleges  at  the  organization’s  97th  an- 
nual meeting.  Dr.  Stemmier  is  former 
chairman  of  the  associations'  Council  of 
Deans  and  a member  of  the  Executive 
Board  of  the  National  Board  of  Medical 
Examiners. 

Thomas  D.  Duane,  MD,  PhD,  was  hon- 
ored as  Ophthalmologist  of  the  Year  by 
the  Philadelphia  Ophthalmic  Club.  Dr. 
Duane  is  consulting  surgeon  at  Wills 
Eye  Hospital.  He  previously  served  as 
chief  of  ophthalmology  at  Wills  Eye 
Hospital  and  Jefferson  Medical  College. 
The  Thomas  D.  Duane  Professorship  in 
Ophthalmology  was  established  at  Jef- 
ferson in  1985  in  his  honor. 

Richard  K.  Kleppinger,  MD,  Reading, 
was  honored  for  service  in  obstetrics 
and  gynecology  by  the  American  Asso- 
ciation of  Gynecologic  Laparoscopists. 
Dr.  Kleppinger  is  director  of  the  depart- 
ment of  obstetrics  and  gynecology  at 
Reading  Hospital  and  Medical  Center. 

David  A.  Peters,  MD,  was  appointed 
medical  director  of  Northeastern  Hospi- 
tal of  Philadelphia.  Dr.  Peters  previ- 
ously served  as  vice  president  for  medi- 


cal affairs  at  Alexandria  Hospital, 
Alexandria,  Virginia.  A graduate  of  Jef- 
ferson Medical  College,  he  also  received 
a master’s  degree  in  administrative 
medicine  from  Columbia  University. 

Jerome  A.  Boscia,  MD,  Philadelphia,  re- 
cently presented  two  papers  at  the  26th 
Interscience  Conference  on  Antimicro- 
bial Agents  and  Chemotherapy,  held  in 
New  Orleans.  Dr.  Boscia  is  coordinator 
of  medical  education  at  West  Park  Hos- 
pital, Philadelphia,  and  associate  pro- 
fessor of  medicine  at  the  Medical  Col- 
lege of  Pennsylvania. 

John  J.  Gartland,  MD,  James  Edwards 
Professor  Emeritus  of  Orthopedic  Sur- 
gery and  director  of  the  office  of  depart- 
mental review  at  Jefferson  Medical  Col- 
lege, was  named  president  elect  of  the 
Council  of  Medical  Specialty  Societies 
at  the  organization’s  recent  meeting  in 
Chicago. 

Michael  Alexander,  MD,  Sewickley,  was 
named  1986  Physician  of  the  Year  by 
the  Governor’s  Committee  on  Employ- 
ment of  the  Handicapped.  Dr.  Alexan- 
der, a polio  victim,  is  medical  director  at 
D.  T.  Watson  Rehabilitation  Hospital  in 
Sewickley. 

Abraham  J.  Twerski,  MD,  medical  di- 
rector of  Gateway  Rehabilitation  Cen- 


ter in  Aliquippa,  was  honored  by  the 
Pennsylvania  Nurses  Association.  Dr. 
Twerski  was  given  the  Honorary  Rec- 
ognition, Friend  of  Nursing  Award,  the 
highest  award  the  association  bestows 
on  a nonmember. 

Two  Latrobe  physicians  retired  re- 
cently, each  after  spending  43  years  as  a 
physician  in  that  community.  F.  Clay 
Gibson,  MD,  a general  practitioner,  had 
a special  interest  in  the  area’s  sports 
program,  and  served  as  physician  for 
athletic  programs  at  Greater  Latrobe 
High  School.  Joseph  C.  Doherty,  MD, 
also  a general  practitioner,  is  on  the 
board  of  directors  at  Latrobe  Area  Hos- 
pital. 

Mohammad  Mazaheri,  MD,  chief  of 
medical  staff  of  the  Lancaster  Cleft 
Palate  Clinic,  was  installed  as  president 
of  the  American  Academy  of  Maxillofa- 
cial Prosthetics.  Dr.  Mazaheri  is  profes- 
sor of  surgery  at  the  Pennsylvania 
State  University  College  of  Medicine, 
Hershey. 

Two  physicians  were  recognized  for  out- 
standing service  to  the  Warren  County 
Medical  Society.  Raymond  Lowe,  MD, 
was  honored  for  his  service  as  editor  of 
the  society’s  bulletin,  a post  he  held 
from  1950  to  1986.  William  Walters, 
MD,  was  honored  for  his  service  as  i 
president  of  the  organization. 

Irvin  Uhler,  MD,  former  chief  of  oral 
and  maxillofacial  surgery  at  Lancaster 
General  Hospital  has  been  appointed 
curator  of  physical  anthropology  at 
Franklin  and  Marshall  College’s  North  , 
Museum.  Dr.  Uhler  is  restoring  and  as- 
sembling skeletal  remains  from  Lancas- 
ter County  Indian  archeological  sites. 

Centre  Community  Hospital  in  State 
College  has  honored  Esker  W.  Cullen, 
MD,  by  naming  its  health  sciences  li- 
brary the  Esker  W.  Cullen  Library.  Dr. 
Cullen  retired  from  medical  practice 
last  summer,  after  50  years  of  service  in 
the  State  College  area. 

Joseph  C.  Ruht,  MD,  recently  retired  af- 
ter 33  years  of  medical  practice.  He 
served  the  Phoenixville  community 
first  as  a general  practitioner  and  later 
as  a surgeon. 
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Proceedings 

137th  Annual  Business  Meeting  of  the  House  of  Delegates 
Pittsburgh,  October  17-19,  1986 


Opening  Session— October  17,  1986 
James  A.  Raub,  MD,  Speaker  of  the 
House,  called  the  opening  session  of  the 
House  of  Delegates  to  order  at  10:08  a.m.  in 
Ballroom  1 of  the  Pittsburgh  Hilton  Hotel. 


Invocation 

Reverend  Robert  D.  Nix  Jr.  of  St.  Stephens 
Episcopal  Church,  Sewickley,  Pennsylvania, 
offered  the  invocation. 

Credentials  Committee 
Wayne  W.  Helmick,  MD,  Beaver  County, 
chairman  of  the  Credentials  Committee,  pre- 
sented the  following  report: 

Mr.  Speaker,  there  is  a quorum  of  125  dele- 
gates registered  and  in  attendance. 

Welcoming  remarks 

Mark  Zabrick,  representing  the  Honorable 
Richard  S.  Caliguiri,  Mayor  of  Pittsburgh, 
presented  a welcoming  speech  to  the  House 
of  Delegates. 

Committee  on  Rules 

Doris  G.  Bartuska,  MD,  Philadelphia 
County,  chairman  of  the  Committee  on  Rules, 
presented  the  following  report: 

Mr.  Speaker,  members  of  the  House  of  Del- 
egates: the  Committee  on  Rules  met  and  re- 
viewed Standing  Rules  1,  2,  3,  4,  5,  6,  7,  8,  9, 
and  10  by  the  House  of  Delegates  of  the 
Pennsylvania  Medical  Society  as  published 
in  the  1986  Official  Reports  Book. 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Standing  Rules  1,  2,  3,  4,  5,  6, 
8,  9,  and  10  of  the  House  of  Delegates  that 
appear  in  the  1986  Official  Reports  Book  be 
adopted. 

The  House  adopted  Standing  Rules  1,  2,  3, 
4,  5,  6,  8,  9,  and  10. 

Mr.  Speaker,  the  Committee  on  Rules  re- 
comends that  Standing  Rule  7 be  changed  to 
disallow  use  of  bullet  ballot.  The  Committee 
on  Rules  recommends  the  following  language 
be  adopted  for  Standing  Rule  7:  This  means 
that  "If  several  nominees  for  equal  office  are 
voted  for  in  a group,  a ballot  containing  fewer 
votes  than  the  number  of  positions  to  be 
filled  is  invalid.  A ballot  containing  votes  for 
more  than  the  number  of  positions  to  be  filled 
is  also  invalid 

The  House  rejected  the  recommendation 
that  Standing  Rule  7 be  changed  to  disallow 
use  of  the  bullet  ballot.  The  House  adopted 
Standing  Rule  7 of  the  House  of  Delegates  as 
it  appeared  in  the  1986  Official  Reports 
Book. 

Approval  of  proceedings 
The  proceedings  of  the  136th  Annual  Busi- 
ness Meeting  of  the  Society,  held  in  Philadel- 
phia, October  25-27,  1985,  and  found  on 
pages  48-60  in  the  January  1986  issue  of 
Pennsylvania  Medicine,  were  approved. 

Remarks  of  AMA  representative 
R.  William  Alexander,  MD  introduced 
Alan  R.  Nelson,  MD,  of  Stilt  Lake  City,  Utah, 


Chairman  of  the  AMA  Board,  who  addressed 
the  House  of  Delegates. 

Speaker’s  announcements 
James  A.  Raub,  MD,  Speaker  of  the 
House,  announced  that  the  Necrology  Re- 
port from  the  Board  of  Trustees  could  be 
found  under  Tab  G of  the  Official  Reports 
Book. 

Dr.  Raub  also  announced  that  delegates 
should  be  aware  of  Resolution  72-6  prohibit- 
ing smoking  in  the  House  of  Delegates  and 
reference  committee  hearings. 

Dr.  Raub  announced  that  a life  service 
booth  was  set  up  in  the  ballroom  foyer  in  case 
of  a medical  emergency  and  paramedics 
would  be  available;  anyone  encountering  a 
life  or  death  situation  when  the  House  was 
not  in  session  should  dial  66  on  the  hotel 
phones  and  assistance  would  be  provided. 

Dr.  Raub  announced  that  the  PMS  Public 
Relations  Committee  had  made  available  an 
outstanding  film  prepared  by  the  Oklahoma 
State  Medical  Society,  as  many  of  the  dele- 
gates were  aware  from  the  cards  they  re- 
ceived when  they  checked  into  the  hotel.  This 
film,  “Preserving  Tradition:  Embracing 
Change:  A Film  About  American  Medicine,” 
addresses  many  of  the  concerns  and  prob- 
lems that  would  be  discussed  during  the  An- 
nual Meeting.  Dr.  Raub  went  on  to  say  that 
the  29-minute  film  could  be  seen  at  the 
Hilton  by  tuning  to  channel  8 at  10  p.m.  Fri- 
day, October  17,  and  Satin-day,  October  18  at 
7 a.m.  and  10  p.m.  Dr.  Raub  stated  that  video 
tapes  of  this  film  were  also  available  for  use 
at  county  society  meetings  or  for  speaking 
engagements  and  arrangements  for  receiving 
a copy  could  be  made  by  contacting  Arnold 
Cushner  at  PMS  headquarters.  Dr.  Raub  also 
announced  that  the  Committee  on  Public  Re- 
lations wished  to  point  out  that  it  had  a dis- 
play outside  Ballroom  1 of  all  the  public  edu- 
cation materials  developed  this  year  and 
urged  the  delegates  to  stop  by  the  display 
and  see  the  work  done  on  their  behalf. 

Dr.  Raub  also  reported  that  a Department 
of  Public  Welfare  booth  had  been  set  up  in 
the  ballroom  foyer. 

Address  of  the  president 
R.  William  Alexander,  MD,  Berks  County, 
president,  presented  a report  on  many  areas 
in  which  the  Society  had  been  active  during 
his  tenure  as  president.  Dr.  Alexander's  ad- 
dress was  referred  to  Reference  Committee 
G. 

Address  of  the  vice  president 
Donald  E.  Harrop,  MD,  Chester  County, 
vice  president,  briefly  addressed  the  House 
and  made  several  recommendations. 

Address  of  the  president  elect 
R.  Robert  Tyson,  MD,  Philadelphia 
County,  president  elect,  presented  a report  on 
his  plans  for  the  coming  year.  Dr.  Tyson’s  ad- 
dress and  specific  recommendations  con- 
tained therein  were  referred  to  Reference 
Committee  G. 


Report  of  the  AMA  delegation 
As  required  by  the  resolved  portion  of  Res 
olution  71-1,  AMA  Delegation  Report  an< 
Plans,  the  House  received  a report  from  R 
William  Alexander,  MD,  Reading,  chairmai 
of  the  Pennsylvania  Delegation. 

Report  of  the  Finance  Committee 
Henry  H.  Fetterman,  MD,  Lehigh  Count) 
chairman  of  the  Finance  Committee  of  th< 
Board  of  Trustees,  presented  the  report. 

Address  of  president  of  PMS  Auxiliary 
Mrs.  Robert  L.  Snyder,  president,  Pennsyl 
vania  Medical  Society  Auxiliary,  addressee 
the  House  and  reported  on  the  activities  o 
the  Auxiliary.  Her  remarks  were  referred  tx 
Reference  Committee  G. 

Remarks  of  AMA  Auxiliary  president 
Mrs.  Mylie  E.  Durham  Jr.,  AMA  Auxiliary 
president,  addressed  the  House.  Her  remarks 
were  received  for  information. 

Official  Reports  Book 
The  Official  Reports  Book,  containing  the 
1986  annual  reports  and  Resolutions  86-1 
through  86-32,  was  accepted  as  business  oi 
the  House. 

Dr.  Raub  announced  that  Resolutions  86- 
21  and  86-36  had  been  withdrawn  by  then- 
authors. 

Please  refer  to  the  index  of  these  proceed- 
ings for  the  subject,  author,  introducer,  and 
referred  of  all  resolutions. 

Additional  reports 

The  following  reports  were  received  subse- 
quent to  the  mailing  of  the  Official  Reports 
Book:  PMSLIC  Interim  Report  (referred  to 
Reference  Committee  F),  Report  B of  the 
Council  on  Legislation  (referred  to  Reference 
Committee  D),  Report  V of  the  Board  of 
Trustees  (referred  to  Reference  Committee 
F),  Report  W of  the  Board  of  Trustees  (re- 
ferred to  Reference  Committee  G),  Report  X 
of  the  Board  of  Trustees  (referred  to  Refer- 
ence Committee  E). 

Late  resolutions 

Late  resolutions.  Resolutions  86-33 
through  86-57,  were  received  subsequent  to 
the  mailing  of  the  Official  Reports  Book  and 
required  a two-thirds  vote  to  become  busi- 
ness of  the  House.  Standing  Rule  2,  as  re- 
vised by  the  1981  Hosue  of  Delegates,  re- 
quires that  the  Rules  Committee  review  each 
late  resolution  and  make  recommendation  to 
the  House  whether  it  should  be  accepted  or 
rejected  as  business  of  the  House. 

Committee  on  Rules 

Doris  G.  Bartuska,  MD,  Philadelphia 
County,  chairman,  presented  the  following  re- 
port: 

Mr.  Speaker,  members  of  the  House  of  Del- 
egates, the  Committee  on  Rules  met  and  con- 
sidered all  of  the  resolutions  in  the  index. 

Resolution  86-33:  Education  of  Patients 
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on  Tort  Reform 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-33  be  accepted. 

Resolution  86-33  asks  that  the  PMS  en- 
tourage all  physicians  to  distribute  an  edito- 
rial from  or  similar  to  all  their  patients  in- 
forming them  about  tort  reform  and  also 
encourage  patients  to  write  a short  note  on 
the  margin  of  the  editorial  and  that  these 
notes  from  patients  be  sent  by  the  physi- 
cian’s office  to  appropriate  legislators. 

The  House  accepted  Resolution  86-33  as 
business. 

Resolution  86-34:  Seating  Representa- 
tion in  the  AMA  House  of  Delegates  for 
the  American  College  of  Utilization  Re- 
view Physicians  (ACURP) 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  8&34  be  rejected. 

Resolution  86-34  asks  that  the  Pennsylva- 
nia Medical  Society  support  the  request  of 
the  American  College  of  Utilization  and  Re- 
view Physicians  for  seating  in  the  AMA 
House  of  Delegates  with  the  understanding 
there  is  a moratorium  on  further  consider- 
ations for  seating  pending  review  of  the  crite- 
ria by  its  Board  of  Trustees.  The  committee 
determined  to  reject  this  resolution  because 
no  reason  was  stated  for  lateness. 

The  House  rejected  Resolution  86-34  as 
business. 

Resolution  86-35:  Medical  Liability  Liti- 
gation Informational  Report. 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-35  be  accepted. 

Resolution  86-35  asks  that  the  PMS  pro- 
vide informational  support  in  the  form  of  a 
brochure  and  a physician  contact  source  to 
concerned  physicians  about  the  liability  pro- 
cess. 

The  House  accepted  Resolution  86-35  as 
business. 

Resolution  86-37:  Tort  Reform 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-37  be  accepted. 

Resolution  86-37  asks  that  the  PMS  place 
a moratorium  on  its  efforts  and  expenditures 
toward  its  tort  reform  goals  and  monitor 
their  progress  and  render  assistance  and 
needed  expertise  to  others  seeking  tort  re- 
form and  reorient  its  efforts  and  monies  on 
other  issues. 

The  House  accepted  Resolution  86-37  as 
business. 

Resolution  86-38:  Support  of  Keystone 
Safety  Belt  Network 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-38  be  accepted. 

Resolution  86-38  asks  that  PMS  encourage 
the  Senate  to  nonconcur  and  increase  its 
grass  roots  lobbying  efforts  in  an  attempt  to 
secure  a good  safety  belt  bill  in  conference 
committee  and  that  anticipating  passage  of  a 
law,  the  PMS  pledge  increased  support  for 
the  post-law  education  efforts  of  the  Key- 
stone Safety  Belt  Network. 

The  House  accepted  Resolution  86-38  as 
business. 

Resolution  86-39:  Prescription  Drug 
Advertising 

Mr.  Speaker,  the  Committee  on  Rules  rec- 


ommends that  Resolution  86-39  be  rejected. 

Resolution  86-39  asks  that  PMS  monitor 
such  advertising  throughout  the  state  and 
advise  the  federal  government,  AMA,  FDA, 
and  FTC  and  the  pharmaceutical  company 
involved  of  the  dangers  and  its  opinion  of 
this  practice  and  that  this  matter  be  brought 
to  the  attention  of  the  House  of  Delegates  of 
the  AMA  at  its  meeting  in  the  form  of  a simi- 
lar resolution.  The  committee  determined  to 
reject  this  resolution  because  no  reason  was 
stated  for  lateness  and  the  PMS  has  policy 
on  this  matter. 

The  House  rejected  Resolution  86-39  as 
business. 

Resolution  86-40:  Direct  Reimburse- 
ment of  Nurse  Anesthetists 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-40  be  accepted. 

Resolution  86-40  asks  that  the  PMS  op- 
pose any  statute,  regulation,  or  similar  action 
which  provides  for  direct  reimbursement  of 
Certified  Registered  Nurse  Anesthetists  in 
the  circumstances  described  above. 

The  House  accepted  Resolution  86-40  as 
business. 

Resolution  86-41:  Reconsideration  of 
Society  Sponsored  Alternative  Delivery 
System 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-41  be  accepted. 

Resolution  86-41  asks  that  PMS  reconsider 
its  previous  decision  to  sponsor  an  alterna- 
tive delivery  system  and  proceed  with  the 
discussions. 

The  House  accepted  Resolution  86-41  as 
business. 

Resolution  86-42:  Reciprocal  Reporting 
by  State  and  Osteopathic  Boards 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-42  be  accepted. 

Resolution  86-42  asks  that  the  PMS  urge 
the  State  Board  of  Medicine  or  State  Board 
of  Osteopathic  Examiners  to  request  from  re- 
ported physicians  the  names  of  all  hospitals 
with  whom  they  have  affiliation  and  that  the 
Society  urge  the  state  boards  to  notify  imme- 
diately and  directly  the  chief  executive  offi- 
cers and  medical  staff  presidents  of  all  insti- 
tutions where  the  physician  has  indicated 
affiliation  of  (1)  all  reports  filed  and  nature  of 
those  reports  (2)  and  any  formal  actions 
taken  by  these  boards,  including  citing  for  a 
formal  hearing  and  disciplinary  sanctions  on 
the  licensure. 

The  House  accepted  Resolution  86-42  as 
business. 

Resolution  86-43:  Opposition  to  Penn- 
sylvania Department  of  Public  Welfare 
Detoxification  Guidelines 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-43  be  accepted. 

Resolution  86-43  asks  that  the  PMS  op- 
pose the  PA  Department  of  Public  Welfare's 
recently  instituted  “Guidelines  for  Inpatient 
Hospital  Detoxification  Services  under  the 
Medical  Assistance  program.” 

The  House  accepted  Resolution  86-43  as 
business. 

Resolution  86-44:  Possible  Harassment 
of  Staff  Physicians  by  Keystone  Peer 
Review  Organization 


Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-44  be  accepted. 

Resolution  86-44  asks  that  the  Pennsylva- 
nia Medical  Society  establish  a subcom- 
mittee of  members  to  regularly  meet  with 
KePRO  officials  to  review  data  regarding  cri- 
teria for  denials  and  data  and  procedures  re- 
garding denial  rate  and  rates  of  reversal  on 
appeal  or  reconsideration  to  determine  if  pat- 
terns of  abuse  and  harassment  to  Pennsylva- 
nia physicians  are  apparent  and  that  this 
committee  report  to  the  Pennsylvania  Medi- 
cal Society  membership  via  Pennsylvania 
Medicine  on  a regular  basis,  showmg  statis- 
tics indicating  that  the  KePRO  reviewers  are 
meeting  elements  of  quality  and  timeliness 
which  are  reasonable  to  our  membership. 

The  House  accepted  Resolution  86-44  as 
business. 

Resolution  86-45:  Medical  Care  to  the 
Indigent 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-45  be  rejected. 

Resolution  86-45  asks  that  the  House  of 
Delegates  instruct  the  Board  of  Trustees  to 
continue  to  make  health  care  to  the  indigent 
and  unemployed  an  ongoing  priority  of  the 
Society.  The  committee  determined  to  reject 
this  resolution  because  this  issue  has  been 
addressed  in  other  business  of  the  Society. 

The  House  rejected  Resolution  86-45  as 
business. 

Resolution  86-46:  Pain  and  Suffering 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-46  be  accepted. 

Resolution  86-46  asks  that  any  representa- 
tives of  PMS  in  future  negotiating  sessions 
be  instructed  by  the  House  of  Delegates  to 
insist  on  the  inclusion  of  a cap  on  pain  and 
suffering  awards  as  part  of  any  proposed  leg- 
islation. 

The  House  accepted  Resolution  86-46  as 
business. 

Resolution  86-47:  Length  of  Office  of 
Student  Trustee  to  PMS 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-47  be  accepted. 

Resolution  86-47  asks  that  the  PMS/MSS 
petition  the  PMS  House  of  Delegates  to 
change  the  student  trustee’s  term  of  office  to 
one  year  length  and  that  the  new  term  would 
allow  for  the  Board  of  Trustees  to  run  for  re- 
election  so  long  as  he/she  would  not  graduate 
before  the  upcoming  term  was  completed. 

The  House  accepted  Resolution  86-47  as 
business. 

Resolution  86-48:  Organ  Donation  Edu- 
cation 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-48  be  accepted. 

Resolution  86-48  asks  that  the  PMS  ad- 
dress this  problem  and  act  as  an  informa- 
tional source  to  the  people  of  the  Common- 
wealth and  that  the  PMS  designate  a 
committee  to  develop  and  implement  these 
educational  programs  on  organ  donation. 

The  House  accepted  Resolution  86-48  as 
business. 

Resolution  86-49:  Submission  of  Medi- 
cal Reports 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-49  be  accepted. 
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Resolution  86-49  asks  the  House  of  Dele- 
gates disseminate  this  information  to  the 
membership  of  the  PMS  as  a possible  effec- 
tive mechanism  to  be  utilized  in  the  continu- 
ing effort  to  bring  the  urgency  of  the  problem 
to  the  attention  of  the  trial  lawyers  and  that 
copies  of  this  resolution  be  forwarded  to  all  of 
the  specialty  societies  in  Pennsylvania  for 
their  consideration. 

The  House  accepted  Resolution  86-49  as 
business. 

Resolution  86-50:  Health  Consequences 
of  Firearms 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-50  be  accepted. 

Resolution  86-50  asks  that  the  PMS  con- 
tinue to  support  gun  control  measures  in  the 
protection  of  public  health  and  that  PMS 
urge  the  AM  A to  actively  seek  funding  of  sci- 
entific research  on  firearm-related  injury  and 
death  by  appropriate  national  groups  like  the 
Centers  for  Disease  Control  and  that  the 
PMS  support  firearm  registration  at  the  lo- 
cal level  including  the  initiation  of  appropri- 
ate legislation  and  that  the  PMS  urge  the 
AMA  to  support  that  firearm  registration 
legislation  be  initiated  by  all  state  and  local 
medical  societies. 

The  House  accepted  Resolution  86-50  as 
business. 

Resolution  86-51:  Mandatory  Trade  and 
Generic  Labeling  of  all  Prescriptions 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  8&51  be  accepted. 

Resolution  86-51  asks  that  the  PMS  lobby 
for  mandatory  generic  and  trade  name  label- 
ing of  all  prescriptions  unless  specified  as 
“DO  NOT  LABEL.” 

The  House  accepted  Resolution  86-51  as 
business. 

Resolution  86-52:  National  Reimburse- 
ment Schedule  with  Regional  Variations 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-52  be  accepted. 

Resolution  86-52  asks  that  the  PMS  sup- 
port the  development  of  a national  reim- 
bursement schedule  with  regional  variations 
to  be  adjusted  annually,  based  on  economic 
indices  such  as  the  Consumer  Price  Index 
and  direct  its  membership  delegation  to  the 
AMA  to  introduce  a similar  resolution  at  the 
national  level. 

The  House  accepted  Resolution  86-52  as 
business. 

Resolution  86-53:  Uniform  Disease  and 
Procedural  Coding 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  8&53  be  accepted. 

Resolution  86-53  asks  that  without  excep- 
tion the  PMS  will  seek  appropriate  regula- 
tions or  legislation  requiring  that  uniform 
disease  and  procedural  coding  be  utilized  by 
all  third  party  payors  providing  reimburse- 
ment to  Pennsylvania  physicians. 

The  House  accepted  Resolution  86-53  as 
business. 

Resolution  86-54:  Modifications  of 
HCFA  Requirements  for  KePRO:  In- 
crease Number  of  Physician  Reviewers 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  86-54  be  accepted. 


Resolution  86-54  asks  that  the  PMS  di- 
rectly and  through  their  AMA  representa- 
tion attempt  to  identify,  modify,  and  delete 
HCFA  requirement  and  resultant  KePRO 
actions  that  have  adverse  or  minimal  effect 
on  the  quality  of  patient  care  and  that  Penn- 
sylvania physicians  be  strongly  urged  to 
serve  KePRO  as  reviewing  physicians. 

The  House  accepted  Resolution  86-54  as 
business. 

Resolution  86-55:  Creation  of  State  In- 
tegrated Excess  Liability  (CAT)  Fund 
Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  8&55  be  accepted. 

That  the  Pennsylvania  Medical  Society  en- 
courage the  establishment  of  a comprehen- 
sive excess  liability  (CAT  Fund)  for  every- 
body requiring  or  desiring  such  insurance 
and  the  primary  limits  of  liability  insurance 
be  reduced  to  reasonable  and  possible  vari- 
able levels  depending  on  exposure  and  that 
the  cost  of  excess  liability  be  spread  over  the 
entire  state  to  be  funded  by  nominal  contri- 
butions of  physician  and  other  health  care 
providers,  nominal  contributions  by  other 
participants  in  this  fund  such  as  other  profes- 
sions, municipalities,  automobile  owners, 
businesses,  etc.,  and  the  remainder  of  the  fi- 
nancial requirements  of  the  fund  be  subsi- 
dized with  general  tax  and  lottery  revenues. 

The  House  accepted  Resolution  86-56  as 
business. 

Resolution  86-56:  KePRO 
Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  8&56  be  accepted. 

The  PMS  has  traditionally  been  the  physi- 
cians’ and  patients’  advocate  and  since  the 
marriage  to  KePRO,  the  PMS  has  assumed  a 
more  adversarial  position  toward  physician 
and  patient  by  virtue  of  many  unreasonable 
actions  by  the  review  organization,  including 

a.  lack  of  true  “peer”  review  early  in  the  pro- 
cess 

b.  restricted  time  frame  of  review  process 

c.  changes  in  primary  diagnosis  to  achieve 
lower  DRG  reimbursement 

d.  lack  of  reasons  for  admission  denials 

e.  denial  letters  being  sent  before  the  hear- 
ing with  the  involved  physician 

f.  letters  to  patients  before  physician  and 
hospital  are  notified  of  denial  and  recon- 
sideration process  completed 

g.  lack  of  cooperation  with  potential  physi- 
cian reviewer. 

The  house  accepted  Resolution  86-56  as 
business. 

Resolution  86-57:  KePRO 
Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  8&57  be  rejected. 

The  present  KePRO  system  initial  denial 
does  not  indicate  the  name  of  physician  re- 
viewer. Considering  the  initial  discussion  on 
the  case  with  the  physician  involved  in  deny- 
ing the  case  is  very  crucial.  The  committee 
determined  to  reject  this  resolution  because 
this  issue  is  already  being  considered  as  busi- 
ness of  the  House  of  Delegates. 

The  House  rejected  Resolution  86-57  as 
business. 

The  Rules  Committee  is  concerned  about 
the  number  of  late  resolutions  received  this 
year  and  asks  that  resolutions  be  submitted 
in  a timely  fashion. 


Reference  committees 
Reference  committees  for  the  1986  Annual 
Business  Meeting  of  the  House  of  Delegates 
are  listed  below: 

Reference  Committee  A:  William  C.  Ryan 
(Somerset),  chairman:  Susan  H.  Bray  (Ne- 
phrology); Ronald  J.  Clearfield  (Radiology); 

S.  Victor  King  (Blair);  Alan  H.  Schragger  (Le- 
high); and  Norman  L.  Ekberg  (Montour)  al-  , 
temate. 

Reference  Committee  B:  Brenda  K. 
Baumann  (Clearfield),  chairman;  James  L. 
Cristol  (Philadelphia);  William  S.  Lovrinic 
(Chester);  and  Michael  J.  Prendergast  (York).  1 
Reference  Committee  C:  Mohan  Peter 
(York),  chairman;  Augusto  N.  Delerme 
(Blair);  James  J.  Houser  (Venango);  William 
H.  Mahood  (Montgomery);  George  O.  Maish 
Jr.  (Northampton);  and  Jon  R.  Friedman 
(Resident  Physician  Section),  alternate. 

Reference  Committee  D:  William  F. 
Bouzarth  (Philadelphia),  chairman;  Richard 

D.  Baltz  (Dauphin);  Edward  C.  Fischer 
(Berks);  Leo  M.  Hartz  (Lycoming);  Eugene 
W.  Herron  (Westmoreland);  and  J.  Campbell 
Martin  (Columbia),  alternate. 

Reference  Committee  E:  Frederick  G. 
Brown  (Montour),  chairman;  Joseph  B. 
Blood,  Jr.  (Bradford);  Richard  E.  Dietrick  1 
(Allegheny);  Richard  M.  Gash  (Philadelphia);  i 
Stephen  J.  Herceg  (Plastic  Surgery);  and 
John  A.  Malcolm  (Union),  alternate. 

Reference  Committee  F:  Timothy  J.  Mi- 
chals  (Philadelphia),  chairman;  Gilbert  A. 
Friday  (Allegheny);  Daniel  C.  Good  (Neuro- 
surgery); James  R.  Regan  (Internal  Medi- 
cine); William  J.  West  (Cumberland);  and  Jo-  ) 
seph  H.  Carter  (Erie),  alternate. 

Reference  Committee  G:  Robert  W.  Allen  ' 
(Mercer),  chairman;  Robert  W.  Ford  (Alle- 
gheny); Robert  M.  Kemp  (Lancaster);  Rich-  ; 
ard  P.  Kennedy  (Monroe);  Cynthia  Altman 
Weinstein  (Philadelphia);  and  J.  Walter  Valen- 
teen  (Delaware),  alternate. 

Rules:  Doris  G.  Bartuska  (Philadelphia), 
chairman;  Robert  T.  Kulp  (Venango);  Robert 

E.  Davis  (Allegheny);  Burton  Marks  (Leba- 
non); John  W.  Mills  (Indiana);  and  Antonio 
Capone  Jr.  (Resident  Physician  Section),  al- 
ternate. 

Credentials:  Wayne  W.  Helmick  (Beaver), 
chairman;  Robert  L.  Lasher  (Erie);  Rosario 
Maniglia  (Dauphin);  Irvin  G.  Shaffer  (Berks); 
Ernest  M.  Wood  (Lancaster);  and  James  A. 
Sheets  (Lehigh),  alternate. 

Tellers:  Phillip  R.  Levine  (Allegheny),  chief 
teller;  Joseph  A.  Girone  (Bucks);  William  F. 
Peiffer  III  (Westmoreland);  Evan  C.  Reece  Jr. 
(Northampton);  Jonathan  E.  Rhoads  (Phila- 
delphia); and  Anne  M.  Woods  (York). 

Recess 

The  House  of  Delegates  was  recessed  at 
12:50  p.m.  until  1:00  p.m.,  Saturday,  October 
18. 

Second  Session — October  18,  1986 
The  second  session  of  the  House  of  Dele- 
gates was  called  to  order  at  1:08  p.m.  in  Ball- 
room 1 of  the  Pittsburgh  Hilton  Hotel. 

Credentials  Committee 
Wayne  W.  Helmick,  MD,  Beaver  County, 
chairman  of  the  Credentials  Committee,  pre- 
sented the  following  report: 

Mr.  Speaker,  there  is  a quorum  of  250  dele- 
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spates  registered  and  in  attendance  today. 

Dr.  Raub  reported  that  there  was  no  repre- 
sentation in  the  House  of  Delegates  from 
Armstrong,  Carbon,  Greene,  Jefferson, 
Mifflin-Juniata,  Potter,  Susquehanna,  War- 
ren, and  Wyoming  Counties,  and  the  special- 
ties of  emergency  medicine,  nuclear  medi- 
cine, thoracic  surgery,  urological  surgery,  and 
pulmonary  diseases. 


Presentation  of  memorial  resolution 
| Howard  A.  Richter,  MD,  Delaware  County, 
presented  the  memorial  resolution  for  John 
L.  Kelly,  MD,  1916-1986. 

WHEREAS,  It  has  pleased  God  in  His 
Wisdom  to  take  to  his  eternal  reward  our  re- 
ispected  member,  John  L.  Kelly,  MD;  and 
' WHEREAS,  Dr.  Kelly,  born  in  Winthrop, 
Massachusetts  in  1916,  graduated  from 
Hahnemann  Medical  College  in  1942,  became 
a member  of  the  Delaware  County  Medical 
Society  in  1959,  and  during  World  War  II, 
served  in  the  Army  Air  Corps,  holding  the 
rank  of  Captain;  and 

WHEREAS,  Dr.  Kelly  took  an  active  role 
in  the  affairs  of  the  county  society,  serving  on 
(various  commissions  and  committees,  the 
board  of  directors,  and  as  president  in  1974, 
representing  the  Delaware  County  Medical 
Society  as  a delegate  to  the  Pennsylvania 
Medical  Society  House  of  Delegates  and  as 
an  alternate  delegate  to  the  American  Medi- 
cal Association;  Dr.  Kelly  also  served  as  the 
executive  director  of  the  county  society  from 
1978  to  1983;  and 

WHEREAS,  Prior  to  his  retirement,  Dr. 
Kelly  practiced  psychiatry  in  Media,  Penn- 
sylvania and  was  on  the  staffs  of  Riddle  Me- 
morial Hospital,  Crozer-Chester  Medical  Cen- 
ter, Taylor  Hospital,  and  Philadelphia 
Psychiatric  Hospital,  therefore  be  it 

RESOLVED,  That  this  Society  express  its 
sorrow  at  the  passing  of  Dr.  Kelly;  and  be  it 
i further 

RESOLVED,  That  this  tribute  be  recorded 
in  the  minutes  of  the  Society,  and  that  a copy 
be  sent  to  Dr.  Kelly's  family  with  the  sincere 
sympathy  of  the  Society. 

The  House  of  Delegates  adopted  the  reso- 
lution and  observed  a moment  of  silence  in 
remembrance  of  Dr.  Kelly. 

The  House  also  observed  a moment  of  si- 
lence in  memory  of  Edward  J.  Notari,  MD. 


Reference  Committee  A 
Presented  by  William  C.  Ryan,  MD 
Mr.  Speaker,  members  of  the  House  of  Del- 
egates, Reference  Committee  A has  consid- 
ered all  of  the  items  in  the  index. 

Report  A.  Committee  on  Bylaws:  Sub- 
ject 1.  Seating  of  Delegates  for  Unrep- 
resented Component  Societies 
Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  bylaws  change  appearing 
in  the  Official  Call  and  providing  for  the  rep- 
resentation of  an  unrepresented  component 
society  be  adopted  with  the  following  edito- 
rial correction  inserting  the  word  "fully": 


Chapter  IX  - House  of  Delegates 
Section  7.  Seating  of  Delegates 
(a)  Components  Unrepresented— If  any 
component  society  is  not  FULLY  repre- 
sented by  a delegate  or  alternate  at  any  ses- 
sion of  the  meeting,  then  an  active  or  associ- 
ate member  [of  that  component  society] 
WITHIN  THE  DISTRICT  IN  WHICH 


THE  UNREPRESENTED  COMPONENT 
SOCIETY  LIES,  registered  and  in  atten- 
dance, may  be  seated  as  the  delegate  after 
receiving  approval  of  the  PRESIDENT  OR 
SECRETARY  OF  THE  UNREPRE- 
SENTED COMPONENT  SOCIETY  AND 
THE  Credentials  Committee.  IN  THE 
EVENT  MORE  THAN  ONE  MEMBER  IS 
ELIGIBLE  AND  REQUESTS  TO  BE 
SEATED,  THE  CREDENTIALS  COM- 
MITTEE SHALL  SEAT  THE  MEMBER 
WHO  IS  ALSO  A MEMBER  OF  THE  UN- 
REPRESENTED COMPONENT  SOCI- 
ETY . . . 

Your  committee  believes  that  the  intent  of 
the  House  of  Delegates  in  1985  was  to  allow 
any  vacancy  in  a county  medical  society  dele- 
gation to  be  filled  through  this  process  and 
realized  that  the  word  “fully"  had  been  inad- 
vertently omitted.  Thus  the  committee  has 
made  the  editorial  correction  inserting  the 
word  “fully”  in  the  language  of  the  Official 
Call. 

The  House  rejected  the  bylaws  change  as 
presented  in  Subject  One  of  the  Official  Call 
and  editorially  corrected  by  Reference  Com- 
mittee A,  providing  for  the  representation  of 
an  unrepresented  component  society. 

Report  A,  Committee  on  Bylaws:  Sub- 
ject 2.  Limiting  Board  Eligibility  to 
Full  Dues-Paying  Members  with  the 
Exception  of  Residents  and  Students 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  bylaws  change  appearing 
in  the  Official  Call  and  providing  that  the 
members  of  the  Board  of  Trustees,  with  the 
exception  of  residents  and  students,  be  full 
dues-paying  active  members  of  the  Pennsyl- 
vania Medical  Society  be  adopted. 

Your  reference  committee  believes  that 
full-time  medical  practice  could  not  be  ade- 
quately defined.  Your  committee  further  un- 
derstood the  House  of  Delegates  in  1985  to 
intend  that  Board  membership,  except  for 
residents  and  students,  calls  for  full  dues 
payment. 

An  editorial  correction  was  offered  from 
the  floor  of  the  House  to  replace  the  words, 
“. . . be  full  dues-paying  active  members  of 
the  Pennsylvania  Medical  Society  . . .”  with 
the  words,  “. . . pay  the  dues  of  the  active 
membership  category  of  the  Pennsylvania 
Medical  Society  for  that  year  ...”  This  edito- 
rial correction  was  accepted  by  the  reference 
committee  chairman. 

The  House  referred  back  to  the  Committee 
on  Bylaws  for  clarification  and  report  back  to 
the  1987  House,  the  bylaws  change  as  pre- 
sented in  Subject  Two  of  the  Official  Call, 
providing  that  the  members  of  the  Board, 
with  the  exception  of  residents  and  students, 
be  full  dues-paying  active  members  of  the  So- 
ciety. 

Report  A,  Committee  on  Bylaws:  Sub- 
ject 3.  Elibility  of  Specialty  Trustee  for 
Election  as  Board  Chairman 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  bylaws  change  appearing 
in  the  Official  Call  and  providing  that  the 
Specialty  Society  trustee  be  eligible  for  elec- 
tion as  the  chairman  of  the  Board  of  the 
Pennsylvania  Medical  Society  be  adopted. 

Your  committee  believes  that  the  House 
should  be  aware  that  under  the  present  by- 
laws only  district  trustees  are  eligible  to 


serve  as  chairman  of  the  PMS  Board  of 
Trustees. 

The  House  adopted  the  bylaws  change  as 
presented  in  Subject  Three  of  the  Official 
Call,  providing  that  the  specialty  society 
trustee  be  eligible  for  election  as  chairman  of 
the  PMS  Board. 

Report  A,  Committee  on  Bylaws:  Sub- 
ject 4.  Hospital  Medical  Staff  Represen- 
tative to  the  Pennsylvania  Medical  So- 
ciety Board 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  bylaws  change  appearing 
in  the  Official  Call  and  providing  that  a Hop- 
sital  Medical  Staff  trustee  be  elected  as  a vot- 
ing member  of  the  Pennsylvania  Medical  So- 
ciety's Board  of  Trustees  be  adopted. 

Your  committee  believes  that  the  weight  of 
discussion  favored  adoption  of  this  bylaws 
change. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  the  bylaws  change  by 
stating  that  the  existence  of  this  position  is 
to  be  terminated  after  three  years  unless  ex- 
tended by  the  House.  The  House  rejected 
this  amendment. 

The  House  adopted  the  bylaws  change  as 
presented  in  Subject  Four  of  the  Official  Call, 
providing  that  a Hospital  Medical  Staff 
trustee  be  elected  as  a voting  member  of  the 
PMS  Board. 

Report  A,  Committee  on  Bylaws:  Sub- 
ject 5.  Procedures  of  Committee  on  Aid 
to  Education  to  Endorse  Recipients  of 
Aid 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  bylaws  change  appearing 
in  the  Official  Call  and  providing  for  approval 
of  block  grant  allocations  to  medical  schools 
for  distribution  of  grants  to  students  by  the 
Committee  on  Aid  to  Education  be  adopted. 

Your  committee  heard  no  discussion  on 
this  subject. 

The  House  adopted  the  bylaws  change  as 
presented  in  Subject  Five  of  the  Official  Call, 
providing  for  approval  of  block  grant  alloca- 
tions to  medical  schools  for  distribution  of 
grants  to  students  by  the  Committee  on  Aid 
to  Education. 

Report  A,  Committee  on  Bylaws:  Sub- 
ject 6.  The  Executive  Committee  of  the 
PMS  Board  be  Named  the  Advisory 
Committee  to  the  PMS  Auxiliary 
Report  P,  Board  of  Trustees:  Executive 
Committee  to  be  the  Advisory  Commit- 
tee for  Auxiliary,  Bylaws  Change 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  bylaws  change  appearing 
in  the  Official  Call  and  providing  for  the  Ex- 
ecutive Committee  of  the  Board  of  Trustees 
of  the  Pennsylvania  Medical  Society  be 
named  as  the  Advisory  Committee  to  the 
Pennsylvania  Medical  Society  Auxiliary  be 
adopted  and  that  Report  P of  the  Board  of 
Trustees  be  filed. 

Your  committee  heard  only  favorable  com- 
ments on  this  subject. 

The  House  adopted  the  bylaws  change  as 
presented  in  Subject  Six  of  the  Official  Call, 
providing  for  the  Executive  Committee  of 
the  PMS  Board  to  be  named  as  the  Advisory 
Committee  to  the  PMS  Auxiliary.  The  House 
approved  filing  Report  P. 
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Report  A,  Committee  on  Bylaws:  Sub- 
ject 7.  Income  From  Medical  Benevo- 
lence Fund  be  used  for  Additional  Pur- 
poses 

Report  K,  Board  of  Trustees:  Medical 
Benevolence  Fund,  Bylaws  Change 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  bylaws  change  appearing 
in  the  Official  Call  permitting  the  Board  of 
Trustees  to  allocate  income  from  the  Medical 
Benevolence  Fund  for  additional  purposes  be 
adopted  and  that  Report  K of  the  Board  of 
Trustees  be  filed 

Your  committee  heard  no  discussion  on 
this  subject. 

The  House  adopted  the  bylaws  change  as 
presented  in  Subject  Seven  of  the  Official 
Call,  permitting  the  Board  of  Trustees  to  al- 
locate income  from  the  Medical  Benevolence 
Fund  for  additional  purposes.  The  House  ap- 
proved filing  Report  K. 

Resolution  86-47:  Length  of  Office  of 
Student  Trustee  to  PMS 

RESOLVED,  That  the  PMS-MSS  petition 
the  PMS  House  of  Delegates  to  change  the 
student  trustee's  term  of  office  to  a one-year 
length;  and  be  it  further 

RESOLVED,  That  the  new  term  would  al- 
low for  the  trustee  to  run  for  reelection  so 
long  as  he/she  would  not  graduate  before  the 
upcoming  term  was  completed. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  adoption  of  Resolution  86-47 
with  the  following  substitute  RESOLVED 
and  that  the  Committee  on  Bylaws  develop 
appropriate  language  for  consideration  by 
the  House  of  Delegates  in  1987. 

RESOLVED,  That  the  student  trustee's 
term  of  office  be  of  one  year  in  length,  with 
eligibility  for  reelection,  so  long  as  he/she 
would  not  graduate  before  the  upcoming 
term  was  completed. 

Your  committee  heard  only  favorable  com- 
ments on  this  subject  and  only  offers  the 
amended  language  to  clarify  the  intent  of  the 
resolution. 

The  House  adopted  substitute  Resolution 
86-47  and  directed  that  the  Committee  on 
Bylaws  develop  appropriate  language  for 
consideration  by  the  1987  House. 

Special  presentation 

Abram  M.  Hostetter,  MD,  Lebanon 
County,  introduced  Dr.  Robert  W.  McDer- 
mott, the  new  Medical  Director  of  the  PMS 
Impaired  Physician  Program. 

Reference  Committee  C 
Presented  by:  Mohan  Peter,  MD 

Mr.  Speaker,  members  of  the  House  of  Del- 
egates, Reference  Committee  C has  consid- 
ered all  of  the  items  in  the  index. 

The  following  items  have  been  grouped  to- 
gether in  a waiver  of  debate  list;  no  testi- 
mony was  heard,  and  the  committee  believes 
that  the  items  are  of  a noncontroversial  na- 
ture. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  three  items  be 
filed: 

Report  A,  Council  on  Medical  Practice 
Report  A,  Hospital  Medical  Staff  Sec- 
tion (HMSS) 

Report  A,  Pennsylvania  Medical  Care 
Foundation 


The  House  approved  filing  the  waiver  of 
debate  items. 

Report  E,  Board  of  Trustees:  Resolu- 
tion 85-18— Access  to  Alternative 
Health  Care  Delivery  Systems 
Report  M.  Board  of  Trustees:  Pennsyl- 
vania Medical  Care  Foundation 
Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Reports  E and  M of  the  Board 
of  Trustees  be  filed 

The  reference  committee  heard  consider- 
able testimony  on  Reports  E and  M of  the 
Board  of  Trustees.  The  discussion  raised 
questions  regarding  the  appropriateness  of 
the  Board’s  action  to  reduce  the  funding  to 
the  Pennsylvania  Medical  Care  Foundation 
and  the  subsequent  redirecting  of  Resolution 
85-18,  which  was  originally  referred  to  the 
Foundation,  to  the  Task  Force  on  Alternative 
Delivery  Systems. 

The  House  approved  filing  Reports  E and 
M. 

Report  U,  Board  of  Trustees:  Health 
Care  Cost  Containment 
Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  U of  the  Board  of 
Trustees  be  filed. 

The  committee  heard  testimony  express- 
ing concern  over  the  limited  representation 
of  Pennsylvania’s  provider  community  on 
the  Health  Care  Cost  Containment  Council. 
Serious  concern  was  expressed  regarding  the 
potential  for  the  Council  to  become  a regula- 
tory body  and  the  possible  misuse  of  pro- 
vider data  collected  by  the  Council.  The  com- 
mittee also  notes  that,  with  the  passage  of 
the  Health  Care  Cost  Containment  Act,  it  is 
incumbent  upon  physicians  to  assure  that  all 
medical  records  Eire  complete  and  accurate. 
The  House  approved  filing  Report  U. 

Report  B,  Hospital  Medical  Staff  Sec- 
tion (HMSS):  Exclusive  Contracts 
Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  B of  the  Hospital  Med- 
ical Staff  Section  (HMSS)  be  adopted. 

While  the  committee  heard  no  testimony 
on  this  report,  the  HMSS  should  be  com- 
mended for  the  excellent  information  and  pol- 
icy recommendations  contained  therein.  The 
report  will  provide  medical  staffs  with  valu- 
able assistance  in  dealing  with  exclusive  con- 
tract matters  and  should  be  distributed 
widely  to  medical  staffs  in  Pennsylvania. 

The  House  adopted  Report  B of  the  Hospi- 
tal Medical  Staff  Section. 

Resolution  86-9:  Support  and  Funding 
of  the  Pennsylvania  Medical  Care  Foun- 
dation 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  House  of  Delegates  direct  the 
PMS  Board  of  Trustees  to  reaffirm  its  sup- 
port with  adequate  funding  to  carry  out  its 
designated  goals. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  8&9  be  rejected. 

The  committee  heard  considerable  testi- 
mony on  Resolution  86-9  which  called  on  the 
Board  to  reaffirm  its  financial  support  of  the 
Pennsylvania  Medical  Care  Foundation. 
Your  reference  committee  discussed  this  is- 
sue at  length  and  recommends  rejection  of 
the  resolution. 

It  was  moved  and  seconded  from  the  floor 


of  the  House  that  the  vote  be  taken  by  writ- 
ten ballot.  This  motion  passed,  the  House  of 
Delegates  voted  on  Resolution  86-9  by  writ- 
ten ballot,  and  rejected  Resolution  86-9. 

Resolution  86-22:  Establishment  of 
Contract  Between  Physicians  and 
Health  Maintenance  Organizations 
(HMOs)  and/or  Preferred  Provider  Or- 
ganizations (PPOs) 

RESOLVED,  That  the  Pennsylvania  Med-! 
ical  Society  adopt  the  policy  of  advising  hos- 
pital medical  staff  physicians  thusly: 

When  solicited  for  membership  by  an 
HMO/PPO,  the  physician  should  be  given: 
specific  information  regarding  its  ownership 
and  structure,  its  subscribership  and  its  fee 
schedules;  the  right  to  review— upon  specific 
request— all  data  submitted  to  state  agencies 1 
( e.g .,  licenses,  health,  insurance)  in  applica- 
tions for  Certificates  of  Authority;  a reason- 
able period  of  study  prior  to  the  closing  pe- 
riod for  registration. 

When  an  HMO/PPO  negotiates  with  a hos- 
pital, the  medical  staff  should  be  encouraged 
to:  seek  representation  during  the  delibera- 
tions; be  informed  promptly  by  the  hospital 
after  a contract  has  been  signed;  withhold  its ; 
membership  (mailing)  list  until  and  unless, 
the  HMO/PPO  has  agreed  to  comply  with 
the  aforementioned  disclosure  policy. 

After  an  HMO/PPO  has  signed  a contract 
with  a hospital,  the  medical  staff  should  be 
encouraged  to  conduct  a referendum  to  its 
full  membership  in  order  to  determine 
whether  the  medical  staff  approves  of  the  use 
of  its  infrastructure  by  the  HMO/PPO. 

After  an  HMO/PPO  has  signed  a contract 
with  a hospital,  the  medical  staff  should  sub- 
mit an  annual  report  to  its  membership  re- 
garding the  impact  of  this  HMO/PPO  upon 
practice  patterns  within  the  institution  (e.g., 
physician  and  patient  subscribership,  num- 
ber of  admissions  generated). 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  86-22  be  adopted 
as  amended: 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  adopt  the  policy  of  advising  hos- 
pital medical  staff  physicians  thusly: 

When  solicited  for  membership  by  an 
HMO/PPO,  the  physician  should  be  given: 
specific  information  regarding  its  ownership 
and  structure  and  its  subscribership;  the 
right  to  review— upon  specific  request- 
relevant  data  submitted  to  state  agencies 
(e.g.,  licenses,  health,  insurance)  in  applica- 
tions for  Certificates  of  Authority;  and  a rea- 
sonable period  of  study  prior  to  the  closing 
period  for  registration. 

When  an  HMO/PPO  negotiates  with  a hos- 
pital, the  medical  staff  should  be  encouraged 
to:  seek  representation  during  the  delibera- 
tions and  be  informed  promptly  by  the  hospi- 
tal after  a contract  has  been  signed. 

After  an  HMO/PPO  has  signed  a contract 
with  a hospital,  the  hospital  should  analyze 
the  impact  of  this  HMO/PPO  upon  practice 
patterns  within  the  institution  (e.g.,  physi- 
cian and  patient  subscribership,  number  of 
admissions  generated). 

The  potential  antitrust  risks  involved  with 
portions  of  Resolution  86-22  necessitated  the 
revision  of  the  proposed  language.  The  com- 
mittee believes  the  amended  language  meets 
the  intent  of  the  original  resolution  and  has 
been  accepted  by  the  resolution's  author. 
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An  editorial  correction  was  offered  from 
he  floor  of  the  House  to  add  the  words, 

. . direct  and  indirect . . between  the 
vords,  “When  solicited  for  membership  by 
in  HMO/IPA,  the  physician  should  be  given: 
i specific  information  regarding  its  ..."  and 
K . . ownership  and  structure  and  its  subscri- 
oership.”  The  reference  committee  chairman 
accepted  this  editorial  correction. 

The  House  adopted  as  amended  Resolution 
16-22. 

Resolution  86-27:  Joint  Commission  on 
Accreditation  of  Hospitals  (JCAH) 

RESOLVED,  That  PMS,  by  resolution  to 
he  House  of  Delegates  of  the  AMA,  pro- 
;laim  its  concern  regarding  the  appropriate- 
less  of  function  of  the  JCAH  and  request 
,hat  medical  staffs  of  a statistically  signifi- 
;ant  number  of  hospitals  be  polled  for  con- 
structive evaluation  of  the  JCAH  and  that 
positive  and  negative  conclusions  of  such  a 
ooll  be  made  known  to  the  AMA  representa- 
tives to  the  Board  of  the  JCAH. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  8&27  be  adopted 
is  amended: 

RESOLVED,  That  PMS,  by  resolution  to 
;he  House  of  Delegates  of  the  AMA,  pro- 
:laim  its  concern  regarding  the  appropriate- 
ness of  function  of  the  JCAH  and  request 
ihat:  (1)  medical  staffs  of  a statistically  sig- 
nificant number  of  hospitals  be  polled  for 
instructive  evaluation  of  the  JCAH;  (2)  pos- 
itive and  negative  conclusions  of  such  a poll 
be  made  known  to  the  AMA  representatives 
to  the  Board  of  Commissioners  of  the  JCAH; 
and  (3)  the  JCAH,  in  conjunction  with  the  ac- 
creditation process,  be  required  to  note  any 
financial  impact  that  may  occur  as  a result  of 
a JCAH  recommendation. 

The  committee  heard  considerable  testi- 
mony regarding  the  effectiveness  of  the 
JCAH  and  believes  that  it  would  be  desirable 
for  organized  medicine  to  obtain  feedback 
from  medical  staff  leaders  on  JCAH  perfor- 
mance in  order  to  effect  positive  changes  in 
the  accreditation  process. 

An  editorial  correction  was  offered  from 
the  floor  of  the  House  to  delete  the  word, 
“statistically,”  from  part  (1)  of  the  amended 
resolve.  It  was  moved  and  seconded  from  the 
floor  of  the  House  to  refer  Resolution  86-27 
to  the  Pennsylvania  Delegation  to  the  AMA 
for  proper  wording  and  submission  to  the 
AMA.  The  House  approved  this  motion. 

i 

Resolution  86-41:  Reconsideration  of  a 
Society-Sponsored  Alternative  Deliv- 
ery System 

RESOLVED,  That  the  Pennsylvania  Med- 
; ical  Society  reconsider  their  previous  deci- 
i sion  to  sponsor  an  alternative  delivery  sys- 
tem and  proceed  with  these  discussions. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  substitute  reso- 
lution be  adopted  in  lieu  of  Resolution  86-41: 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  become  a member  of  the  Alliance 
of  State  Physician  Networks  (ASPN)  and 
; participate  in  deliberations  concerning  a pro- 
! posal  by  the  U.S.  Department  of  Defense  to 
: restructure  the  CHAMPUS  Program  and 
other  issues  of  common  interest;  and  be  it 
I further 

RESOLVED,  That  such  membership  and 

I 


participation  shall  not  entail  the  commit- 
ment or  expenditure  of  Society  funds  other 
than  for  routine  travel  and  administrative 
costs;  and  be  it  further 

RESOLVED,  That  ASPN  shall  not  have 
the  authority  to  legally  contract  on  behalf  of 
the  Pennsylvania  Medical  Society  or  its 
membership  without  the  prior  approval  of 
the  Society.  (Financial  Note:  Based  on  one 
Society  representative  attending  seven  meet- 
ings in  1987  at  the  cost  of  $1,000  per  meet- 
ing, approximately  $7,000  would  be  required 
to  participate  in  ASPN.) 

Testimony  was  presented  by  Donald  T. 
Lewers,  MD,  President  of  the  Medical  and 
Chirurgical  Faculty  of  Maryland  and  Vice 
Chairman  of  the  Alliance  of  State  Physician 
Networks  (ASPN).  According  to  Dr.  Lewers, 
15  states  are  currently  participating  in 
ASPN,  which  was  established  to  assist  orga- 
nized medicine  and  its  members  in  respond- 
ing to  rapid  changes  in  our  health  care  deliv- 
ery system.  The  substitute  resolution  offered 
by  the  committee  in  no  way  obligates  the  So- 
ciety to  any  initial  commitment  other  than 
the  exploration  of  establishing  a parallel  ne- 
gotiating organization  for  Pennsylvania  phy- 
sicians in  concert  with  ASPN. 

The  House  adopted  substitute  Resolution 
86-41. 


Annual  Meeting  of  the  Pennsylvania  Medi- 
cal Care  Foundation 

As  in  past  years,  the  annual  meeting  of  the 
Pennsylvania  Medical  Care  Foundation  was 
held  during  the  1986  House  of  Delegates 
meeting  and  proceeded  as  follows: 

The  chair  believes  it  wise  to  take  a minute 
to  be  certain  that  all  members  of  the  House 
understand  how  we  will  consider  the  next  or- 
der of  business.  We  wish  to  convene  the  an- 
nual meeting  of  the  administrative  members 
of  the  Pennsylvania  Medical  Care  Founda- 
tion. 

According  to  the  Foundation’s  bylaws, 
“Administrative  members  shall  consist  of 
those  persons  who  are  duly  qualified  and 
elected  delegates  to  the  House  of  Delegates 
of  the  Pennsylvania  Medical  Society.”  The 
bylaws  further  state,  “The  acceptance  as 
election  as  a delegate  to  the  House  of  Dele- 
gates of  the  Pennsylvania  Medical  Society 
by  an  eligible  physician  shall  be  determined 
to  be  acceptance  of  administrative  member- 
ship in  this  corporation  and  an  intention  to 
be  bound  by  the  Articles  of  Incorporation 
and  Bylaws  of  the  corporation  unless  the  del- 
egate otherwise  notifies  the  secretary  of  the 
corporation  prior  to  the  annual  meeting.” 

In  other  words,  the  voting  members  of  the 
House  are  also  the  administrative  members 
of  the  foundation. 

At  this  time,  the  chair  will  entertain  a mo- 
tion to  recess  the  meeting  of  the  PMS  House 
of  Delegates  and  to  convene  the  administra- 
tive members  of  the  Pennsylvania  Medical 
Care  Foundation  in  the  annual  meeting  of 
the  foundation. 

The  chair  recognizes  the  vice  president  of 
the  Pennsylvania  Medical  Care  Foundation, 
Dr.  John  S.  Parker.  Dr.  Parker  . . . 

Dr.  Parker  stated  that  due  to  the  action 
taken  by  the  House  of  Delegates  during  the 
report  of  Reference  Committee  C to  reject 
Resolution  86-9,  Support  and  Funding  of  the 
Pennsylvania  Medical  Care  Foundation, 


action  should  be  taken  to  officially  dissolve 
the  foundation.  It  was  moved  and  seconded 
from  the  floor  of  the  House  to  approve  the 
dissolution  of  the  Pennsylvania  Medical  Care 
Foundation.  The  House  of  Delegates  unani- 
mously approved  this  motion. 

Reference  Committee  F 
Presented  by:  Timothy  J.  Michals,  MD 
Mr.  Speaker,  members  of  the  House  of  Del- 
egates, Reference  Committee  F has  consid- 
ered all  of  the  items  in  the  index. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  item  be  filed: 
The  following  item  had  been  placed  in  a 
waiver  of  debate  list;  no  testimony  was  heard 
and  the  committee  feels  that  the  item  is  of  a 
noncontroversial  nature. 

Report  G,  Board  of  Trustees:  Resolu- 
tion 85-29,  Establishment  of  a Claims 
Review  Committee 
The  House  approved  filing  Report  G. 

Report  O,  Board  of  Trustees:  Imple- 
mentation of  the  Mandate  of  the  1985 
House  of  Delegates— Professional  Lia- 
bility Reform 

Resolution  86-1:  Constitutionality  of 
Act  111 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  move  in  federal  court  for  an  im- 
mediate injunction  against  enforcement  of 
Act  1 1 1 on  grounds  of  unconstitutionality. 

Resolution  86-5:  Constitutionality  of 
Act  111 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  support  efforts  to  challenge  in 
the  federal  courts  of  the  United  States  the 
constitutionality  of  that  part  of  Act  111 
which  makes  professional  liability  insurance 
mandatory. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  O,  Board  of  Trustees 
be  filed. 

The  House  approved  filing  Report  O. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  8&1  and  8&5  be  re- 
jected. 

Your  reference  committee  heard  consider- 
able testimony  on  the  issue  of  the  constitu- 
tionality of  Act  111  and  the  requirement  for 
mandatory  professional  liability  insurance 
and  payment  into  the  Catastrophe  Loss 
(CAT)  Fund.  The  testimony  expressed  the  an- 
ger and  frustration  of  the  speakers  over  the 
current  status  of  efforts  to  seek  professional 
liability  reform.  The  committee  also  heard 
alarming  concerns  expressed  over  the  proba- 
ble results  of  successful  action  to  find  Act 
111  unconstitutional.  As  indicated  in  Report 
O of  the  Board  of  Trustees,  there  would  be  no 
assurance  that  markets  for  insurance  would 
exist.  Further,  it  is  likely  that  a court  chal- 
lenge would: 

a.  divert  resources  from  the  ongoing  legisla- 
tive reform  effort; 

b.  be  costly; 

c.  have  questionable  chance  of  success; 

d.  if  successful,  resulting  in  the  disappear- 
ance of  the  CAT  Fund,  leave  a major  un- 
funded liability  for  which  physicians 
would  be  responsible;  and 

e.  leave  the  question  of  joint  and  several  lia- 
bility as  an  issue  of  major  concern. 

It  was  moved  and  seconded  from  the  floor 
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of  the  House  to  separate  Resolutions  86-1 
and  86-5.  This  motion  passed.  It  was  moved 
and  seconded  from  the  floor  of  the  House  to 
refer  Resolution  86-5  to  the  Board  of  Trust- 
ees. The  House  rejected  this  motion.  The 
House  rejected  Resolution  86-5. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  refer  Resolution  86-1  to  the 
Board  of  Trustees.  The  House  rejected  this 
motion.  The  House  rejected  Resolution  86-1. 

Resolution  86-11:  Coercion  by  CAT 
Fund  Administrator 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  inform  the  attorney  general,  the 
governor,  and  the  director  of  the  CAT  Fund 
of  this  coercive  action  by  the  CAT  Fund  ad- 
ministrator and  demand  that  it  be  discontin- 
ued. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  8&11  be  referred  to 
the  Board  of  Trustees  for  investigation  with 
a report  back  to  the  1987  House  of  Delegates. 

Your  reference  committee  heard  testimony 
regarding  correspondence  and  conversation 
between  the  Catastrophe  Loss  Fund  and  a 
physician  which  purported  to  attempt  to  co- 
erce the  physician  to  seek  settlement.  The 
testimony  offered  no  direct  substantiation  of 
the  action  to  coerce,  but  indicated  an  issue 
which  should  be  investigated. 

The  House  approved  referring  to  the 
Board  of  Trustees  for  investigation  and  re- 
port back  to  the  1987  House  Resolution 
86-11. 

Resolution  86-17:  Reports  of  PMSLIC 
to  House  of  Delegates 
RESOLVED,  That  the  Board  of  Directors 
of  PMSLIC  be  instructed  to  report  to  the 
members  of  the  House  of  Delegates,  on  a 
quarterly  basis,  the  following  minimum  infor- 
mation: number  of  cases  filed  by  specialty 
and  amount  of  damages;  number  of  cases  by 
specialty  settled  and  amount;  number  of 
cases  by  specialty  settled  with  individual  re- 
ports containing  the  physician’s  comments 
on  whether  or  not  he/she  felt  this  was  the  ap- 
propriate action;  and  number  of  cases  by  spe- 
cialty won  and  lost  where  PMSLIC  had  ad- 
vised settlement  but  the  doctor  insisted  on 
trial  and  amounts  awarded  (or  not  awarded) 
as  appropriate  and  the  involved  physician’s 
comments  on  the  case;  and  be  it  further 
RESOLVED,  That  a compilation  of  this  in- 
formation based  on  the  last  five  years’  experi- 
ence be  assembled  and  a report  made  to  the 
members  of  the  House  of  Delegates  within 
six  months.  (Note:  All  reports  will  maintain 
normal  confidentiality  requirements.) 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  adoption  of  substitute  Resolu- 
tion 8&17. 

RESOLVED,  That  the  membership  of 
PMS  be  informed  that  data  on  professional 
liability  insurance  experience  from  PMSLIC 
is  available  upon  appropriate  request. 

Your  reference  committee  heard  consider- 
able discussion  from  the  chairman  of  the 
Board  of  PMSLIC  responding  to  the  con- 
tents of  the  resolution.  Testimony  was  also 
heard  indicating  that  the  extent  of  data  sug- 
gested by  the  original  resolution  would  be  of 
little  use  to  most  physicians  and  would  re- 
quire substantial  expenditures  of  time  and 
money  to  produce. 


It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  Resolution  86-17  as 
follows:  “RESOLVED,  That  the  Board  of  Di- 
rectors of  PMSLIC  be  instructed  to  report  to 
the  members  of  the  House  of  Delegates,  ev- 
ery six  months,  the  following  minimum  infor- 
mation: number  of  cases  physicians  involved 
as  class  action  (brought  in  by  hospital,  by  an- 
other physician,  etc.);  number  of  cases  filed 
by  specialty  and  damages;  number  of  cases 
by  specialty  settled,  amount  of  settlement, 
and  expenses  concurred;  number  of  cases  by 
specialty  won  and  lost  where  PMSLIC  had 
advised  settlement  but  the  doctor  insisted  on 
trial  and  amounts  awarded  (or  not  awarded 
and  costs)  as  appropriate;  and  be  it  further 

RESOLVED,  That  a compilation  of  this  in- 
formation based  on  the  last  five  years’  expe- 
rience be  assembled  and  a report  made  to  the 
members  of  the  House  of  Delegates  every  six 
months.  (Note:  All  reports  will  maintain  nor- 
mal confidentiality.) 

The  following  editorial  correction  was  of- 
fered from  the  floor  of  the  House  to  the  first 
resolve  of  the  proposed  amendment:  "Num- 
ber of  cases  in  which  a physician  is  joined  as 
additional  defendant  by  hospital  or  physi- 
cian;’’ the  author  of  the  proposed  amendment 
accepted  this  editorial  correction.  The  House 
approved  these  amendments.  It  was  moved 
and  seconded  from  the  floor  of  the  House  to 
refer  Resolution  86-17  as  amended  to  the 
Board  of  Trustees.  The  House  approved  this 
motion. 

Due  to  the  lateness  of  the  hour  and  the  fact 
that  it  was  necessary  to  recess  the  House  by 
4:15  p.m.  in  order  for  hotel  staff  to  set  up  for 
the  presidential  inaugural  program,  it  was 
determined  to  finish  the  remainder  of  the  re- 
port of  Reference  Committee  F the  following 
day. 

Nominations  and  elections 

In  accordance  with  Standing  Rule  10 
(adopted  October  22,  1982),  nominations  of 
delegates  to  the  AMA  were  held  Friday 
morning,  October  17,  1986,  Nominations  and 
elections  for  all  other  offices  were  held  Satur- 
day afternoon,  October  18,  1986.  Voting  for 
those  offices  contested  was  held  Sunday 
morning,  October  19,  1986.  The  new  officers 
for  1986-87  are: 

President:  R.  Robert  Tyson,  MD  (Philadel- 
phia) was  installed  as  president. 

President  elect:  Donald  E.  Harrop,  MD 
(Chester)  acceded  to  the  office  of  president 
elect. 

Vice  president:  Gerald  L.  Andriole,  MD  (Lu- 
zerne); 

Speaker:  James  A.  Raub,  MD  (Allegheny); 
Vice  Speaker:  Jonathan  E.  Rhoads  Jr.,  MD 
(York). 

The  following  trustees  were  elected: 

First  District:  John  Helwig  Jr.,  MD  (Phila- 
delphia); 

Third  District:  John  H.  Hobart,  MD  (North- 
ampton); 

Eighth  District:  Robert  N.  Moyers,  MD 
(Crawford); 

Ninth  District:  David  L.  Miller,  MD  (Clarion); 
Medical  Student  Section:  Bernard  Kennetz; 
Hospital  Medical  Staff  Section:  Lee  H.  Mc- 
Cormick, MD 

One  member  was  elected  to  serve  on  the 
Committee  to  Nominate  Delegates  and  Al- 
ternate Delegates  to  the  AMA:  Eugene  W. 
Herron,  MD  (Westmoreland). 


Kenneth  L.  Cooper,  MD  (Lycoming)  was 
elected  to  serve  on  the  PMS  Judicial  Council. 

Report  of  the  Committee  to  Nominate 
Delegates  and  Alternates  to  the  AMA 

The  nominations  of  the  Committee  to 
Nominate  Delegates  and  Alternates  to  the 
American  Medical  Association  were  pub- 
lished on  pages  1,2,  and  3 of  the  Official  Re- 
ports Book.  Eight  delegates  elected  to  two- 
year  terms  commencing  January  1,  1987 
were:  R.  William  Alexander,  MD  (Berks); 
Doris  G.  Bartuska,  MD  (Philadelphia);  Betty 
L.  Cottle,  MD  (Blair);  James  B.  Donaldson, 
MD  (Philadelphia);  Raymond  C.  Grandon, 
MD  (Dauphin);  Charles  A.  Heisterkamp  III, 
MD  (Lancaster);  Donald  E.  Parlee,  MD 
(Bucks);  and  Irving  Williams  III,  MD 
(Union). 

One  delegate  elected  to  a partial  term  com- 
mencing October  19,  1986  and  expiring  De- 
cember 31,  1987  was  Donald  C.  Brown,  MD 
(Westmoreland). 

One  delegate  elected  to  a partial  term  com- 
mencing January  1,  1987  and  expiring  De- 
cember 31,  1987  was  Timothy  J.  Michals, 
MD  (Philadelphia). 

Eight  alternate  delegates  to  the  AMA 
elected  for  two-year  terms  commencing  Jan- 
uary 1,  1987  were:  Susan  H.  Bray,  MD  (Phila- 
delphia); Victor  E Greco,  MD  (Luzerne);  Rob- 
ert L.  Lasher,  MD  (Erie);  Gordon  K.  McLeod, 
MD  (Allegheny);  William  H.  Mahood,  MD 
(Montgomery);  John  S.  Parker,  MD  (West- 
moreland); Jonathan  E.  Rhoads  Jr.,  MD 
(York);  and  Howard  A.  Richter,  MD  (Dela- 
ware). 

One  alternate  delegate  elected  to  a partial 
term  commencing  October  19,  1986  and  ex- 
piring December  31,  1987  was  Cynthia  Alt- 
man Weinstein,  MD  (Philadelphia). 

One  alternate  delegate  elected  to  a partial 
term  commencing  January  1,  1987  and  expir- 
ing December  31,  1987  was  Michael  J.  Pre- 
ndergast,  MD  (York). 

Recess 

The  House  of  Delegates  was  recessed  at 
4:15  p.m.  until  8:30  a.m.,  Sunday,  October  19. 

Inaugural  program  and  reception 

The  inaugural  program  was  held  at  6 p.m., 
Saturday,  October  18,  1986,  in  Ballroom  2 of 
the  Pittsburgh  Hilton  Hotel. 

Opening  remarks— James  A.  Raub,  MD, 
Speaker  of  the  House  of  Delegates,  presented 
opening  remarks. 

Master  of  ceremonies — J.  Joseph  Danyo, 
MD,  chairman  of  the  PMS  Board  of  Trust- 
ees, presided  as  the  master  of  ceremonies. 

Invocation— The  invocation  was  given  by 
Ernest  L.  Abernathy,  MD,  member  of  the 
PMS  Board  of  Trustees. 

Pledge  of  Allegiance— J.  Joseph  Danyo, 
MD  led  the  attendees  of  the  program  in  the 
Pledge  of  Allegiance. 

Introductions— J . Joseph  Danyo,  MD 
made  the  following  introductions:  Pennsylva- 
nia Medical  Society  officers  and  trustees; 
Pennsylvania  Medical  Society  past  presi- 
dents; Pennsylvania  Medical  Society  Auxil- 
iary president  and  immediate  past  president; 
Auxiliary  dignitaries  and  Board  of  Directors; 
and  special  guests. 

Presentation  of  Past  President's  Medal- 
lion— J.  Joseph  Danyo,  MD  presented  the 
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past  President’s  Medallion  to  R.  William  Al- 
exander, MD,  Berks  County,  in  tribute  to  his 
great  efforts  on  behalf  of  the  Pennsylvania 
Medical  Society  as  its  136th  President. 

Installation  of  the  president— J . Joseph 
Danyo,  MD  installed  R.  Robert  Tyson,  MD, 
Philadelphia  County,  as  the  137th  President 
of  the  Pennsylvania  Medical  Society.  After 
taking  the  oath  of  office,  Dr.  Tyson  intro- 
duced his  family  and  guests  and  delivered 
brief  remarks. 

Closing  remarks— James  A.  Raub,  MD 
presented  closing  remarks.  Following  the  in- 
augural program,  a reception  was  held  in 
Ballroom  1. 


Final  Session — October  19,  1986 
The  final  session  of  the  1986  House  of  Del- 
egates was  called  to  order  in  Ballroom  1 of 
the  Pittsburgh  Hilton  Hotel,  Sunday,  Octo- 
ber 19,  1986,  at  8:40  a.m. 

Credentials  Committee 
Wayne  W.  Helmick,  MD  (Beaver  County), 
chairman  of  the  Credentials  Committee,  pre- 
sented the  following  report: 

Mr.  Speaker,  there  is  a quorum  of  253  dele- 
gates registered  and  in  attendance  today. 

Reference  Committee  F 

Presented  by:  Timothy  J.  Michals,  MD 

Resolution  86-33:  Education  of  Patients 
on  Tort  Reform 

RESOLVED,  That  PMS  encourage  all 
physicians  to  distribute  the  attached  edito- 
rial (or  a similar  statement)  to  their  patients 
in  their  offices;  and  be  it  further 
RESOLVED,  That  the  patient  be  encour- 
aged to  write  a short  note  on  the  margin  of 
the  editorial  (or  a similar  statement)  and  that 
these  notes  from  the  patients  be  sent  to  the 
legislator  by  the  physician’s  office. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  8&33  be  adopted. 

Your  reference  committee  heard  nothing 
but  favorable  testimony  for  this  resolution. 
Such  “grass  roots”  efforts  should  be  encour- 
aged on  the  part  of  county  medical  societies 
and  physicians  at  the  local  level  and  should 
be  coordinated  with  the  overall  public  rela- 
tions efforts  in  support  of  professional  liabil- 
ity reform. 

The  House  adopted  Resolution  86-33. 

Resolution  86-35:  Medical  Liability  Liti- 
gation Informational  Support 
RESOLVED,  That  PMS  provide  informa- 
tional support  in  the  form  of  a brochure  and  a 
physician  contact  source  to  concerned  physi- 
cians about  the  liability  process. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  adoption  of  substitute  Resolu- 
tion 8&35. 

RESOLVED,  That  PMS  develop  an  infor- 
mational support  and  physician  contact  sys- 
tem for  physicians  concerned  about  and  in- 
volved in  the  liability  process. 

Your  reference  committee  heard  testimony 
regarding  the  need  to  develop  a support 
mechanism  to  aid  the  physician  who  is  in- 
volved for  the  first  time  in  a liability  case. 
The  House  adopted  substitute  Resolution 
, 86-35. 


Report  V,  Board  of  Trustees:  Liability 
Reform  Legislative  Strategy  for  1986- 
87. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  V of  the  Board  of 
Trustees  be  adopted. 

Your  reference  committee  heard  consider- 
able discussion  on  this  report.  Elements  of  a 
legislative  proposal  not  included  in  Dr.  Har- 
rop’s  letter  to  Senator  Jubelirer  of  Septem- 
ber 30,  1986  were  discussed.  Several  of  the 
proposals  including  payment  of  costs  by 
plaintiffs  for  unsuccessful  suits  showed  merit 
and  should  be  considered  as  part  of  any  fu- 
ture legislative  effort.  Testimony  concerning 
Recommendation  2 of  the  report  which  out- 
lines the  plan  of  action  for  the  rest  of  1986 
and  1987  was  also  heard. 

Your  reference  committee  heard  consider- 
able praise  for  the  support  of  PMSLIC  to  the 
PMS  professional  liability  reform  effort. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  Board  Report  V by 
adding  the  following  to  Recommendation  2 
of  that  report: 

“RESOLVED,  That  the  1987  Professional 
Liability  Reform  Legislative  Package  include 
language  to  allow  or  consider  payment  of 
costs  by  plain  tiffs/attorney  in  frivolous  suits 
where  it  has  been  determined  there  is  no  lia- 
bility on  the  part  of  the  defendant;  and  be  it 
further 

RESOLVED,  That  the  package  contain 
language  requiring  companies  writing  profes- 
sional liability  insurance  in  the  state  of  Penn- 
sylvania to  reduce  premiums  by  30  percent, 
or  a percentage  of  savings  if  greater  than  30 
percent,  resulting  from  passage  of  the  PMS 
legislative  package  by  the  General  Assembly. 
The  reductions  to  occur  at  the  time  of  the 
passage  of  the  legislation;  and  be  it  further 
RESOLVED,  That  the  CAT  Fund  pay- 
ment to  maintain  the  Fund  be  paid  from  a 
surcharge  on  health  insurance  premiums 
paid  by  each  health  insurance  consumer,  pro- 
rated to  satisfy  the  Fund  claims,  as  deter- 
mined by  the  CAT  Fund  administrator;  and 
be  it  further, 

RESOLVED,  That  all  medical  malpractice 
carriers  in  the  state  be  required  to  have  a pro- 
portion of  high  risk  to  low  risk  classes  or  a 
proportion  of  all  classes  of  risk  in  their  port- 
folio; and  be  it  further 
RESOLVED,  That  the  position  and  ideas 
of  other  malpractice  carriers  in  the  state  be 
obtained  to  evaluate  their  ideas  as  to  mean- 
ingful tort  reform  and  immediate  premium 
reduction.” 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  refer  the  whole  package  to 
the  Board  of  Trustees.  The  House  rejected 
this  motion.  Dr.  Tyson  suggested  the  follow- 
ing as  an  editorial  addition,  “RESOLVED, 
That  these  items  be  considered  as  guidelines 
to  be  considered  in  the  1987  legislative  pack- 
age.” The  author  of  the  amendment  accepted 
this  editorial  addition.  It  was  moved  and  sec- 
onded from  the  floor  of  the  House  to  delete 
the  second  and  fourth  recommendations 
from  the  proposed  amendment.  The  House 
rejected  this  recommendation.  The  House 
approved  the  amendment  to  Recommenda- 
tion 2 of  Board  Report  V.  It  was  moved  and 
seconded  from  the  floor  of  the  House  that  the 
Board  of  Trustees  hire  a professional  negoti- 
ating team  for  the  professional  liability  area. 


The  House  rejected  this  recommendation. 
The  following  additional  amendment  to  Rec- 
ommendation 2 of  Board  Report  V was  of- 
fered from  the  floor  of  the  House:  “RE- 
SOLVED, That  the  Pennsylvania  Medical 
Society  pursue  a constitutional  amendment 
via  a constitutional  convention  to  permit  a 
change  for  the  capping  of  awards  for  pain 
and  suffering  (noneconomic)  and/or  other 
constitutional  amendments  to  enact  mean- 
ingful cost  reducing  liability  reform;  and  be  it 
further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  pursue  a constitutional  amend- 
ment to  allow  public  intiatives  and  refer- 
enda.” 

The  House  approved  this  amendment.  The 
House  adopted  Report  V as  amended. 

Resolution  86-37:  Tort  Reform 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  place  a moratorium  on  its  efforts 
and  expenditures  toward  its  tort  reform 
goals  and  monitor  their  progress  and  render 
assistance  and  needed  expertise  to  others 
seeking  tort  reform  and  re-orient  its  efforts 
and  monies  to  other  issues. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  86-37  be  rejected. 

Your  reference  committee  heard  no  testi- 
mony regarding  this  resolution. 

The  House  rejected  Resolution  86-37. 


Resolution  86-46:  Pain  and  Suffering 

RESOLVED,  That  any  representatives  of 
PMS  in  future  negotiating  sessions  be  in- 
structed by  this  House  of  Delegates  to  insist 
on  the  inclusion  of  a cap  on  pain  and  suffer- 
ing awards  as  part  of  any  proposed  legisla- 
tion. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  86-46  be  rejected. 

Your  reference  committee  heard  no  direct 
testimony  on  this  resolution.  The  testimony 
and  action  regarding  Report  V of  the  Board 
of  Trustees  was  contrary  to  the  intent  of  this 
resolution. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  refer  Resolution  86-46  to  the 
Board  of  Trustees.  The  House  approved  this 
motion. 


Resolution  86-49:  Submission  of  Medi- 
cal Reports 

RESOLVED,  That  the  House  of  Delegates 
disseminate  this  information  to  the  member- 
ship of  PMS  as  a possible  effective  mecha- 
nism to  be  utilized  in  the  continuing  effort  to 
bring  the  urgency  of  the  problem  to  the  at- 
tention of  the  trial  lawyers;  and  be  it  further 
RESOLVED,  That  copies  of  this  resolu- 
tion be  forwarded  to  all  of  the  specialty  soci- 
eties in  Pennsylvania  for  their  consideration. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  86-49  be  rejected 
Your  reference  committee  heard  testimony 
regarding  practices  of  certain  physicians  in 
carrying  out  the  intent  of  this  resolution. 
There  was  also  testimony  related  to  the  nega- 
tive effect  such  action  would  ultimately  have 
on  patients  and  to  the  potential  legal  ramifi- 
cations of  such  collective  action. 

The  House  rejected  Resolution  86-49. 
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Resolution  86-55:  Creation  of  Statewide 
Integrated  Excess  Liability  (CAT) 
Fund 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  encourage  the  establishment  of  a 
comprehensive  excess  liability  (CAT  Fund) 
for  everybody  requiring  or  desiring  such  in- 
surance and  the  primary  limits  of  liability  in- 
surance be  reduced  to  reasonable  and  possi- 
bly variable  levels  depending  on  exposure; 
and  be  it  further 

RESOLVED,  That  the  cost  of  excess  liabil- 
ity be  spread  over  the  entire  state  to  be 
funded  by  nominal  contributions  of  physi- 
cian and  other  health  care  providers,  nominal 
contributions  by  other  participants  in  this 
fund  such  as  other  professions,  municipali- 
ties, automobile  owners,  businesses,  etc.,  and 
the  remainder  of  the  financial  requirements 
of  the  fund  be  subsidized  with  general  tax 
and  lottery  revenues. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  8&55  be  referred  to 
the  Board  of  Trustees. 

Your  reference  committee  heard  testimony 
as  to  the  possibility  of  inclusion  of  the  resolu- 
tion as  part  of  the  Society’s  overall  legisla- 
tive and  coalition  activities. 

The  House  approved  referring  Resolution 
86-55  to  the  Board  of  Trustees. 

Reference  Committee  E 
Presented  by:  Frederick  G.  Brown,  MD 
Mr.  Speaker,  members  of  the  House  of  Del- 
egates, Reference  Committee  E has  consid- 
ered all  of  the  items  in  the  index. 

The  following  items  have  been  grouped  to- 
gether in  a waiver  of  debate  list,  little  or  no 
testimony  was  heard  and  the  committee  feels 
these  items  are  of  a noncontroversial  nature. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  five  items  be 
filed: 

Report  A,  Council  on  Medical  Econom- 
ics 

Report  D,  Bom-d  of  Trustees:  Resolu- 
tion 85-8,  Medical  Cost  Reimbursement 
Report  F,  Board  of  Trustees:  Resolution 
85-25,  National  Fee  Schedule  with  Re- 
gional Variations 

Report  I,  Board  of  Trustees:  Blue 
Shield  Participating  Doctor  Regula- 
tions 

Report  A,  Keystone  Peer  Review  Or- 
ganization 

The  House  approved  filing  the  waiver  of 
debate  items. 

Report  T,  Board  of  Trustees:  Technical 
Problems  with  Full  Health  Insurance 
Coverage  of  Psychiatric  Illness 
Mr.  Speaker,  your  reference  committee  re- 
comends adoption  of  Report  T of  the  Board 
of  7 Yustees. 

Your  reference  committee  heard  only  posi- 
tive testimony  on  this  report. 

The  House  adopted  Report  T. 

Resolution  86-6,  Specimen  Handling 
Fee 

RESOLVED,  That  PMS  support  and  pro- 
mote a reasonable  handling  and  drawing  fee 
that  will  be  recognized  by  all  third  party  in- 
termediaries, including  private  insurers,  as 
well  as  state  and  federal  intermediaries. 


Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  86-6. 

Your  reference  committee  heard  limited 
but  positive  testimony  on  this  resolution. 
The  House  adopted  Resolution  86-6. 

Resolution  86-14,  Nonreimbursement 
for  Tests  Performed  by  Independent 
Laboratories 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  strongly  urge  Pennsylvania  Blue 
Shield  to  reverse  its  policy  of  only  paying  the 
doctor  for  in-office  laboratory  testing  on  its 
private  business  programs. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  86-14. 

Your  reference  committee  heard  consider- 
able testimony  on  this  resolution.  Although 
there  appeared  to  be  some  differences  of 
opinion  with  respect  to  reimbursement  poli- 
cies of  Pennsylvania  Blue  Shield,  all  of  the 
testimony  was  positive. 

The  House  adopted  Resolution  86-14. 

Resolution  86-8,  Overhead  Cost  for  Pro- 
cedures 

RESOLVED,  That  PMS  study  Section 
1833  of  the  Social  Security  Act,  and  develop 
proposals  for  appropriate  regulations  to  be 
forwarded  to  HCFA  and/or  promoted 
through  the  AMA. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  86-8. 

Your  reference  committee  heard  consider- 
able testimony  on  this  resolution.  Also  dis- 
cussed was  the  report  on  Resolution  83-30, 
Reimbursement  to  Physicians  for  Supplies 
and  Services,  contained  in  Report  A of  the 
Council  on  Medical  Economics,  and  Resolu- 
tion 85-8,  Medical  Cost  Reimbursement,  con- 
tained in  Report  D of  the  Board  of  Trustees. 
All  of  the  testimony  was  positive. 

The  House  adopted  Resolution  86-8. 

Resolution  86-10,  Discounted  Medical 
Care  for  the  Elderly 
RESOLVED,  That  PMS  investigate  the 
feasibility  of  offering  its  own  voluntary  fee 
discount  plan  for  the  elderly:  and  be  it  fur- 
ther 

RESOLVED,  That  this  investigation  in- 
clude tying  such  a plan  to  the  income  levels 
of  the  state  Pharmaceutical  Assistance  Con- 
tract for  the  Elderly  (PACE);  and  be  it  fur- 
ther 

RESOLVED,  That  the  feasibility  of  using 
the  PACE  card  as  identification  of  eligibility 
be  explored. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  86-10. 

Your  reference  committee  heard  consider- 
able testimony  on  this  resolution,  most  of 
which  was  negative.  A number  of  comments 
reflected  concerns  with  the  PACE  program  in 
that  it  has  led  to  higher  prescription  drug 
costs  for  some  of  the  elderly.  Also,  comments 
were  heard  that  a decision  to  discount  fees 
should  be  left  with  the  individual  physician. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  refer  Resolution  86-10  to  the 
Board  of  Trustees.  The  House  approved  this 
motion. 

Resolution  86-12,  Computer  Incompati- 
bility 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  denounce  such  incompatibility 


and  encourage  the  state  legislature,  through 
the  committee  on  welfare,  to  mandate  a reso- 
lution to  this  disparity  by  requiring  the  use 
of  standard  form  HCFA  1500  (revised  1-84). 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  86-12. 

Your  reference  committee  heard  a moder- 
ate amount  of  testimony  on  this  resolution, 
all  of  it  positive. 

The  House  adopted  Resolution  86-12. 

Resolution  86-13,  Measurement  of 
Quality  of  Health  Care 
RESOLVED,  That  the  Board  of  Trustees 
of  the  Pennsylvania  Medical  Society  direct  a 
single  committee  or  commission  to  address 
the  measurement  of  quality  in  health  care  de- 
livery, charging  that  body  with  the  responsi- 
bility of  developing  systems  and  guidelines 
by  which  the  Society  and  other  organizations 
can  hold  as  quality  standards. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  8&13. 

Your  reference  committee  heard  a great 
deal  of  testimony  on  this  resolution.  Al- 
though concerns  were  expressed  with  the  dif- 
ficulties that  can  be  encountered  in  the  mea- 
surement of  quality  and  the  possibility  that 
such  an  undertaking  could  be  expensive,  the 
consensus  was  that  such  an  activity  would 
have  positive  results  for  physicians  in  Penn- 
sylvania. 

The  House  adopted  Resolution  86-13. 

Resolution  86-43,  Opposition  to  Penn- 
sylvania Department  of  Public  Welfare 
Detoxification  Guidelines 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  oppose  the  Pennsylvania  Depart- 
ment of  Public  Welfare’s  recently-instituted 
“Guidelines  for  Inpatient  Hospital  Detoxifi- 
cation Services  under  the  Medical  Assistance 
Program’’;  and  be  it  further 
RESOLVED,  That  the  Society  take  appro- 
priate action  as  necessary  to  force  the  repeal 
of  these  guidelines. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  86-43  as 
amended. 

The  second  RESOLVED  is  amended  to 
read: 

RESOLVED,  That  the  Society  take  appro- 
priate action  as  necessary  to  modify  these 
guidelines. 

Your  reference  committee  heard  only  posi- 
tive testimony  on  this  resolution,  however, 
efforts  should  be  made  to  modify  rather  than 
repeal  the  guidelines. 

A motion  was  made  from  the  floor  of  the 
House  to  amend  Resolution  86-43  by  adding 
the  following,  “RESOLVED,  That  the  House 
of  Delegates  of  the  Pennsylvania  Medical  So- 
ciety direct  the  Board  of  Trustees  to  make 
health  care  for  the  poor  and  unemployed  an 
ongoing  priority."  The  Speaker  ruled  this  mo- 
tion out  of  order.  The  House  adopted  as 
amended  Resolution  86-43. 

Resolutuion  86-52,  National  Reimburse- 
ment Schedule  with  Regional  Variations 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  support  the  development  of  a Na- 
tional Reimbursement  Schedule  with  re- 
gional variations,  to  be  adjusted  annually, 
based  on  economic  indices  such  as  the  Con- 
sumer Price  Index,  and  direct  its  member- 
ship delegation  to  the  AMA  to  introduce  a 
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similar  resolution  at  the  national  level. 

' Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  86-52. 

Your  reference  committee  heard  only  nega- 
tive testimony  on  this  resolution.  It  was 
noted  that  a similar  resolution  adopted  by 
the  1985  House  of  Delegates,  reported  on  in 
Report  F of  the  Board  of  Trustees,  was  in 
conflict  with  current  AMA  policy. 

The  House  rejected  Resolution  86-52. 

Resolution  86-53,  Uniform  Disease  and 
Procedural  Coding 

RESOLVED,  That  without  exception  the 
Pennsylvania  Medical  Society  will  seek  ap- 
propriate regulations  or  legislation  requiring 
that  uniform  disease  and  procedural  coding 
be  utilized  by  all  third-party  payors  provid- 
ing reimbursement  to  Pennsylvania  physi- 
cians. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  8&53. 

Your  reference  committee  heard  only  posi- 
tive testimony  on  this  resolution. 

The  House  adopted  Resolution  86-53. 

Report  X,  Board  of  Trustees:  KePRO 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Report  X of  the  Board 
of  Trustees. 

Your  reference  committee  heard  consider- 
able and  sometimes  heated  testimony  on  this 
report,  and  on  KePRO.  The  testimony  was 
very  open  and  both  positive  and  negative 
views  were  expressed. 

The  House  adopted  Report  X. 

Resolution  86-44,  Possible  Harassment 
of  Staff  Physicians  by  Keystone  Peer 
Review  Organization 

RESOLVED,  That  this  Committee  report 
to  the  Pennsylvania  Medical  Society  mem- 
bership via  Pennsylvania  Medicine  on  a 
regular  basis,  showing  statistics  indicating 
that  the  KePRO  reviewers  are  meeting  ele- 
ments of  quality  and  timeliness  which  are 
reasonable  to  our  membership. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  86-44,  as 
amended. 

The  first  RESOLVED  is  deleted. 

The  second  RESOLVED  is  amended  as  fol- 
lows: 

RESOLVED,  That  the  Ad  Hoc  Committee 
on  KePRO  Oversight  be  responsible  for  a re- 
port to  the  membership  of  the  Society  on  a 
regular  basis  regarding  KePRO  activities. 

Your  reference  committee  heard  consider- 
able testimony  on  this  resolution,  both  posi- 
tive and  negative.  In  view  of  the  existence  of 
the  Ad  Hoc  Committee  on  KePRO  Oversight 
and  the  excellent  report  contained  in  Report 
X of  the  Board  of  Trustees,  it  was  the  con- 
sensus of  the  reference  committee  that  the 
membership  of  the  Society  would  best  be 
served  by  an  amended  Resolution  86-44. 

The  House  adopted  as  amended  Resolution 
86-44. 

Resolution  86-32,  Comprehensive  Re- 
port on  KePRO 

RESOLVED,  That  KePRO  present  a com- 
prehensive report  of  its  activities  since  its  or- 
ganization to  the  1986  meeting  of  the  House 
of  Delegates. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  8&32. 


Your  reference  committee  heard  no  testi- 
mony on  this  resolution  and  felt  that  the  time 
frame  was  not  relevant.  Also,  Report  A of 
the  Keystone  Peer  Review  Organization  and 
Report  X of  the  Board  of  Trustees  provided 
the  House  of  Delegates  with  a report  of 
KePRO  activities  during  the  past  year. 

The  House  rejected  Resolution  86-32. 

Resolution  86-19,  Reports  of  KePRO 
Board  of  Directors  to  House  of  Dele- 
gates 

RESOLVED,  That  the  Board  of  Directors 
of  KePRO  be  instructed  to  provide  to  the 
members  of  the  PMS  House  of  Delegates,  on 
a quarterly  basis,  a compilation  including  as 
minimal  information  the  following  data:  the 
standards  for  selection  of  specialty  physi- 
cians; the  number  of  cases  reviewed  by  spe- 
cialty and  the  disposition;  for  all  cases  not 
passed,  the  reason(s)  the  case  failed  review; 
and  for  all  cases  which  failed  review,  the  phy- 
sician(s)  involved  be  given  the  opportunity  to 
provide  written  rebuttal  to  be  included  in  the 
report.  (Note:  All  reports  will  maintain  nor- 
mal confidentiality  requirements.) 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  8&19. 

Your  reference  committee  heard  a moder- 
ate amount  of  testimony,  both  positive  and 
negative,  on  this  resolution.  The  reference 
committee  feels  that  Resolution  86-44,  as 
amended,  will  meet  the  needs  of  the  Society’s 
membership. 

The  House  rejected  Resolution  86-19. 

Resolution  86-54,  Modification  of 
HCFA  Requirements  for  KePRO;  In- 
crease Number  of  Physician  Reviewers 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  directly  and  through  their  AMA 
representation  attempt  to  identify,  modify, 
and  delete  HCFA  requirement  and  resultant 
KePRO  actions  that  have  adverse  or  minimal 
effect  on  the  quality  of  patient  care;  and  be  it 
further 

RESOLVED,  Pennsylvania  physicians  be 
strongly  urged  to  serve  KePRO  as  reviewing 
physicians. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  86-54. 

Your  reference  committee  heard  little  testi- 
mony on  this  resolution  but  feels  that  it  com- 
pliments Report  X of  the  Board  of  Trustees. 

The  House  adopted  Resolution  86-54. 

Resolution  86-56,  KePRO 

RESOLVED,  That  the  PMS  divorce  itself 
from  KePRO  and  again  assume  an  advocate 
rather  than  adversary  role  toward  the  physi- 
cians and  patients  in  Pennsylvania. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  86-56. 

Your  reference  committee  heard  very  little 
testimony  on  this  resolution;  none  of  the  tes- 
timony except  the  author’s  supported  the 
action  called  for  in  the  RESOLVED. 

The  House  rejected  Resolution  86-56. 

Resolution  86-26,  Establishing  Compli- 
cated Readmission  and  Earlier  Original 
Admissions  as  a Single  Admissions 
Payment  and  Review  Purposes  Under 
the  DRG  System 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society,  in  conjunction  with  the  Ameri- 
can Medical  Association,  work  to  effect 


changes  in  the  prospective  pricing  system  for 
Medicare  and  the  PRO  denial  process  so  that 
complicated  readmissions  and  the  earlier 
original  admissions  are  considered  to  be  a 
single  admission  for  payment  and  review 
purposes. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  8&26. 

Your  reference  committee  heard  little  testi- 
mony on  this  resolution.  The  committee  feels 
that  the  intent  of  the  RESOLVED  is  compat- 
ible with  the  recommendations  contained  in 
Report  X of  the  Board  of  Trustees. 

The  House  adopted  Resolution  86-26. 

Reference  Committee  B 
Presented  by:  Brenda  K.  Baumann,  MD 
Mr.  Speaker,  members  of  the  House  of  Del- 
egates, Reference  Committee  B has  consid- 
ered all  of  the  items  in  the  index. 

The  following  items  have  been  grouped  to- 
gether in  a waiver  of  debate  list;  no  testi- 
mony was  heard,  and  the  committee  feels  the 
items  are  of  a noncontroversial  nature. 

Report  B,  Board  of  Trustees:  Drinking 
and  Driving 

Report  C,  Board  of  Trustees:  Cost  of 
Medical  Education 

Report  H,  Board  of  Trustees:  Alpha- 
Fetoprotein  Testing 
Report  A,  Council  on  Education  and 
Science:  Report  on  Annual  Activities 
Report  B,  Council  on  Education  and 
Science:  Risk  Management  Program 
Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  above  items  be  filed: 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  extract  Board  Reports  C and 
H from  the  waiver  of  debate  list.  The  House 
approved  this  motion.  It  was  moved  and  sec- 
onded from  the  floor  of  the  House  to  adopt 
Report  C and  add  to  the  first  recommenda- 
tion, “.  . . including  low  market  rate  interest 
loans,  service  contingent  loans,  and  extended 
deferments  on  loan  principal  through  gradu- 
ate medical  education  training  ...”  after  the 
words,  “The  Board  recommends  that  the  So- 
ciety continue  to  lobby  at  the  state  legisla- 
tive level  to  keep  money  for  medical  educa- 
tion ...”  and  before  the  words,  “.  . . available 
and  that  the  Society  continue  to  support  the 
mission  of  The  Educational  and  Scientific 
Trust.”  The  House  adopted  Report  C with 
the  addition  to  the  first  recommendation. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  adopt  Report  H.  The  follow- 
ing editorial  correction  was  offered  from  the 
floor  of  the  House  to  the  second  point  in  Re- 
port H:  The  addition  of  the  word,  “all,”  after 
the  words,  “That  the  Society  support  alpha 
fetoprotein  testing  for  ...”  and  before  the 
words,  “.  . . Medicaid  patients  who  are  at 
risk.”  This  editorial  revision  was  accepted. 
The  House  adopted  as  editorially  revised  Re- 
port H. 

The  House  approved  filing  the  remainder 
of  the  waiver  of  debate  items. 

Resolution  86-7:  Tobacco  Advertising 
RESOLVED,  That  PMS  support,  prefera- 
bly, a total  ban  on  tobacco  advertising  in  the 
print  media;  and  be  it  further 
RESOLVED,  That  PMS  support  an  effort 
to  provide  equal  space  in  the  print  media  for 
anti-tobacco  public  service  announcements 
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supplied  by  nonprofit  and/or  governmental 
health  agencies  at  no  cost  to  these  entities. 

Resolution  86-31:  Ban  on  Tobacco  Ad- 
vertising 

RESOLVED.  That  the  Pennsylvania  Med- 
ical Society  support  an  effort  to  provide 
equal  space  in  the  print  media  for  anti- 
tobacco public  service  advertisements  sup- 
plied by  nonprofit  and/or  governmental 
health  agencies,  at  no  cost  to  these  entities; 
and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  support,  preferentially,  a total 
ban  on  tobacco  advertising  in  the  print  me- 
dia. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  8&7. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends filing  of  Resolution  86-31. 

Your  reference  committee  heard  no  testi- 
mony on  these  resolutions.  The  two  are  iden- 
tical in  content,  so  adopting  one  is  sufficient. 
The  House  adopted  Resolution  86-7. 

The  House  approved  filing  Resolution  86- 
31. 

Resolution  86-24:  Ban  on  Smoking  in 
Hospitals 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  call  for  a complete  ban  on  smok- 
ing in  hospitals. 

Mr  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  8&24. 

Your  reference  committee  heard  primarily 
favorable  testimony  on  this  resolution. 

The  House  adopted  Resolution  86-24. 

Resolution  86-25:  Ban  on  Distribution 
of  Cigarettes  and  Smokeless  Tobacco 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  oppose  the  distribution  of  free 
cigarettes  and  smokeless  tobacco  in  public; 
and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  endeavor  to  have  legislation 
passed  which  would  bar  the  distribution  of 
free  cigarettes  and  smokeless  tobacco  in  pub- 
lic in  Pennsylvania. 

The  House  adopted  Resolution  86-25. 

Resolution  86-15:  Blood  Alcohol  Level 
RESOLVED,  That  the  Pennsylvania  Dele- 
gation to  the  AM  A be  instructed  to  intro- 
duce an  AM  A resolution  calling  for  federal 
legislation  requiring  that  all  states  enact  leg- 
islation calling  for  a maximum  .05%  blood  al- 
cohol level  standard  in  order  to  be  eligible  for 
federal  highway  funds. 

Mr  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  8&15. 

Your  reference  committee  heard  no  unfa- 
vorable testimony  on  this  resolution.  Addi- 
tionally, your  reference  committee  reviewed 
background  material  from  the  AMA  which 
supports  the  concept  of  lowering  the  blood 
alcohol  level  for  determining  driving  while  in- 
toxicated. 

The  House  adopted  Resolution  86-15. 

Resolution  86-18:  Clinical  Clerkships 
RESOLVED,  That  PMS  strongly  object 
to  the  practice  of  substituting  clinical  experi- 
ences provided  by  United  States  institutions 
for  the  core  clinical  curriculum  of  foreign 
medical  schools;  and  be  it  further 
RESOLVED,  That  PMS  strongly  disap- 


prove of  any  legislative  or  regulatory  mea- 
sures requiring  the  placement  of  any  medical 
school  undergraduate  students  in  hospitals 
and  other  medical  care  delivery  facilities 
which  lack  educational  resources  and  experi- 
ence for  supervised  teaching  of  clinical  medi- 
cine. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  86-18. 

Your  reference  committee  heard  consider- 
able testimony  on  this  resolution.  All  of  it 
was  favorable. 

The  House  adopted  Resolution  86-18. 

Resolution  86-20:  Healthy  Start  Cam- 
paign 

RESOLVED,  That  PMS  join  the  coalition 
of  organizations  which  are  seeking  legislative 
action  to  reduce  infant  morbidity  and  mortal- 
ity through  the  Healthy  Start  campaign. 

Mr.  Speaker,  your  reference  committeee  rec- 
ommends adoption  of  Resolution  8&20. 

Your  reference  committee  heard  the  author 
of  this  resolution  most  persuasively  present 
the  case  for  this  resolution.  No  negative  testi- 
mony was  heard. 

The  House  adopted  Resolution  86-20. 

Resolution  86-29:  Physicians’  Popula- 
tion Ratio 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  1)  study  the  physician  population 
ratio  in  Pennsylvania,  and  2)  if  a surplus  of 
physicians  is  found,  appropriate  corrective 
action  should  be  taken. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends a substitute  resolution  in  lieu  of 
Resolution  8&29,  and  recommends  that  the 
substitute  resolution  be  referred  to  the  Board 
of  Trustees  for  study. 

WHEREAS,  A physician  surplus  exists  in 
the  United  States  today  (optimum  ratio  is 
1.5  to  1.7  physicians  per  1,000  population; 
present  system  has  2.2  physicians  available 
per  1,000  population);  and 
WHEREAS,  Under  the  present  system 
the  surplus  will  increase  (project  2.4  per 
1,000  by  year  1990  and  2.6  per  1,000  by  year 
2000);  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  1)  study  the  physician  population 
ratio  and  distribution  in  Pennsylvania,  and  2) 
if  a surplus  of  physicians  is  found,  consider 
whether  it  has  an  impact  on  the  quality,  cost, 
or  efficiency  of  patient  care  and  if  so,  con- 
sider appropriate  ameliorative  action. 

The  author  of  the  original  resolution  exten- 
sively highlighted  findings  of  the  final  report 
of  the  AMA  Task  Force  on  Physician  Man- 
power. The  AMA  has  identified  positive 
strategies  to  address  the  impact  of  physician 
distribution  and  maldistribution.  Additional 
testimony  focused  on  the  concern  of  attempt- 
ing to  address  at  a state  level  what  is  realisti- 
cally a national  concern.  Your  reference  com- 
mittee offers  a substitute  resolution, 
acceptable  to  the  author  of  the  original  reso- 
lution, to  enable  the  Society  to  study  this 
subject,  which  is  the  primary  intent. 

The  House  approved  referring  substitute 
Resolution  86-29  to  the  Board  of  Trustees  for 
study. 

Resolution  86-42:  Reciprocal  Reporting 
by  State  Medical  and  Osteopathic 
Boards. 

RESOLVED,  That  the  Pennsylvania  Med- 


ical Society  urge  the  State  Board  of  Medicine 
and  the  State  Board  of  Osteopathic  Medicine 
to  request  from  reported  physicians  the 
names  of  all  hospitals  with  whom  they  have 
affiliation;  and  be  it  further 

RESOLVED,  That  the  Society  urge  the 
state  boards  to  notify  immediately  and  di- 
rectly the  chief  executive  officers  and  medi- 
cal staff  presidents  of  all  institutions  where 
the  physician  has  indicted  affiliation  of  (1)  all 
reports  filed  and  the  nature  of  those  reports 
and  (2)  any  formal  actions  taken  by  these 
boards,  including  citing  for  a formal  hearing 
and  disciplinary  sanctions  on  the  license. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  86-42  as 
amended. 

RESOLVED,  That  the  Society  urge  the 
state  boards  to  notify  immediately  and  di- 
rectly the  chief  executive  officers  and  medi- 
cal staff  presidents  of  all  institutions  where 
the  physician  has  indicated  affiliation,  of  any 
formal  actions  taken  by  these  Boards,  includ- 
ing citing  for  a formal  hearing  and  discipli- 
nary sanctions  on  the  license. 

Your  reference  committee  recommends  de- 
letion of  a portion  of  the  second  RESOLVED 
because  every  complaint  made  to  the  State 
Medical  Board,  whether  it  is  with  merit  or 
not,  causes  a case  file  to  be  opened.  If  a com- 
plaint is  found  to  have  merit,  a formal  hear- 
ing is  initiated  and  an  investigation  begun  on 
the  physician.  Your  reference  committee  be- 
lieves the  intent  of  the  resolution  will  best  be 
served  with  this  deletion. 

The  House  adopted  as  amended  Resolution 
86-42. 

Resolution  86-48:  Organ  Donation  Edu- 
cation 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  address  this  problem  and  act  as 
an  informational  source  to  the  people  of  the 
Commonwealth  of  Pennsylvania;  and  be  it 
further 

RESOLVED,  That  the  PMS  designate  a 
committee  to  develop  and  implement  these 
educational  programs. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  86-48. 

Your  reference  committee  heard  favorable 
testimony  for  this  public  education  campaign 
for  organ  donation. 

The  House  adopted  Resolution  86-48. 

Address  of  the  Vice  President,  Recom- 
mendation 3:  Rotating  Internship 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Recommendation  3 
from  the  Address  of  the  Vice  President. 

Your  reference  committee  heard  consider- 
able testimony  on  this  recommendation,  all 
of  it  in  opposition. 

The  House  adopted  Recommendation  3 of 
the  Vice  President. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  that  debate  be  limited  to  two 
minutes  per  person.  The  House  approved 
this  motion. 

Reference  Committee  G 
Presented  by:  Robert  W.  Allen,  MD 

Mr.  Speaker,  members  of  the  House  of  Del- 
egates, Reference  Committee  G has  consid- 
ered all  of  the  items  in  the  index. 

The  following  items  have  been  grouped  to- 
gether in  a waiver  of  debate  list;  little  or  no 
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testimony  was  heard  and  the  committee  feels 
ithe  items  are  of  a noncontroversial  nature: 

! Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  items  be  filed: 

Report  A,  Board  of  Trustees 

Report  N,  Board  of  Trustees:  Committee  on 

Long  Range  Assessment  Future  Impact 

Statement 

Report  Q,  Board  of  Trustees:  Committee  on 
Public  Relations 

Necrology  Report,  Board  of  Trustees. 
Report  S,  Board  of  Trustees:  1987  Bud- 
get 

Report  A,  Medical  Student  Section 
Trustee  Reports:  First  Through 

Twelfth  District,  Specialty  Society,  Res- 
ident Physician,  and  Medical  Student 
Report  A,  Auditor 
Report  A,  Executive  Vice  President 
Report  A,  Treasurer 
Report  A,  Pennsylvania  Delegation  to 
the  AM  A 

Report  A,  the  Educational  and  Scien- 
tific Trust 

Report  A,  Council  on  Membership 
Report  A,  Advisory  Committee  to  the 
Auxiliary 

Report  A,  Advisory  Committee  on  Pro- 
fessionalism 

Report  A,  Committee  on  Medical  Be- 
nevolence 

Report  A,  Resident  Physician  Section 
Report  A,  Secretary 
Address  of  the  PMSA  President,  Mrs. 
Robert  L.  Snyder 

The  House  approved  filing  the  waiver  of 
debate  items. 

Report  J,  Board  of  Trustees:  Allocation 
to  Support  Student  Loan  Program 
Report  A,  Committee  on  Aid  to  Educa- 
tion 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  J of  the  Board  of 
Trustees  and  Report  A of  the  Committee  on 
Aid  to  Education,  which  calls  for  a $10  alloca- 
tion for  the  1987  annual  membership  assess- 
ment to  support  the  student  loan  program,  be 
approved. 

Your  reference  committee  heard  no  testi- 
mony on  this  item.  However,  your  reference 
committee  would  like  to  urge  members  of  the 
House  of  Delegates  to  support  the  student 
loan  program  with  individual  tax  deductible 
contributions  to  the  PMS  Educational  and 
Scientific  Trust. 

The  House  adopted  Report  J and  Report 
A. 

Report  L,  Board  of  Trustees:  Ex  Officio 
Position  for  PMS  Auxiliary  on  PMS 
Board  of  Trustees 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  L,  Board  of  Trustees 
which  concluded  that  the  current  method  of 
Auxiliary  representation  affords  the  Auxil- 
iary considerable  access  to  the  Board  and  rec- 
ommends that  Board  membership  be  limited 
to  PMS  members  be  adopted. 

Your  reference  committee  heard  no  testi- 
mony concerning  this  matter. 

The  House  adopted  Report  L. 

Report  R,  Board  of  Trustees:  Annual 
Assessment  for  Students 
Mr.  Speaker,  your  reference  committee  rec- 


ommends that  Report  R,  Board  of  Trustees 
calling  for  a 1987  dues  for  student  members 
of  $5,  be  approved. 

Your  reference  committee  heard  no  testi- 
mony on  this  subject. 

The  House  adopted  Report  R. 

Resolution  86-2:  Task  Force  on  Member 
Benefits 

RESOLVED,  That  a task  force  of  not  less 
than  5 members  be  appointed  to  evaluate 
possible  member  participation  benefits  in- 
cluding, but  not  limited  to  clinical  con- 
gresses, sports  meetings,  health  fairs,  joint 
sponsorship  of  meetings  with  the  specialty 
societies,  and  regional  meetings  cosponsored 
with  the  societies  of  adjoining  states;  and  be 
it  further 

RESOLVED,  That  a report  be  made  to  the 
1987  House  of  Delegates. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  8&2,  calling  for  a 
task  force  on  member  benefits,  be  rejected. 

Your  reference  committee  learned  that  a re- 
cent nonmember  study  indicated  that  mem- 
ber benefits  were  not  the  primary  reason  for 
joining  and  maintaining  membership  in  the 
organization.  In  addition  to  that,  your  refer- 
ence committee  heard  little  support  for  this 
matter. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  refer  Resolution  86-2  to  the 
Board  of  Trustees.  The  House  approved  this 
motion. 

Resolution  86-3:  Reports  of  Board  of 
Trustees  to  House  of  Delegates 

RESOLVED,  That  the  Board  of  Trustees 
report  individually  on  the  status  of  each  and 
every  matter  adopted  and/or  referred  by  the 
House;  and  be  it  further 

RESOLVED,  That  these  reports  be  mean- 
ingful;* and  be  it  further 

RESOLVED,  That  such  reports  be  made 
on  no  less  than  a quarterly  basis.  (♦Meaning- 
ful shall  be  interpreted  as  providing  a report 
that  indicates  more  than  expressions,  such  as 
“referred  to  a council,”  or  “action  underway.” 
For  example,  “referred  to  a council”  should 
be  expanded  to  indicate  actions  to  be  taken 
or  which  have  been  taken,  the  dates  of  such 
actions,  etc.) 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  8&3,  concerning  re- 
ports of  the  Board  of  Trustees  to  House  of 
Delegates,  be  rejected. 

Your  reference  committee  heard  testimony 
mostly  against  this  resolution.  Your  refer- 
ence committee  was  informed  that  communi- 
cations with  constituents  is  a major  responsi- 
bility of  each  trustee. 

The  House  rejected  Resolution  86-3. 

Resolution  86-4:  Official  PMS  Lapel  Pin 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  adopt  an  official  lapel  pin  as  one 
of  the  benefits  of  membership;  and  be  it  fur- 
ther 

RESOLVED,  That  a contest  be  held,  ask- 
ing physician  members  to  submit  possible 
designs  for  a lapel  pin;  and  be  it  further 

RESOLVED,  That  appropriate  recogni- 
tion be  given  to  members  submitting  the 
best  designs. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  adoption  of  the  following  sub- 
stitute resolution  in  lieu  of  Resolution  86-4. 


RESOLVED,  That  the  Educational  and 
Scientific  Trust  look  into  the  feasibility  of  of- 
fering lapel  pins,  tie  tacks,  and  other  such 
items  indicating  PMS  membership  as  a 
method  of  raising  funds  for  the  Trust. 

Your  reference  committee  heard  testimony 
in  support  of  developing  identification  items 
of  membership,  but  not  necessarily  at  the  ex- 
pense of  the  State  Society.  Since  the  Educa- 
tional and  Scientific  Trust  has  experience 
with  fund  raising  through  the  sale  of  ties  and 
other  items,  this  seemed  like  a logical  exten- 
sion to  be  considered. 

The  House  adopted  substitute  Resolution 
86-4. 

Resolution  86-16:  Young  Physician  Sec- 
tion 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  create  a Young  Physicians  Sec- 
tion; and  be  it  further 

RESOLVED,  That  the  Bylaws  Committee 
draft  appropriate  changes  to  be  presented  to 
the  House  in  1987. 

Resolution  86-30:  Young  Physician  Sec- 
tion 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  establish  a young  physicians  sec- 
tion; and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  change  its  bylaws  as  soon  as  pos- 
sible to  effect  this  change. 

Report  W,  Board  of  Trustees;  Forma- 
tion of  Young  Physician  Organization 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  W of  the  Board  of 
Trustees  on  the  formation  of  a Young  Physi- 
cian Section  be  approved  in  lieu  of  Resolution 
86-16  and  Resolution  8&30. 

Your  reference  committee  heard  mostly 
positive  comments  concerning  formation  of  a 
Young  Physician  Section.  In  recommending 
approval  of  this  matter,  your  reference  com- 
mittee urges  county  medical  societies  to  con- 
tinue to  strive  to  have  young  physicians  be- 
come active  in  the  county  organization. 

The  House  adopted  Report  W in  lieu  of 
Resolutions  86-16  and  86-30. 

Resolution  86-28:  Pennsylvania  Medi- 
cal Society  Public  Relations  Program 

RESOLVED,  That  the  entire  thrust  of  the 
public  relations  efforts  of  the  Pennsylvania 
Medical  Society  be  directed  toward  the  liabil- 
ity crisis  until  it  is  resolved. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  8&28,  concerning 
the  Pennsylvania  Medical  Society  Public  Re- 
lations Program,  be  approved. 

Your  reference  committee  heard  mostly  fa- 
vorable comments  concerning  this  matter. 

The  House  adopted  Resolution  86-28. 
Address  of  the  PMS  President,  R.  Wil- 
liam Alexander,  MD,  Recommenda- 
tions 1-13 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendations  1 through 
11  of  the  Address  of  the  President,  be  referred 
to  the  Board  of  Trustees. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  12  of  the 
Address  of  the  President,  calling  for  county 
medical  societies  to  establish  liaison  commit- 
tees with  the  people  in  their  communities,  be 
approved. 
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Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  13  of  the 
Address  of  the  President,  recommending 
that  there  be  liaison  committees  formed  be- 
tween the  board  of  directors  of  county  medi- 
cal societies  and  hospital  medical  staffs,  be 
approved 

Mr  Speaker,  your  reference  committee  rec- 
ommends that  the  remainder  of  the  Address 
of  the  President  be  filed. 

Your  reference  committee  was  in  favor  of 
the  intent  of  Recommendations  1 through  1 1 
of  the  Address  of  the  President  but  felt  con- 
siderable study  would  be  needed  for  imple- 
mentation. Very  little  testimony  was  heard 
on  these  items. 

The  House  approved  referring  to  the 
Board  of  Trustees  Recommendations  1-11  of 
the  president. 

The  House  adopted  Recommendation  12  of 
the  president. 

The  House  adopted  Recommendation  13  of 
the  president. 

The  House  approved  filing  the  remainder 
of  the  Address  of  the  President. 

Address  of  the  PMS  Vice  President, 
Donald  E.  Harrop,  MD,  Recommenda- 
tion 1 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  1 of  the  Ad- 
dress of  the  Vice  President,  asking  the  House 
to  instruct  the  Educational  and  Scentific 
Trust  to  explore  the  commissioning  of  a thor- 
ough study  of  the  medico-legal  system  in 
Pennsylvania,  be  approved. 

Your  reference  committee  heard  no  testi- 
mony on  Recommendation  1 of  the  Address 
of  the  Vice  President. 

The  House  adopted  Recommendation  1 of 
the  vice  president. 

Mr.  Speaker,  members  of  the  House  of  Del- 
egates, Reference  Committee  G reconvened 
to  consider  the  Address  of  the  PMS  Presi- 
dent Elect,  R.  Robert  Tyson,  MD: 

Address  of  the  PMS  President  Elect,  R. 
Robert  Tyson,  MD 
Recommendation  1 
Recommendation  2 
Recommendation  5 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendations  1,  stating 
that  it  be  the  duty  of  physicians  to  advise 
their  patients  about  the  current  liability 
threat  to  their  health,  2,  calling  for  PMS  to 
start  an  all-member  campaign  to  enlist  the 
public's  support  in  our  professional  liability 
efforts,  and  5,  stating  that  the  attempt  to 
eliminate  the  mandatory  insurance  provision 
in  Act  111  should  be  put  off  for  future  use,  be 
filed. 

Your  reference  committee  feels  that  the 
contents  of  these  recommendations  were  con- 
sidered under  the  report  of  Reference  Com- 
mittee F. 

The  House  approved  filing  Recommenda- 
tions 1,  2,  and  5 of  the  president  elect. 

Address  of  the  PMS  President  Elect,  R. 
Robert  Tyson,  MD 
Recommendation  3 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  3,  asking 
that  the  House  of  Delegates  give  latitude  to 
our  negotiating  teams  in  their  effort  to  gain 
meaningful  relief  to  the  professional  liability 
program,  be  approved 

Your  reference  committee  heard  mostly 
positive  comments  concerning  this  recom- 

66  Pennsylvania  Medicine,  January  1987 


mendation. 

The  House  adopted  Recommendation  3 of 
the  president  elect. 

Address  of  the  PMS  President  Elect,  R. 
Robert  Tyson,  MD 
Recommendation  4 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  4,  recom- 
mending that  we  should  accept  no  bill  on  pro- 
fessional liability  that  does  not  give  us 
significant  relief,  be  approved. 

Your  reference  committee  heard  little  com- 
ment on  this  recommendation,  but  is  in  favor 
of  its  intent. 

The  House  adopted  Recommendation  4 of 
the  president  elect. 

Address  of  the  PMS  President  Elect,  R. 
Robert  Tyson,  MD 
Recommendation  6 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  6,  urging 
that  every  member  of  this  House  of  Dele- 
gates to  become  a contributing  member  of 
PaMPAC,  be  approved. 

Your  reference  committee  feels  strongly 
that  it  is  the  responsibility  of  members  of 
this  House  to  support  PaMPAC. 

The  House  adopted  Recommendation  6 of 
the  president  elect. 

Address  of  the  PMS  President  Elect,  R. 
Robert  Tyson,  MD 
Recommendation  7 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  7,  urging  all 
physician  members  and  their  spouses  to  be- 
come active  in  their  legislators'  campaigns, 
be  approved. 

Your  reference  committee  heard  only  com- 
ments in  favor  of  this  recommendation. 

The  House  adopted  Recommendation  7 of 
the  president  elect. 

Address  of  the  PMS  President  Elect,  R. 
Robert  Tyson,  MD 
Recommendation  8 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  8,  recom- 
mending that  PMS  seek  to  have  physicians 
involved  in  the  evaluation  of  the  data  of  the 
Cost  Containment  Council,  be  referred  to  the 
Board  of  Trustees. 

Your  reference  committee  heard  little  dis- 
cussion on  this  subject. 

The  House  approved  referring  Recommen- 
dation 8 of  the  president  elect  to  the  Board  of 
Trustees. 

Address  of  the  PMS  President  Elect,  R. 
Robert  Tyson,  MD 
Recommendation  9 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  9,  in  regards 
to  the  Chamber  of  Commerce  “ buy  right  pro- 
gram, " physicians  who  have  an  interest  in 
this  area  are  urged  to  become  involved  in 
these  local  projects,  be  approved. 

Your  reference  committee  urges  all  mem- 
bers of  this  House  to  consider  joining  their 
local  chambers  of  commerce  and  other  civic 
organizations  in  order  to  give  their  input  to 
these  organizations. 

The  House  adopted  Recommendation  9 of 
the  president  elect. 

Address  of  the  PMS  President  Elect,  R. 
Robert  Tyson,  MD 


Recommendation  10 
Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  10,  urging 
that  we  do  everything  possible  to  improve 
the  teamwork  of  the  Pennsylvania  Delega- 
tion to  the  AMA,  be  approved. 

Your  reference  committee  heard  limited 
discussion  in  favor  of  this  recommendation. 

The  House  adopted  Recommendation  10  of 
the  president  elect. 

Address  of  the  PMS  President  Elect,  R. 
Robert  Tyson,  MD 
Recommendation  11 
Recommendation  12 
Recommendation  13 
Recommendation  15 
Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendations  11,  recom- 
mending that  the  chairman  and  vice  chair- 
man of  the  delegation  be  appointed  by  the 
speaker  of  the  House  and  the  chairman  of  the 
Board,  12,  calling  for  guidelines  to  be  devel- 
oped for  the  desired  age  of  the  delegation 
members,  13,  calling  for  the  final  decision- 
making process  of  the  delegation  to  be  made 
by  delegates  with  input  from  the  alternate 
delegates,  and  15,  calling  for  the  function  of 
the  delegation  to  be  converted  from  a part- 
time  to  a year-round  responsibility  be  re- 
ferred to  the  Pennsylvania  Delegation  to  the 
AMA  for  study.  . 

Your  reference  committee  learned  that  the 
Pennsylvania  Delegation  to  the  AMA  has  es- 
tablished a task  force  to  study  the  internal 
workings  of  that  group.  Your  reference  com- 
mittee feels  that  these  items  should  be  added 
to  the  committee’s  agenda. 

The  House  approved  referring  to  the  Dele- 
gation to  the  AMA  for  study  Recommenda- 
tions 11,  12,  13,  and  15  of  the  president  elect. 

Address  of  the  PMS  President  Elect,  R. 
Robert  Tyson,  MD 
Recommendation  14 
Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  14,  recom- 
mending that  the  PMS  House  of  Delegates 
recognize  the  work  of  the  Committee  to  Nom- 
inate Delegate  and  Alternate  Delegates  to 
the  AMA  and  to  heed  their  recommenda- 
tions, be  approved. 

Your  reference  committee  feels  this  recom- 
mendation is  vitally  important  since  the 
members  of  this  House  are  not  always  aware 
of  the  contributions  of  each  Pennsylvania 
delegate. 

The  House  adopted  Recommendation  14  of 
the  president  elect. 

Reference  Committee  D 
Presented  by:  William  F.  Bouzarth,  MD 
Mr.  Speaker,  members  of  the  House  of  Del- 
egates, Reference  Committee  D has  consid- 
ered all  the  items  in  the  index. 


Report  A,  Council  on  Legislation 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  A of  the  Council  on 
Legislation  be  filed. 

The  report  details  the  efforts  that  the  coun- 
cil has  put  into  garnering  more  interest  and 
participation  from  county  societies  and  indi- 
vidual physicians  in  its  legislative  programs. 
The  House  should  be  most  appreciative  of 
these  efforts  and  urge  their  continuation. 

The  House  approved  filing  Report  A. 


Report  B,  Council  on  Legislation 

i Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  B of  the  Council  on 
Legislation  be  filed. 

This  report  summarizes  legislation  that 
has  been  considered  in  the  legislature.  This 
report  is  must  reading  for  delegates  since 
some  of  the  bills  are  the  result  of  actions 
taken  previously  by  this  House. 

The  House  approved  filing  Report  B. 

Report  A,  Pennsylvania  Medical  Politi- 
cal Action  Committee 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  A of  the  Pennsylvania 
Medical  Political  Action  Committee  be  filed. 

PaMPAC’s  report  tells  us  that  we  have  en- 
joyed a 14  percent  increase  in  membership 
this  year.  It  is  still  not  the  optimum  that 
needs  to  be  made.  It  also  points  out  that  the 
Pennsylvania  Trial  Lawyers  PAC  continues 
to  be  the  largest  in  the  Commonwealth  with 
individual  attorneys  contributing  $80  to 
$100  per  month  on  a bank  draft  system.  We 
must  do  better. 

A suggestion  was  made  from  the  floor  of 
the  House  that,  in  the  future,  the  PaMPAC 
report  contain  more  meaningful  information, 
i.e.,  economic  impact  of  the  monies.  The 
House  approved  filing  Report  A. 

Resolution  86-23:  Mandatory  use  of 
Seat  Belts 

RESOLVED,  That  the  Philadelphia 
County  Medical  Society  and  the  Pennsylva- 
nia Medical  Society  urge  the  Pennsylvania 
legislature  to  enact  a similar  law,  making  the 
use  of  seat  belts  for  adults  as  well  as  children 
mandatory. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  adoption  of  Resolution  8&23. 

Your  committee  was  informed  that  the  So- 
ciety has,  in  fact,  already  been  involved  in 
the  legislative  campaign  for  a seat  belt  law 
and  urges  that  this  work  be  continued. 

The  House  adopted  Resolution  86-23. 

Resolution  86-38:  Support  of  Keystone 
Safety  Belt  Network 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  encourage  the  Senate  to  noncon- 
cur and  increase  its  grass  roots  lobbying  ef- 
forts in  an  attempt  to  secure  a good  safety 
belt  bill  in  conference  committee;  and  be  it 
further 

RESOLVED,  That  anticipating  passage  of 
a law,  the  Pennsylvania  Medical  Society 
pledge  increased  support  for  the  post-law  ed- 
ucation efforts  of  the  Keystone  Safety  Belt 
Network. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  adoption  of  Resolution  86-38. 

The  House  adopted  Resolution  86-38. 

Resolution  86-40:  Direct  Reimburse- 
ment of  Nurse  Anesthetists 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  oppose  any  statute,  regulation, 
or  similar  action  which  provides  for  direct  re- 
i imbursement  of  certified  registered  nurse  an- 
I esthetists  in  the  circumstances  described 
above. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  adoption  of  Resolution  86-40. 

The  resolution  calls  for  opposition  to  direct 
reimbursement  by  insurance  companies  to 
nurses. 

The  House  adopted  Resolution  86-40. 


Resolution  86-50:  Health  Consequences 
of  Firearms 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  continue  to  support  effective  gun 
control  measures  in  the  protection  of  the  pub- 
lic’s health:  and  be  it  further 

RESOLVED,  That  the  PMS  urge  the 
AMA  by  resolution  to  review  existing  pro- 
grams on  hand  gun  safety  for  their  effective- 
ness; and  be  it  further 
RESOLVED,  That  the  PMS  urge  the 
AMA  to  actively  seek  funding  of  scientific  re- 
search on  firearm-related  injury  and  death  by 
appropriate  national  groups  like  the  Centers 
for  Disease  Control;  and  be  it  further 
RESOLVED,  That  the  PMS  support  fire- 
arm registration  at  the  local  level  including 
the  initiation  of  appropriate  legislation;  and 
be  it  further 

RESOLVED,  That  the  PMS  urge  the 
AMA  to  support  that  firearm  registration 
legislation  be  initiated  by  all  state  and  local 
medical  societies. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  8&50  be  rejected. 

Most  of  the  testimony  heard  on  this  resolu- 
tion was  in  the  negative.  Several  portions  of 
the  “WHEREAS”  were  found  to  be  inaccu- 
rate. All  testimony  indicated  concern  over 
firearms,  but  the  resolution  did  not  address  a 
viable  approach. 

The  following  amendment  was  moved  and 
seconded  from  the  floor  of  the  House: 
“WHEREAS,  Firearm  violence  results  in  a 
mortality  of  23,000  per  year  and  a morbidity 
of  over  190,000  per  year;  and 
WHEREAS,  Funding  of  scientific  re- 
search studying  the  health  consequences  of 
firearm  deaths  and  related  injuries  is  cur- 
rently without  any  support  by  nationally- 
recognized  groups  like  the  Centers  for  Dis- 
ease Control;  and 

WHEREAS,  AMA  policy  in  the  past  has 
only  identified  the  need  for  the  enactment  of 
national  gun  control  laws,  their  stricter  en- 
forcement, and  stricter  penalties  for  their  use 
in  certain  crimes;  and 
WHEREAS,  the  AMA  Board  of  Trustees’ 
Commission  on  Emegency  Medicine  is  cur- 
rently studying  the  health  consequences  of 
firearm  use,  the  arguments  for  and  against 
firearm  control  legislation,  the  debate  on  fire- 
arm registration  versus  a ban,  and  physician 
opinion  on  the  public  health  effects  of  fire- 
arms; and 

WHEREAS,  the  AMA-RPS  and  MSS  are 
also  in  the  process  of  developing  specific  pol- 
icy recommendations  for  AMA  action  mak- 
ing this  a ripe  opportunity  for  the  Pennsylva- 
nia Medical  Society  to  be  proactive  in  the 
firearm  policy  debate;  therefore  be  it 
RESOLVED,  That  the  PMS  support  an 
AMA  review  of  existing  programs  on  hand 
gun  safety  for  their  effectiveness;  and  be  it 
further 

RESOLVED,  That  the  PMS  advocate 
funding  of  scientific  research  on  firearm- 
related  injury  and  death  by  appropriate  na- 
tional groups  like  the  Centers  for  Disease 
Control." 

An  additional  amendment  was  offered 
from  the  floor  of  the  House  to  delete  the 
words,  “ . . . Centers  for  Disease  control 
in  the  second  Whereas  and  insert  the  words, 
“ . . . medical  care  of  the  U.S.  Army  ..."  The 
speaker  suggested  inserting  a period  after 
the  word,  “groups,”  in  the  second  Whereas 
and  deleting  the  words,  “ . . . like  the  Centers 
for  Disease  Control ...”  The  House  accepted 


this  suggestion.  The  House  adopted  as 
amended  Resolution  86-50. 

Resolution  86-51:  Mandatory  Trade  and 
Generic  Labeling  of  all  Prescriptions 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society,  through  its  appropriate  council, 
lobby  for  the  mandatory  generic  and  trade 
name  labeling  of  all  prescriptions,  unless 
specified  as  “Do  Not  Label.” 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  8&51  be  referred  to 
the  Board  of  Trustees  for  study  and  report 
back  to  the  House  in  1987. 

Your  committee,  although  it  heard  testi- 
mony both  pro  and  con,  feels  that  if  the  in- 
tent of  this  resolution  is  worthwhile,  it  needs 
much  refinement  prior  to  getting  the  official 
blessing  of  this  House. 

The  House  approved  referring  Resolution 
86-51. 

Recommendation  2:  Address  of  the 
Vice  President  Supporting  Senate  Bill 
1545 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  2 of  the  Vice 
President  be  approved. 

This  bill  creates  a “Coroner’s  Education 
Board”  entrusted  with  developing  manda- 
tory courses  such  as  crime-scene  investiga- 
tion, toxicology,  and  the  legal  duties  of  the 
office.  Dr.  Harrop  feels  this  will  enhance  the 
operation  of  the  county’s  coroner’s  offices. 

The  House  adopted  Recommendation  2 of 
the  Vice  President. 

Annual  assessment 

Henry  H.  Fetterman,  MD,  chairman  of  the 
Finance  Committee  of  the  Board  of  Trustees, 
presented  the  following  report  containing  the 
recommendation  of  the  Finance  Committee 
that  the  annual  assessment  for  full  dues- 
paying  members  be  $300  annually. 

Mr.  Speaker,  the  members  of  the  House  of 
Delegates:  At  the  first  session  of  this  House, 
I presented  to  you  a report  on  the  1987  bud- 
get. The  members  of  the  Board  of  Trustees 
and  the  Finance  Committee  have  taken  care- 
ful note  of  the  actions  of  this  House  of  Dele- 
gates. 

The  House  has  approved  a recommenda- 
tion from  the  Board  of  Trustees  setting  stu- 
dent dues  at  $5. 

The  House  has  approved  a report  from  the 
Board  recommending  that  $10  from  the  1987 
annual  assessment  be  allocated  to  the  Educa- 
tional and  Scentific  Trust.  Subject  to  House 
approval  to  our  Committee’s  recommenda- 
tions, the  Finance  Committee  will  introduce 
a resolution  at  the  reorganization  meeting  of 
the  Board  of  Trustees,  instructing  the  Trea- 
surer of  the  Society  to  make  the  appropriate 
distribution  to  the  Educational  and  Scentific 
Trust. 

In  light  of  the  actions  of  the  House,  the  Fi- 
nance Committee  recommends  that  the  regu- 
lar dues  for  1987  be  $300  annually  for  each 
full  dues-paying  member  and  a proportionate 
share  thereof  for  members  in  other  dues  pay- 
ing categories. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  approve  the  recommendation 
of  the  Finance  Committee  that  the  1987  an- 
nual assessment  be  $300 per  active  members. 
The  House  approved  this  motion. 

Dr.  Raub  introduced  Kay  A.  Barrett,  new 
aide  to  the  speaker. 
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The  House  of  Delegates  adjourned  at  12:07 
p.m. 

Respectfully  submitted, 

James  A.  Raub,  MD,  Speaker 
Jonathan  E.  Rhoads  Jr.,  MD,  Vice  Speaker 
John  H.  Hobart,  MD,  Secretary 
James  E.  Paxton,  Assistant  Secretary 
Kay  A.  Barrett,  Aide  to  the  Speaker 
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County  Medical  Society 

64  86-15  (Reference  Committee  B),  Sub- 

ject: Blood  Alcohol  Level;  Introduced 
by:  Charles  A.  Heisterkamp,  III,  MD, 
on  behalf  of  the  Lancaster  City  and 
County  Medical  Society;  Author: 
Charles  A.  Heisterkamp,  III,  MD 

65  86-16  (Reference  Committee  G),  Sub- 

ject: Young  Physicians  Section;  Intro- 
duced by:  Marvin  H.  Marx,  MD,  on 
behalf  of  the  Montgomery  County 
Medical  Society;  Author:  Marvin  H. 
Marx,  MD 

60  86-17  (Reference  Committee  F),  Subject: 

Reports  of  PMSLIC  to  House  of  Dele- 
gates; Introduced  by:  Roland  A.  , 
Loeb,  MD,  Lancaster  City  and 
County  Medical  Society,  on  behalf  of 
the  Fifth  District;  Author:  Roland  A. 
Loeb,  MD 

64  86-18  (Reference  Committee  B),  Sub- 

ject: Availability  of  Clinical  Clerk- 
ships in  Pennsylvania  to  United 
States  Citizens  Who  Have  Gone  Out- 
side the  United  States  Medical  Edu- 
cation System  and  Enrolled  in  a For- 
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eign  Medical  School;  Introduced  by: 
Bradford  K.  Strock,  MD,  Dauphin 
County  Medical  Society,  on  behalf  of 
the  Fifth  District;  Author:  Bradford 
K.  Strock,  MD 

63  86-19  (Reference  Committee  E),  Sub- 

ject: Reports  of  KePRO  Board  of  Di- 
rectors to  House  of  Delegates;  Intro- 
duced by:  Roland  A.  Loeb,  MD, 
Lancaster  City  and  County  Medical 
Society,  on  behalf  of  the  Fifth  Dis- 
trict; Author:  Roland  A.  Loeb,  MD 

64  86-20  (Reference  Committee  B),  Sub- 

ject: Healthy  Start  Campaign;  Intro- 
duced by:  Thomas  Gessner,  MD,  Past 
President  and  Delegate,  Pennsylvania 
Chapter,  American  Academy  of  Pedi- 
atrics; Author:  Susan  Aronson,  MD, 
President,  Pennsylvania  Chapter, 
American  Academy  of  Pediatrics 

54  86-21  (Reference  Committee  B),  Sub- 

ject: Consultation  with  Psychiatrist 
in  Conjunction  with  Referrals  to  Non- 
medical Practitioners;  Introduced  by: 
Timothy  J.  Michals,  MD,  Secretary, 
on  behalf  of  the  Philadelphia  County 
Medical  Society;  Author:  Philadelphia 
County  Medical  Society,  Section  on 
Psychiatry  (Withdrawn  by  author) 

58  86-22  (Reference  Committee  C),  Subject: 

Establishment  of  Contract  Between 
Physicians  and  Health  Maintenance 
Organizations  (HMOs)  and/or  Pre- 
ferred Provider  Organizations  (PPOs); 
Introduced  by:  Timothy  J.  Michals, 
MD,  Secretary,  on  behalf  of  the  Board 
of  Directors  of  the  Philadelphia 
County  Medical  Society;  Author: 
North  Branch  of  Philadelphia  County 
Medical  Society 

67  86-23  (Reference  Committee  D),  Sub- 

ject: Mandatory  Use  of  Seat  Belts;  In- 
troduced by:  Timothy  J.  Michals, 
MD,  Secretary,  on  behalf  of  the  Board 
of  Directors  of  the  Philadelphia 
County  Medical  Society;  Author: 
Philadelphia  County  Medical  Society, 
Standing  Committee  on  Public 
Health  and  Medical  Studies 

64  86-24  (Reference  Committee  B),  Sub- 

ject: Ban  on  Smoking  in  Hospitals; 
Introduced  by:  Timothy  J.  Michals, 
MD,  Secretary,  on  behalf  of  the  Board 
of  Directors  of  the  Philadelphia 
County  Medical  Society;  Author: 
Robert  D.  Harwick,  MD,  Philadelphia 
County  Medical  Society 

64  86-25  (Reference  Committee  B),  Sub- 

ject: Ban  on  Distribution  of  Ciga- 
rettes and  Smokeless  Tobacco  in  Pub- 
lic in  Pennsylvania;  Introduced  by: 
Timothy  J.  Michals,  MD,  Secretary, 
on  behalf  of  the  Board  of  Directors  of 
the  Philadelphia  County  Medical  Soci- 
ety; Author:  Doris  G.  Bartuska,  MD, 
Philadelphia  County  Medical  Society 

63  86-26  (Reference  Committee  E),  Sub- 

ject: Establishing  Complicated  Re- 
admissions and  Earlier  Original  Ad- 
missions as  a Single  Admissions 
Payment  and  Review  Purposes  Under 
the  DRG  System;  Introduced  by: 
Timothy  J.  Michals,  MD,  Secretary, 
on  behalf  of  the  Board  of  Directors  of 
the  Philadelphia  County  Medical  Soci- 
ety; Author:  Philadelphia  County 
Medical  Society,  Ad  Hoc  Committee 
on  KePRO 


59  86-27  (Reference  Committee  C),  Subject: 

Joint  Commission  on  Accreditation  of 
Hospitals  (JCAH);  Introduced  by: 
Timothy  J.  Michals,  MD,  Secretary, 
on  behalf  of  the  Board  of  Directors  of 
the  Philadelphia  County  Medical  Soci- 
ety; Author:  Wallace  G.  McCune,  MD, 
Philadelphia  County  Medical  Society 

65  86-28  (Reference  Committee  G),  Sub- 

ject: Pennsylvania  Medical  Society 
Public  Relations  Program;  Intro- 
duced by:  Timothy  J.  Michals,  MD, 
Secretary,  on  behalf  of  the  Board  of 
Directors  of  the  Philadelphia  County 
Medical  Society;  Author:  Timothy  J. 
Michals,  MD 

64  86-29  (Reference  Committee  B),  Sub- 

ject: Action  Regarding  Physicians 
Population  Ratio  in  Pennsylvania;  In- 
troduced by:  Timothy  J.  Michals, 
MD,  Secretary,  on  behalf  of  the  Board 
of  Directors  of  the  Philadelphia 
County  Medical  Society;  Author: 
Erwin  A.  Cohen,  MD,  Philadelphia 
County  Medical  Society 

65  86-30  (Reference  Committee  G),  Sub- 

ject: Young  Physicians  Section;  Intro- 
duced by:  Timothy  J.  Michals,  MD, 
Secretary,  on  behalf  of  the  Philadel- 
phia County  Medical  Society;  Author: 
Edward  J.  Resnick,  MD,  Philadelphia 
County  Medical  Society 

64  86-31  (Reference  Committee  B),  Sub- 

ject: Ban  on  Tobacco  Advertising  or 
Free  Anti-Tobacco  Advertising;  In- 
troduced by:  Timothy  J.  Michals, 
MD,  Secretary,  Philadelphia  County 
Medical  Society;  Author:  North 
Branch  of  the  Philadelphia  County 
Medical  Society 

63  86-32  (Reference  Committee  E),  Sub- 

ject: Comprehensive  Report  on  Ke- 
PRO; Introduced  by:  Timothy  J.  Mi- 
chals, MD,  Secretary,  on  behalf  of  the 
Board  of  Directors  of  the  Philadelphia 
County  Medical  Society;  Author: 
Edward  J.  Resnick,  MD,  Philadelphia 
County  Medical  Society 

61  86-33  (Reference  Committee  F),  Subject: 

Education  of  Patients  on  Tort  Re- 
form; Introduced  by:  Robert  W.  Allen, 
MD,  on  behalf  of  the  Mercer  County 
Medical  Society;  Author:  Robert  W. 
Allen,  MD 

55  86-34  (Reference  Committee  C),  Subject: 

Seating  Representation  in  the  AMA 
House  of  Delegates  for  the  American 
College  of  Utilization  Review  Physi- 
cians (ACURP);  Introduced  by:  Rich- 
ard D.  Baltz,  MD,  Dauphin  County 
Medical  Society;  Author:  Richard  D. 
Baltz,  MD  (Rejected  as  business) 

61  86-35  (Reference  Committee  F),  Subject: 

Medical  Liability  Litigation  Informa- 
tional Support;  Introduced  by:  Ro- 
berta L.  Schneider,  MD,  on  behalf  of 
the  Montgomery  County  Medical  So- 
ciety; Author:  Roberta  L.  Schneider, 
MD 

54  86-36  (Reference  Committee  G),  Sub- 

ject: Examination  of  and  Colloquy 
with  the  New  Emerging  Shadow  Med- 
ical Societies;  Introduced  by:  John  E. 
Devenney,  MD,  on  behalf  of  the  Mont- 
gomery County  Medical  Society;  Au- 
thor: John  E.  Devenney,  MD  (With- 
drawn by  author) 

61  86-37  (Reference  Committee  F),  Subject: 


Tort  Reform;  Introduced  by:  Augusto 
N.  Delerme,  MD,  Blair  County  Medi- 
cal Society;  Author:  Augusto  N.  De- 
lerme, MD 

67  86-38  (Reference  Committee  D),  Sub- 

ject: Support  of  Keystone  Safety  Belt 
Network;  Introduced  by:  Richard  M. 
McDowell,  MD,  Pennsylvania  Chap- 
ter of  the  American  College  of  Emer- 
gency Physicians;  Author:  Pennsylva- 
nia Chapter  of  the  American  College 
of  Emergency  Physicians 

55  86-39  (Reference  Committee  B),  Sub- 
ject: Prescription  Drug  Advertising; 
Introduced  by:  Edward  A.  Lottick, 
MD,  on  behalf  of  the  Luzerne  County 
Medical  Society;  Author:  Stanley  C. 
Ushinski,  MD  and  Edward  A.  Lot- 
tick,  MD,  on  behalf  of  the  Luzerne 
County  Medical  Society  (Rejected  as 
business) 

67  86-40  (Reference  Committee  D),  Sub- 

ject: Direct  Reimbursement  of  Nurse 
Anesthetists;  Introduced  by:  Patrick 
D.  B.  Forsythe,  MD,  on  behalf  of  the 
Pennsylvania  Society  of  Anesthesiol- 
ogists; Author:  Pennsylvania  Society 
of  Anesthesiologists 

59  86-41  (Reference  Committee  C),  Subject: 

Reconsideration  of  a Society-Spon- 
sored Alternative  Delivery  System; 
Introduced  by:  John  L.  Vickery,  MD, 
Dauphin  County  Medical  Society;  Au- 
thor: Leland  F.  Patterson,  MD,  Presi- 
dent, Dauphin  County  Medical  Soci- 
ety 

64  86-42  (Reference  Committee  B),  Sub- 

ject: Reciprocal  Reporting  by  State 
Medical  and  Osteopathic  Boards;  In- 
troduced by:  Edward  H.  Dench,  Jr., 
MD,  on  behalf  of  the  PMS  Hospital 
Medical  Staff  Section;  Author:  Timo- 
thy Janeway,  MD,  Shadyside  Hospi- 
tal 

62  86-43  (Reference  Committee  E),  Sub- 

ject: Opposition  to  Pennsylvania  De- 
partment of  Public  Welfare  Detoxifi- 
cation Guidelines;  Introduced  by: 
Edward  H.  Dench,  Jr.,  MD,  on  behalf 
of  the  PMS  Hospital  Medical  Staff 
Section;  Author:  Lee  H.  McCormick, 
MD,  Jefferson  Hospital 

63  86-44  (Reference  Committee  E),  Sub- 

ject: Possible  Harrassment  of  Staff 
Physicians  by  Keystone  Peer  Review 
Organization;  Introduced  by:  Edward 
H.  Dench,  Jr.,  MD,  on  behalf  of  the 
PMS  Hospital  Medical  Staff  Section; 
Author:  George  R.  Green,  MD, 
Abington  Memorial  Hospital 

55  86-45  (Reference  Committee  E),  Sub- 

ject: Medical  Care  to  the  Indigent;  In- 
troduced by:  Daniel  H.  Gregory,  MD, 
Secretary,  Allegheny  County  Medical 
Society;  Author:  Daniel  H.  Gregory, 
MD  (Rejected  as  business) 

61  86-46  (Reference  Committee  F),  Subject: 

Pain  and  Suffering;  Introduced  by: 
Donald  E.  Parlee,  MD,  on  behalf  of 
the  Bucks  County  Medical  Society; 
Author:  Carl  L.  Simons,  MD 

58  86-47  (Reference  Committee  A),  Sub- 

ject: Length  of  Office  of  Student 
Trustee  to  PMS;  Introduced  by: 
Pittsburgh  Chapter,  PMS-MSS;  Au- 
thor: Eric  D.  Peterson,  Pittsburgh 
Chapter,  PMS-MSS 

64  86-48  (Reference  Committee  B).  Sub- 
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ject:  Organ  Donation— Education;  In- 
troduced by:  Peter  D.  Cummings,  Jef- 
ferson Medical  College,  on  behalf  of 
the  Pennsylvania  Medical  Society 
Medical  Student  Section;  Author; 
Peter  D.  Cummings 

61  86-49  (Reference  Committee  F),  Subject: 

Submission  of  Medical  Reports;  In- 
troduced by:  Donald  E.  Parlee,  MD, 
Secretary,  Bucks  County  Medical  So- 
ciety; Author:  Carl  L.  Simons,  MD, 
Bucks  County  Medical  Society 
67  86-50  (Reference  Committee  D),  Sub- 

ject: Health  Consequences  of  Fire- 
arms; Introduced  by:  Jeannine  R. 
Hahn,  MD,  on  behalf  of  the  Resident 
Physician  Section;  Author:  Joseph  F. 
Girone,  MD 

67  86-51  (Reference  Committee  D),  Sub- 

ject: Mandatory  Trade  and  Generic 
Labeling  of  All  Prescriptions;  Intro- 

Dues 

1.  Medical  Student.  Students  enrolled  in  an 
accredited  medical  school  program.  They 
may  join  the  county,  but  it  is  not  required. 
(Full  Dues— January  1 through  June  30;  Half 
Dues— July  1 through  November  1). 

Dues:  PMS  Full  = $5.00;  PMS  Half  = 
$2.50;  AMA  Full  = $20.00;  AMA  Half  = 
$10.00;  Special  Assessment  = $1.00;  Special 
Assessment  = $.50. 

2.  Resident  (First  Year  of  Postgraduate 
Study).  Any  resident  who  has  just  graduated 
from  an  accredited  medical  school  and  is 
serving  in  an  approved  training  program. 
PMS  will  reimburse  the  county  10  percent  of 
their  annual  assessment.  The  free  member- 
ship would  begin  as  soon  as  possible  upon  ac- 
ceptance into  residency  and  continue  until 
December  31  of  the  next  year. 

Dues:  PMS  = Dues  Exempt;  AMA  Full 
= $45;  AMA  Half  = $22.50. 

3.  Resident  (After  First  Year  Postgraduate 
Study).  Any  resident  who  is  serving  in  an  ap- 
proved training  program  and  has  not  just 
graduated  from  medical  school.  This  would 
include  a physician  who  after  graduating 
from  medical  school  did  not  immediately  be- 
gin a residency  program.  (Full  Dues— 
January  1 through  June  30;  Half  Dues— July 
1 through  November  1). 

Dues:  PMS  Full  = $30.00;  PMS  Half  = 
$15.00;  AMA  Full  = $45.00;  AMA  Half  = 
$22.50;  Special  Assessment  = $5.50;  Special 
Assessment  = $2.75. 

4.  Active  (Newly  Licensed).  Physicians  who 
have  just  been  licensed  to  practice  medicine 
in  the  state  of  Pennsylvania  and  are  not  in  a 
training  program.  This  would  include  physi- 
cians who  have  previously  been  licensed  to 
practice  medicine  in  another  state.  This  free 
membership  would  begin  at  the  time  the  phy- 
sician was  initially  granted  his  license  and 
continue  to  the  end  of  the  first  full  calendar 
year  of  practice.  The  AMA  does  not  give  any 
dues  reduction  based  on  licensure.  The  physi- 
cian may  qualify  for  a dues  reduction  under 
another  classification. 

Dues:  PMS  = Dues  Exempt;  AMA  Full 
= $375.00;  AMA  Half  = $187.00. 

Example:  Date  joined  anytime  in  1987- 
dues  exempt  for  1987  and  1988. 

5.  Active  (First  Year  in  Practice).  Active 
members  in  their  first  full  calendar  year  of 
practice  following  completion  of  a training 
program  pay  half  dues  for  this  year.  If  they 
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duced  by:  Donald  H.  Smith,  MD, 
Northampton  County  Medical  Soci- 
ety; Author:  Donald  H.  Smith,  MD 

62  86-52  (Reference  Committee  E),  Sub- 

ject: National  Reimbursement  Sched- 
ule with  Regional  Variations;  Intro- 
duced by:  Donald  H.  Smith,  MD, 
Northampton  County  Medical  Soci- 
ety; Author:  Donald  H.  Smith,  MD 

63  86-53  (Reference  Committee  E),  Sub- 

ject: Uniform  Disease  and  Procedural 
Coding;  Introduced  by:  Donald  H. 
Smith,  MD,  Northampton  County 
Medical  Society;  Author:  Donald  H. 
Smith,  MD 

63  86-54  (Reference  Committee  E),  Sub- 

ject: Modification  of  HCFA  Require- 
ments for  KePRO;  Increase  Number 
of  Physician  Reviewers;  Introduced 
by:  Donald  H.  Smith,  MD,  Northamp- 
ton County  Medical  Society;  Author: 


Donald  H.  Smith,  MD 

62  86-55  (Reference  Committee  F),  Subject: 

Creation  of  Statewide  Integrated  Ex- 
cess Liability  (CAT)  Fund;  Introduced 
by:  Donald  H.  Smith,  MD,  Northamp- 
ton County  Medical  Society;  Author: 
Donald  H.  Smith,  MD 

63  86-56  (Reference  Committee  E),  Sub- 

ject: KePRO;  Introduced  by:  Robert 
M.  Pilewski,  MD,  on  behalf  of  the 
Venango  County  Medical  Society;  Au- 
thor: Robert  M.  Pilewski,  MD 

56  86-57  (Reference  Committee  E),  Sub- 

ject: KePRO;  Introduced  by:  K. 
Sehgal,  MD,  on  behalf  of  the  Beaver 
County  Medical  Society;  Author:  K. 
Sehgal,  MD  (Rejected  as  business) 
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join  after  completing  a residency  in  June 
they  pay  lU  dues,  and  they  get  a half  dues 
reduction  for  the  following  full  year.  (Half 
Dues— January  1 through  June  30;  lL 
Dues— July  1 through  November  1;  V2  dues 
for  next  full  succeeding  year) 

Dues:  PMS  Full  = $150.00;  = $75.00; 

AMA  Full  = $187.00;  Half  = $93.00;  Special 
Assessment  = $27.50;  Special  Assessment 
= $13.75. 

6.  Active  (Second  Year  in  Practice).  Active 
members  in  their  second  full  calendar  year  of 
practice  are  given  a dues  reduction  (3U  Dues  - 
January  1 through  June  30;  Half  of  3U  Dues  - 
July  1 through  November  1;  3U  dues  for  next 
full  succeeding  year). 

Dues:  PMS  = $225.00;  PMS  Half  of  3U 
= $112.50;  *AMA  Full  = $281;  AMA  Half 
= $140.00;  Special  Assessment  = $41.25 
Special  Assessment  = $20.63. 

* Indicates  reduced  rate 

7.  Full  Active.  Any  physician  who  holds  or 
is  eligible  to  hold  any  unrestricted  license  to 
practice  medicine  in  the  state  of  Pennsylva- 
nia (Full  Dues— January  1 through  June  30; 
Half  Dues— July  1 through  November  1). 

Dues:  PMS  Full  = $300;  PMS  Half  = 
$150;  AMA  FuU  = $375;  AMA  Half  = $187; 
Special  Assessment  = $55;  Special  Assess- 
ment - $27.50. 

8.  Senior  Active.  Any  physician  who  is  65 
years  old  before  January  1 and  has  at  least  30 
years  of  continuous  membership. 

Dues:  PMS  = $150;  AMA  = $375  un- 
less exempted  before  1986;  Special  Assess- 
ment = $27.50. 

9.  Associate.  Any  physician  who  is  70 
years  old  before  January  1 and  has  at  least  30 
years  of  continuous  membership. 

Dues:  PMS  options  listed  below  (see  A); 
AMA  options  listed  below  (see  B). 

A.  Associate  before  1982  dues  exempt.  As- 
sociate after  1984  = $300  one  time  lifetime 
assessment  +$55  Special  Assessment  or  $30 
paid  yearly  +$5.50  Special  Assessment 
yearly  or  dues  exempt  with  no  PMS  mailings 
received. 

B.  PMS  will  not  bill  for  AMA  dues.  Physi- 
cians over  70  will  be  surveyed  by  the  AMA 
and  billed  direct.  Working  “0”  hours  per 
week  = exempt;  Working  1 to  20  hours  per 
week  = $187;  Working  more  than  20  hours 
per  week  = $375. 

If  a physician  is  fully  retired  from  medical 


practice  and  is  under  age  70,  he  may  join 
AMA  or  renew  his  membership  at  the  new 
dues  rate  of  20%  of  full  dues— $75  under  the 
1987  dues  structure.  The  physician  will  re- 
ceive American  Medical  News  free  of  charge 
and  will  be  entitled  to  subscribe  to  JAMA 
and  other  AMA  journals  at  50%  off  the  regu- 
lar subscription  rates. 

NOTE:  If  a physician  is  already  a dues- 
exempt  member  of  AMA  by  virtue  of  his  age 
or  retirement,  this  new  dues  category  does 
not  affect  that  physician;  his  exemption  sta- 
tus will  continue  unchanged. 

10.  Affiliate.  A physician  not  engaged  in  ac- 
tive practice  within  the  county  society. 
Listed  below  are  the  reasons  for  affiliate 
membership.  A written  request  must  be  sub- 
mitted to  PMS  by  the  county  medical  society 
and  must  include  the  reason  for  this  change: 
(a)  Members  of  national  medical  societies  of 
foreign  countries;  (b)  American  physicians 
whether  or  not  licensed  to  practice  medicine 
and  surgery  in  Pennsylvania  engaged  in  mis- 
sionary or  philanthropic  labors;  (c)  Full-time 
teachers  of  medicine  or  the  arts  and  sciences 
allied  to  medicine  who  are  not  holders  of  an 
unrestricted  license  to  practice  medicine  in 
Pennsylvania;  (d)  Physicians,  whether  or  not 
fully  licensed  to  practice  medicine  in  Pennsyl- 
vania, who  are  fully  retired  from  active  prac- 
tice; must  be  over  70  for  AMA  dues  reduc- 
tion; (e)  Physicians  in  active  practice  who 
move  out  of  the  Commonwealth  if  they  main- 
tain active  membership  in  a county  society 
and  state  society  in  their  new  resident  state; 
(f)  Physicians  not  fully  licensed  to  practice  in 
Pennsylvania  who  are  engaged  in  research  or 
administrative  medicine  in  Pennsylvania. 

Dues:  PMS  = $30;  AMA  = $375  (except 
[d]  above);  Special  Assessment  = $5.50. 

11.  Disability.  A physician  who  is  unable  to 
practice  medicine  because  of  illness.  A writ- 
ten request  must  be  submitted  by  the  county 
medical  society  and  reaffirmed  yearly  before 
November  10  prior  to  the  billing  year. 

Dues:  PMS  = Dues  exempt;  AMA  = 
Dues  exempt. 

12.  Military.  A physician  who  is  temporarily 
fulfilling  a military  or  other  government  obli- 
gation (four  years  or  less).  Physicians  who 
are  career  military  or  other  government  ser- 
vice will  only  receive  the  first  four  years  as 
dues  exempt. 

Dues:  PMS  = Dues  exempt;  AMA  Full 
= $250;  AMA  Half  = $125. 
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RD  1,  Box  179-B 
Rome  18837 
(717)  247-7949 


Officers 


'Immediate  Past  President 
R.  William  Alexander,  MD 

544  Elm  St. 

Reading  19601 
(215)  374-4951 


'Secretary 
John  H.  Hobart,  MD 

2001  Fairview  Ave. 
Easton  18042 
(215)  258-9131 


'President  Elect 
Donald  E.  Harrop,  MD 

750  S.  Main  St. 
Phoenixville  19460 
(215)  933-3182 


'Vice  President 
Gerald  L.  Andriole,  MD 

219  W.  Diamond  Ave. 
Hazleton  18201 
(717)  454-4917 


'Speaker 

House  of  Delegates 
James  A.  Raub,  MD 

1099  Ohio  River  Blvd 
Sewickley  15143 
(412)  741-7150 


'Vice  Speaker 
House  of  Delegates 
Jonathan  E.  Rhoads  Jr.,  MD 

York  Hosp.,  Dept,  of  Surgery 
1001  S.  George  St. 

York  17405 
(717)  771-2756 

Treasurer  and 
Executive  Vice  President 
John  F.  Rineman 

20  Erford  Rd. 

Lemoyne  17043 
(717)  763-7151 


J.  Joseph  Danyo,  MD,  Chairman 
Robert  N.  Moyers,  MD,  Vice  Chairman 
* First  District — John  Helwig  Jr.,  MD,  The 
Germantown  Hosp.  & Med.  Ctr.,  One  Penn 
Blvd.,  3rd  FI.,  Philadelphia  19144  - (215) 
438-4944.  Term  expires  1989.  Philadelphia 
county. 

* Second  District— Henry  H.  Fetterman, 

MD,  501  N.  17th  St.,  Allentown  18104  (215) 
435-8562.  Term  expires  1987.  Berks,  Bucks, 
Chester,  Delaware,  Lehigh,  and  Montgomery 
counties. 

"Third  District— John  H.  Hobart,  MD,  2001 
Fairview  Ave.,  Easton  18042  - (215) 
258-9131.  Term  expires  1989.  Carbon, 
Lackawanna,  Monroe,  Northampton,  Pike, 
and  Wayne  counties. 

* Fourth  District— J.  Mostyn  Davis,  MD, 
Geisinger  Med.  Ctr.,  Danville  17822  (717) 
271-6070,  Ext.  4375.  Term  expires  1987. 
Columbia,  Montour,  Northumberland, 
Schuylkill,  and  Snyder  counties. 

' Fifth  District — J.  Joseph  Danyo,  MD,  908 
S.  George  St.,  York  17403  - (717)  848-4800. 
Term  expires  1987.  Adams,  Cumberland, 
Dauphin,  Franklin,  Fulton,  Lancaster, 
Lebanon,  Perry,  and  York  counties. 


Kenneth  L.  Cooper,  MD,  Chairman 

230  Dunbar  Rd.,  Williamsport  17701  - (717) 

323-3671 

(Term  expires  1989) 

Joseph  M.  Stowell,  MD,  Vice  Chairman 
501  Howard  Ave.,  Altoona  16601  - (814) 
944-6109 

(Term  expires  1988) 


John  F.  Rineman,  Executive  Vice  President 
David  H.  Small,  Associate  Executive  Vice 
President 

James  E.  Paxton,  Assistant  Executive  Vice 
President 

J.  Michael  Barlup,  Manager  of  Financial 
Operations 


Trustees 

'Sixth  District— Betty  L.  Cottle,  MD,  25 
Sylvan  Dr.,  Hollidaysburg  16648  (814) 
695-0659.  Term  expires  1988.  Blair,  Centre, 
Clearfield,  Huntingdon,  Juniata,  and  Mifflin 
counties. 

* Seventh  District— Irving  Williams  III,  MD, 
RD  1,  Box  206,  Lewisburg  17837  (717) 
523-1142.  Term  expires  1988.  Cameron, 
Clinton,  Elk,  Lycoming,  Potter,  Tioga,  and 
Union  counties. 

* Eighth  District— Robert  N.  Moyers,  MD, 
764  Kennedy  St.,  Meadville  16335  (814) 
336-5995.  Term  expires  1989.  Crawford, 

Erie,  Forest,  McKean,  Mercer,  and  Warren 
counties. 

'Ninth  District — David  L.  Miller,  MD,  237 
Broad  St.,  New  Bethlehem  16242  (814) 
275-1122.  Term  expires  1989.  Armstrong, 
Butler,  Clarion,  Indiana,  Jefferson,  and 
Venango  counties. 

* Tenth  District— Walter  M.  Greissinger,  MD, 
13  Pride  St.,  Pittsburgh  15219  (412) 
232-3555.  Term  expires  1988.  Allegheny, 
Beaver,  Lawrence,  and  Westmoreland 
counties. 

* Eleventh  District—  Ernest  L.  Abernathy, 
MD,  1086  N.  Main  St.,  Washington  15301  - 

Judicial  Council 

Michael  P.  Levis,  MD 

4725  McKnight  Rd.,  Pittsburgh  15237  - 
(412)  931-4353 
(Term  expires  1988) 

Orlo  G.  McCoy,  MD 

Box  195,  Canton  17724  - (717)  673-5591 

(Term  expires  1987) 


Administrative  Staff 

Kay  A.  Barrett,  Administrative  Assistant 

and  Aide  to  the  Speaker 

Mary  M.  Barton,  Award  Program  Assistant 

Jean  Beatty,  Advertising  Manager, 

Pennsylvania  Medicine 

David  C.  Blunk,  Assistant  Director, 

Department  for  Specialty  Societies 


(412)  225-4423.  Term  expires  1987.  Bedford, 
Cambria,  Fayette,  Greene,  Somerset,  and 
Washington  counties. 

* Twelfth  District— Victor  F.  Greco,  MD, 
Greco  Med.  Arts  Bldg.,  Drums  18222  (717) 
788-4141.  Term  expires  1988.  Bradford, 
Luzerne,  Sullivan,  Susquehanna,  and 
Wyoming  counties. 

* Specialty  Societies— Martin  A.  Murcek, 
MD,  Med.  Arts  Bldg.,  562  Shearer  St.,  Ste. 
101-2,  Greensburg  15601  - (412)  837-4070. 
Term  expires  1988. 

* Resident  Physicians — Jeannine  R.  Hahn, 
MD,  191  Lowell  Terr.,  King  of  Prussia  19406 
- (215)  265-4489.  Term  expires  1987  (or 
upon  completion  of  residency). 

* Hospital  Medical  Staff  Section— Lee  H. 
McCormick,  MD,  2708  Brownsville  Rd., 
Pittsburgh  15227  - (412)  885-6330.  Term 
expires  1989. 

Medical  Students— Bernie  F.  Kennetz  Jr., 
1242  Hollywood  St.,  Pittsburgh  15205  - 
(412)  921-0467/6277.  Term  expires  1988  (or 
upon  completion  of  medical  school). 

* Voting  members  of  the  Board  of  Trustees 


George  P.  Rosemond,  MD 

3401  N.  Broad  St.,  Philadelphia  19140  - 
(215)  255-2230 
(Term  expires  1987) 

Staff  Assignment  - Kay  A.  Barrett 

Address  inquiries  to  John  H.  Hobart,  MD, 
Judicial  Council  Secretary,  20  Erford  Rd., 
Lemoyne  17043. 


Edward  C.  Brown  Jr.,  Manager  of 
Operating  Services 

Robert  H.  Craig  Jr.,  Director  of  Legislation 
Arnold  W.  Cushner,  Executive  Assistant  for 
General  Administration 
Karen  K.  Davis,  Assistant  Managing  Editor, 
Pennsylvania  Medicine 
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L.  Riegel  Haas,  Director  of  Professional 
Relations 

Maureen  G.  Hoepfer,  Assistant  Director  of 
Communications 

Kenneth  B.  Jones,  Esq.,  General  Counsel 
Beryl  Kuhr,  Esq.,  Staff  Attorney 
Robert  L.  Lamb,  Director  of 
Communications 

Barbara  A.  Layne,  RN,  Assistant  Director 

of  Economic  Affairs 

Larry  L.  Light,  Legislative  Liaison 

Donald  N.  McCoy,  Director,  Department  for 

Specialty  Societies 

Robert  W.  McDermott,  MD,  Director  of 

Impaired  Physician  Program 

Elizabeth  B.  Metz,  Esq.,  Assistant  General 

Counsel 


Sandra  L.  Minner,  Supervisor  of 
Administrative  Services 
Richard  R.  Orlandi,  Assistant  Director  of 
Economic  Affairs 

William  F.  S.  Orner  Jr.,  Director  of 
Economic  Affairs 

Arlene  C.  Oyler,  Executive  Administrator, 

Pennsylvania  Medical  Society  Auxiliary 

Christina  L.  Reese,  Assistant  Director  of 

Educational  Activities 

Mary  Ellen  Romeo,  Assistant  Director  of 

Communications 

Jerry  L.  Rothenberger,  Assistant  Director 
of  Legislation 

Sharon  R.  Ryan,  Manager  of  Marketing 
P.  Timothy  Smith,  Information  Specialist 
Frederick  A.  Stuppy  Jr.,  CSP,  Director  of 
Data  Processing 


Mary  L.  Uehlein,  Managing  Editor, 

Pennsylvania  Medicine 

Donna  F.  Wenger,  Director  of  Educational 

Activities 

Denise  E.  Zimmerman,  Director  of  Practice 
Services 

PMS  Staff  Field  Contact  Representatives 

First  and  Second  Districts— L.  Riegel  Haas 
Third  District— Christina  L.  Reese 
Fourth  District— Donna  F.  Wenger 
Fifth  District— Barbara  A.  Layne,  RN 
Sixth  District— David  C.  Blunk 
Seventh  District— Maureen  G.  Hoepfer 
Eighth  District— Larry  L.  Light 
Ninth  District — Denise  E.  Zimmerman 
Tenth  District— Donald  N.  McCoy 
Eleventh  District— Jerry  L.  Rothenberger 
Twelfth  District— Arnold  W.  Cushner 


Pennsylvania  Delegation  to  the  American  Medical  Association 


Delegates  Whose  Terms  Expire  1987 
Gerald  L.  Andriole,  MD,  219  W.  Diamond 
Ave.,  Hazleton  18201  - (717)  454-4917 
Donald  C.  Brown,  MD,  Irwin  Prof.  Ctr.,  100 
Pennsylvania  Ave.,  Irwin  15642  (412) 
864-5759 

Robert  J.  Carroll,  MD,  4725  McKnight  Rd., 
Pittsburgh  15237  - (412)  367-1188 
Joseph  N.  Demko,  MD,  919  Drinker  St., 
Dunmore  18512  - (717)  344-5665 
Henry  H.  Fetterman,  MD,  501  N.  17th  St., 
Allentown  18104  - (215)  435-8562 
George  R.  Fisher  III,  MD,  829  Spruce  St., 
Ste.  308,  Philadelphia  19107  - (215) 
922-5252 

Matthew  Marshall  Jr.,  MD,  The  Mellon 
Pavilion,  4815  Liberty  Ave.,  Pittsburgh 
15224  - (412)  682-3566 
Timothy  J.  Michals,  MD,  Pepper  Pavilion, 
Ste.  1003,  One  Graduate  Plaza, 

Philadelphia  19146  - (215)  546-7973 
Robert  N.  Moyers,  MD,  764  Kennedy  St., 
Meadville  16335  - (814)  336-5995 

Delegates  Whose  Terms  Expire  1988 
R.  William  Alexander,  MD,  544  Elm  St., 

Reading  19601  - (215)  374-4951 

Doris  G.  Bartuska,  MD,  3227  W.  Penn  St., 

Philadelphia  19129  - (215)  843-7556 


Betty  L.  Cottle,  MD,  25  Sylvan  Dr., 
Hollidaysburg  16648  - (814)  695-0659 
James  B.  Donaldson,  MD,  10  Summit  Dr, 
Bryn  Mawr  19010  - (215)  525-5420 
Raymond  C.  Grandon,  MD,  Grand  Acres, 
91  Poplar  Ave.,  New  Cumberland  17070 
(717)  234-4187 

Charles  A.  Heisterkamp  III,  MD,  721  N. 

Duke  St.,  Lancaster  17602  - (717)  397-5104 
Donald  E.  Parlee,  MD,  75  Foxcroft  Dr, 
Doylestown  18901  - (215)  348-3249 
Irving  Williams  III,  MD,  RD  1,  Box  206, 
Lewisburg  17837  - (717)  523-1142 

Alternate  Delegates  Whose  Terms  Expire 
1987 

Mary  C.  Barton,  MD,  136  E.  Caracas  Ave., 
Hershey  17033  - (717)  533-4249 
Joseph  B.  Blood  Jr.,  MD,  Guthrie  Clinic, 
Guthrie  Sq.,  Sayre  18840  - (717)  888-5858 
Michael  J.  Prendergast,  MD,  930  Upland 
Rd.,  York  17403  - (717)  845-2743 
Alan  H.  Schragger,  MD,  1317  Hamilton  St., 
Allentown  18102  - (215)  437-5433 
Barbara  Shelton,  MD,  Independence  Place, 
Apt.  1006,  6th  & Locust  Walk,  Philadelphia 
19106  - (215)  625-0800 
Donald  H.  Smith,  MD,  2209  Lehigh  St., 
Easton  18042  - (215)  252-2556 


Cynthia  Altman  Weinstein,  MD,  1989 
Armstrong  Dr.,  Lansdale  19446  - (215) 
699-2182,  Ext.  4841 

William  J.  West,  MD,  850  Walnut  Bottom 
Rd.,  Carlisle  17013  - (717)  249-2811 

Alternate  Delegates  Whose  Terms  Expire 
1988 

Susan  H.  Bray,  MD,  86  Bethlehem  Pike, 
Philadelphia  19118  - (215)  247-3939 
Victor  F.  Greco,  MD,  Greco  Med.  Arts 
Bldg.,  Drums  18222  - (717)  788-4141 
Robert  L.  Lasher,  MD,  316  W.  23rd  St., 
Erie  16502  - (814)  455-9038 
Gordon  K.  MacLeod,  MD,  Univ.  of  Pgh., 
Rm.  A610,  HSA  GSPH,  130  DeSoto  St., 
Pittsburgh  15261  - (412)  624-3875 
William  H.  Mahood,  MD,  1245  Highland 
Ave.,  Abington  19001  - (215)  887-9690 
John  S.  Parker,  MD,  1100  Ligonier  St., 
Latrobe  15650  - (412)  539-3555 
Jonathan  E.  Rhoads  Jr.,  MD,  York  Hosp., 
Dept,  of  Surgery,  1001  S.  George  St.,  York 
17405  - (717)  771-2756 
Howard  A.  Richter,  MD,  City  Line  & 
Lancaster  Aves.,  Philadelphia  19151  - (215) 
649-4416 

Staff  Assignment— James  E.  Paxton 


Standing  Committees 
Board  of  Trustees 

Executive 

J.  Joseph  Danyo,  MD,  Chairman,  908  S. 
George  St.,  York  17403  - (717)  848-4800 
R.  William  Alexander,  MD,  544  Elm  St., 
Reading  19601  - (215)  374-4951 
Gerald  L.  Andriole,  MD,  219  W.  Diamond 
Ave.,  Hazleton  18201  - (717)  454-4917 
Henry  H.  Fetterman,  MD,  501  N.  17th  St., 
Allentown  18104  - (215)  435-8562 
Donald  E.  Harrop,  MD,  750  S.  Main  St., 
Phoenixville  19460  - (215)  933-3182 
Robert  N.  Moyers,  MD,  764  Kennedy  St., 
Meadville  16335  - (814)  336-5995 
Martin  A.  Murcek,  MD,  Med.  Arts  Bldg., 
562  Shearer  St.,  Ste.  101-2,  Greensburg 
15601  - (412)  837-4070 
James  A.  Raub,  MD,  1099  Ohio  River 
Blvd.,  Sewickley  15143  - (412)  741-7150 
R.  Robert  Tyson,  MD,  RD  1,  Box  179-B, 
Rome  18837  - (717)  247-7949 
Staff  Assignment — John  F.  Rineman 


Committees 

Finance 

Henry  H.  Fetterman,  MD,  Chairman,  501 
N.  17th  St.,  Allentown  18104  - (215) 
435-8562 

Betty  L.  Cottle,  MD,  25  Sylvan  Dr., 
Hollidaysburg  16648  - (814)  695-0659 
Walter  M.  Greissinger,  MD,  13  Pride  St., 
Pittsburgh  15219  - (412)  232-3555 
David  L.  Miller,  MD,  237  Broad  St.,  New 
Bethlehem  16242  - (814)  275-1122 
Robert  N.  Moyers,  MD,  764  Kennedy  St., 
Meadville  16335  - (814)  336-5995 
Martin  A.  Murcek,  MD,  Med.  Arts  Bldg., 
562  Shearer  St.,  Ste.  101-2,  Greensburg 
15601  - (412)  837-4070 
Staff  Assignment — J.  Michael  Barlup 

Publication 

Ernest  L.  Abernathy,  MD,  Chairman,  1086 
N.  Main  St.,  Washington  15301  - (412) 
225-4423 

J.  Mostyn  Davis,  MD,  Geisinger  Med.  Ctr., 
Danville  17822  - (717)  271-6070,  Ext.  4375 
Jeannine  R.  Hahn,  MD,  191  Lowell  Terr., 


King  of  Prussia  19406  - (215)  265-4489 
John  H.  Hobart,  MD,  2001  Fairview  Ave., 
Easton  18042  - (215)  258-9131 
James  A.  Raub,  MD,  1099  Ohio  River 
Blvd.,  Sewickley  15143  - (412)  741-7150 
Staff  Assignment— Mary  L.  Uehlein 

Permanent  Committees 
Board  of  Trustees 

Distinguished  Service  Award 
John  Y.  Templeton  III,  MD,  Chairman,  111 
S.  11th  St.,  Ste.  6255,  Philadelphia  19107  - 
(215)  928-8830 

R.  William  Alexander,  MD,  544  Elm  St. , 

Reading  19601  - (215)  374-4951 
D.  Ernest  Witt,  MD,  RD  2,  Bloomsburg 
17815  - (717)  784-2190 
Staff  Assignment— Maureen  G.  Hoepfer 

Impaired  Physician 

J.  Preston  Hoyle,  MD,  Chairman,  Ziegler 
Disp.,  Bucknell  Univ.,  Lewisburg  17837  - 
(717)  524-1401 
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Richard  J.  Bender,  MD,  1603  Anderson 
Rd.,  Pittsburgh  15209  - (412)  821-5558 
Joshua  M.  Figlin,  DO,  673  Pike  St. , 

Lemont  16851  - (814)  234-5830 
Elizabeth  H.  Gordon,  MD,  501  Arrott  Bldg., 
4th  & Wood  Sts.,  Pittsburgh  15222  (412) 
391-3842 

Allan  J.  Kogan,  MD,  3941  Donna  Dr., 
Huntingdon  Valley  19006  - (215)  722-5455 
Robert  E.  Krause,  MD,  Marworth,  P.O.  Box 
329,  Waverly  18471  - (717)  563-1112 
John  H.  Moyer,  MD,  1086  Franklin  St., 
Johnstown  15905  - (814)  539-6313 
Claude  E.  Nichols,  MD,  2645  N.  3rd  St., 
Ste.  380,  Harrisburg  17110  - (717)  238-0215 
William  C.  Ryan,  MD,  917  W.  Main  St., 
Somerset  15501  - (814)  443-3648 
Student  Representative— Ellen  Passloff, 
4247  Locust  St.,  #190,  Philadelphia  19104  - 
(215)  386-0205 

Auxiliary  Representative — Mrs.  Herbert  V. 
Jordan  Jr.,  24  Eastgate  Dr.,  Camp  Hill 
17011  - (717)  761-1578 
Staff  Assignment— Robert  W.  McDermott, 
MD 


Interspecialty  Committee 
Martin  A.  Murcek,  MD,  Chairman,  Med. 
Arts  Bldg.,  562  Shearer  St.,  Ste.  101-2, 
Greensburg  15601  - (412)  837-4070  - 4111 
! (Following  each  specialty  represented,  the 
member  is  listed  first,  the  alternate  second) 
Allergy— Charles  G.  Blumstein,  MD, 

Benson  East,  Jenkintown  19046  - (215) 
884-7400.  Paul  J.  Dowdell,  MD,  90 
Shenango  St.,  Greenville  16125  - (412) 
588-4240 

Anesthesiology — Patrick  D.  B.  Forsythe, 
MD,  802  Conodoguinet  Dr.,  Camp  Hill 
17011  - (717)  737-3007.  Kermit  R.  Tantum, 
MD,  1102  Peggy  Dr.,  Hummelstown  17036  - 
(717)  566-3521 

Cardiology— Charles  A.  Laubach  Jr.,  MD, 
Geisinger  Med.  Ctr. , Danville  17822  (717) 
275-621 1 . Vacancy 

Clinical  Pathology— Anthony  Maas,  MD, 
Holy  Spirit  Hosp.,  Camp  Hill  17011  (717) 
761-2646.  John  Crispen,  MD,  Gettysburg 
Hosp.,  Gettysburg  17325  - (717)  334-2121 
Colon  & Rectal  Surgery — Paul  K.  Waltz, 

MD,  890  Poplar  Church  Rd.,  Camp  Hill 
17011  - (717)  761-4141.  James  A.  Sheets, 
MD,  1275  S.  Cedar  Crest  Blvd.,  Allentown 
18103  - (215)  433-7571 
Dermatology — Ira  J.  Berman,  MD,  2319  S. 
George  St.,  York  17403  - (717)  741-4666. 
John  G.  Stoner,  MD,  2319  S.  George  St., 
York  17403  - (717)  741-4666 
Emergency  Medicine — Richard  M. 
McDowell,  MD,  Conemaugh  Valley  Mem. 
Hosp.,  1086  Franklin  St.,  Johnstown  15905 
- (814)  533-9769.  James  S.  Taylor  III,  MD, 
Harrisburg  Hosp.,  Emergency  Dept., 
Harrisburg  17101  - (717)  782-5256 
Family  Practice— Robert  J.  Fagioletti,  MD, 
853  Jefferson  St.,  Washington  15301  - (412) 
225-7865.  Howard  H.  Weaner  Jr.,  MD,  11 
N.  Main  St.,  Montgomery  17752  (717) 
547-2171 

Gastroenterology— Michael  M.  Geduldig, 
MD,  4969  Berkley  St.,  Harrisburg  17109  - 
(717)  652-5336.  George  Brodmerkel,  MD, 
490  E.  North  Ave.,  #202,  Pittsburgh  15212  - 
(412)321-0808 


General  Surgery— James  L.  Beeby,  MD, 

316  W.  23rd  St.,  Erie  16502  - (814) 

455-7038.  James  R.  Warden,  MD,  316  W. 
23rd  St.,  Erie  16502  - (814)  455-7038 
Hematology/Oncology— Robert  Kough,  MD, 
Geisinger  Med.  Ctr.,  Danville  17822  (717) 
271-6413.  Mary  A.  Simmonds,  MD, 

Hershey  Med.  Ctr.,  Hershey  17033  - (717) 
534-8677 

Infectious  Diseases — Robert  C.  Aber,  MD, 
Hershey  Med.  Ctr.,  Hershey  17033  (717) 
534-8390.  Elias  Abrutyn,  MD,  209  Rhyl  Ln„ 
Bala  Cynwyd  19004  - (215)  664-7311 
Internal  Medicine— James  R.  Regan,  MD, 
3222  Green  Meadow  Dr.,  Bethlehem  18017 

- (215)  691-2282.  Norman  Makous,  MD, 

829  Spruce  St.,  Philadelphia  19107  (215) 
664-0818 

Nephrology— Gerald  B.  Martin,  MD,  220 
Wilson  St.,  #202,  Carlisle  17013  - (717) 
245-2291  Susan  H.  Bray,  MD,  86 
Bethlehem  Pike,  Philadelphia  191 18  - (215) 
247-3930 

Neurosurgery— Daniel  C.  Good,  MD,  1671 
Crooked  Oak  Dr.,  Lancaster  17601  (717) 
569-5331.  James  P.  Argires,  MD,  1671 
Crooked  Oak  Dr.,  Lancaster  17601  (717) 
569-5331 

Nuclear  Medicine — Milton  A.  Friedlander, 
MD,  2601  N.  3rd  St.,  Harrisburg  17113  - 
(717)  238-7621.  Robert  L.  Mulligan,  MD, 
600  Brobst  St.,  Shillington  19607  (215) 
777-9591 

Obstetrics/Gynecology — Leopold 
Loewenberg,  MD,  1100  Walnut  St.,  Ste. 
301,  Philadelphia  19107  - (215)  545-4300. 
Jack  Fink,  MD,  902  N.  Broad  St.,  Lansdale 
19446  - (215)  368-1950 
Ophthalmology— Robert  D.  Reinecke,  MD, 
318  S.  2nd  St.,  Philadelphia  19106  (215) 
928-3149.  Paul  A.  Cox,  MD,  313  S. 

Hanover  St.,  Carlisle  17013  - (717)  243-2171 
Orthopaedic  Surgery — Thomas  H.  Malin, 
MD,  99  November  Dr.,  Camp  Hill  17011 
(717)  761-8644.  James  R.  Hamsher,  MD, 
1711  N.  Front  St.,  Harrisburg  17102  (717) 
233-5666 

Otolaryngology — Eugene  B.  Rex,  MD,  36 
Lankenau  Med.  Bldg.,  Philadelphia  19151  - 
(215)  649-5833.  Webb  S.  Hersperger,  MD, 
850  Walnut  Bottom  Rd.,  Carlisle  17013  - 
(71 7)  243-2345 

Pediatrics — James  E.  Jones,  MD,  2645  N. 
3rd  St.,  Harrisburg  17110  - (717)  232-9774. 
Alan  E.  Kohrt,  MD,  415  Park  St., 

Honesdale  18431  - (717)  253-5838 
Physical  Medicine/Rehabilitation— Rex  H. 
Newton  Jr.,  MD,  1119  Macon  Ave., 
Pittsburgh  15218  - (412)  781-5700.  Robert 
W.  Downie,  MD,  7726B  Penrose  Ave., 

Elkins  Park  19117  - (215)  572-8145 
Plastic  & Reconstructive  Surgery — Stephen 
J.  Herceg,  MD,  2101  N.  Front  St., 
Harrisburg  17110  - (717)  233-4691.  Thomas 
Davis,  MD,  Hershey  Med.  Ctr.,  Hershey 
17033  - (717)  534-8521 
Psychiatry — L.  Alan  Wright,  MD,  1082 
Bower  Hill  Rd.,  Pittsburgh  15243  - (412) 
362-5456.  Vacancy 

Pulmonary  Disease— William  Figueroa,  MD, 
Lankenau  Med.  Bldg.,  Lancaster  & City  Line 
Ave.,  Philadelphia  19151  - (215)  642-3796. 
Vacancy 

Radiology—  Ronald  J.  Clearfield,  MD, 
Citizens  Gen.  Hosp.,  New  Kensington  15068 

- (412)  337-3541.  Gene  J.  Triano,  MD, 
Harrisburg  Hosp.,  S.  Front  St.,  Harrisburg 
17101  - (717)  238-6754 


Thoracic  Surgery— Wolfe  Sapirstein,  MD, 
2247  N.  Front  St.,  Harrisburg  17102  (717) 
238-8233.  Vacancy 
Urology— Robert  S.  Kish,  MD,  905 
University  Dr.,  State  College  16801  - (814) 
238-8418.  Vacancy 
Donald  E.  Harrop,  MD,  Board 
Representative,  750  S.  Main  St., 

Phoenixville  19460  - (215)  933-3182 
Staff  Assignment — Donald  N.  McCoy 

Leadership  Conference 

Robert  N.  Moyers,  MD,  Chairman,  764 

Kennedy  St.,  Meadville  16335  - (814) 

336-5995 

R.  William  Alexander,  MD,  544  Elm  St., 
Reading  19601  - (215)  374-4951 
Betty  L.  Cottle,  MD,  25  Sylvan  Dr., 
Hollidaysburg  16648  - (814)  695-0659 
John  Helwig  Jr.,  MD,  The  Germantown 
Hosp.  & Med.  Ctr.,  One  Penn  Blvd.,  3rd  FI., 
Philadelphia  19144  - (215)  438-4944 
David  L.  Miller,  MD,  237  Broad  St.,  New 
Bethlehem  16242  - (814)  275-1122 
Jonathan  E.  Rhoads  Jr.,  MD,  York  Hosp., 
Dept,  of  Surgery,  1001  S.  George  St.,  York 
17405  - (717)  771-2756 
R.  Robert  Tyson,  MD,  President,  RD  1, 

Box  179-B,  Rome  18837  - (717)  247-7949 
Staff  Assignment— Maureen  G.  Hoepfer 

Long  Range  Assessment 
Gordon  K.  MacLeod,  MD,  Chairman,  Univ. 
of  Pgh.,  Rm.  A610,  HSA  GSPH,  130  DeSoto 
St.,  Pittsburgh  15261  - (412)  624-3875 
Robert  S.  Blacklow,  MD,  Sr.  Assoc.  Dean, 
Jefferson  Med.  College,  Rm.  104,  1025 
Walnut  St.,  Philadelphia  19107  - (215) 
928-8080 

George  R.  Fisher  III,  MD,  829  Spruce  St., 
Ste.  308,  Philadelphia  19107  - (215) 
922-5252 

Henry  L.  Hood,  MD,  Geisinger  Foundation, 
Danville  17822  - (717)  271-6168 
David  L.  Miller,  MD,  237  Broad  St.,  New 
Bethlehem  16242  - (814)  275-1122 
Robert  S.  Pressman,  MD,  2401 
Pennsylvania  Blvd.,  Apt.  2-C-44, 

Philadelphia  19130  - (215)  232-9272/9798 
Staff  Assignment— Robert  L.  Lamb 

Management  Advisory 

John  H.  Hobart,  MD,  Chairman,  2001 

Fairview  Ave.,  Easton  18042  - (215) 

258-9131 

Robert  N.  Moyers,  MD,  764  Kennedy  St., 
Meadville  16335  - (814)  336-5995 
Martin  A.  Murcek,  MD,  Med.  Arts  Bldg., 

562  Shearer  St.,  Ste.  101-2,  Greensburg 

15601  - (412)  837-4070 

Staff  Assignment— John  F.  Rineman 

Nominate  Members  to  Subsidiary  Boards 
R.  William  Alexander,  MD,  Chairman,  544 
Elm  St.,  Reading  19601  - (215)  374-4951 
Ernest  L.  Abernathy,  MD,  1086  N.  Main 
St.,  Washington  15301  - (412)  225-4423 
Lee  H.  McCormick,  MD,  2708  Brownsville 
Rd.,  Pittsburgh  15227  - (412)  885-6330 
David  L.  Miller,  MD,  237  Broad  St.,  New 
Bethlehem  16242  - (814)  275-1122 
Staff  Assignment— Arnold  W.  Cushner 

Organization  and  Operation  of  the  Board 
R.  Robert  Tyson,  MD,  Chairman,  RD  1, 

Box  179-B,  Rome  18837  - (717)  247-7949 
R.  William  Alexander,  MD,  544  Eim  St., 
Reading  19601  - (215)  374-4951 
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John  H.  Hobart,  MD,  2001  Fairview  Ave., 
Easton  18042  - (215)  258-9131 
David  L.  Miller,  MD,  237  Broad  St.,  New 
Bethlehem  16242  - (814)  275-1122 
Martin  A.  Murcek,  MD,  Med.  Arts  Bldg., 
562  Shearer  St.,  Ste.  101-2,  Greensburg 
15601  - (412)  837-4070 
Staff  Assignment— Arnold  W.  Cushner 

Professional  Liability  Insurance  Appeals 
Ferdinand  L.  Soisson  Jr.,  MD,  Chairman, 
353  Market  St.,  Johnstown  15901  - (814) 
535-2569 

Samuel  J.  Amuso,  MD,  2800  Green  St., 
Harrisburg  17110  - (717)  234-5976 
J.  Norris  Childs,  MD,  432  W.  Walnut  Ln„ 
Philadelphia  19144  - (215)  848-4224 
William  R.  Dewar,  MD,  Box  183-A,  Tafton 
18464  - (717)  226-2151 
Norman  Makous,  MD,  829  Spruce  St., 
Philadelphia  19107  - (215)  829-3456 
Staff  Assignment— Richard  R.  Orlandi 

Special  Committees 
Board  of  Trustees 

Public  Relations 

Irving  Williams  III,  MD,  Chairman,  RD  1, 
Box  206,  Lewisburg  17837  - (717)  523-1142 
Robert  J.  Carroll,  MD,  4725  McKnight  Rd., 
Pittsburgh  1 5237  - (41 2)  367-1 1 88 
Victor  F.  Greco,  MD,  Greco  Med.  Arts 
Bldg.,  Drums  18222  - (717)  788-4141 
John  Helwig  Jr.,  MD,  The  Germantown 
Hosp.  & Med.  Ctr.,  One  Penn  Blvd.,  3rd  FI., 
Philadelphia  19144  - (215)  438-4944 
Thomas  H.  Malin,  MD,  99  November  Dr., 
Camp  Hill  17011  - (717)  761-8644 
Alan  H.  Schragger,  MD,  1317  Hamilton  St., 
Allentown  18102  - (215)  437-5433 
Donald  H.  Smith,  MD,  2209  Lehigh  St., 
Easton  18042  - (215)  252-2556 
Auxiliary  Representative: 

Mrs.  William  J.  West,  613  Devonshire  Dr., 

Carlisle  17013  - (717)  243-7303 

Staff  Assignment — Arnold  W.  Cushner 

Ad  Hoc  Committees 
Board  of  Trustees 

Board/AMA  Delegation  Communications 
David  W.  Clare,  MD,  Chairman,  532  S. 
Aiken  Ave.,  Pittsburgh  15232  - (412) 
682-2510 

George  R.  Fisher  III,  MD,  829  Spruce  St., 
Ste.  308,  Philadelphia  19107  - (215) 
922-5252 

Raymond  C.  Grandon,  MD,  Grand  Acres, 
91  Poplar  Ave.,  New  Cumberland  17070 
(717)  234-4187 

John  H.  Hobart,  MD,  2001  Fairview  Ave., 
Easton  18042  - (215)  258-9131 
David  L.  Miller,  MD,  237  Broad  St.,  New 
Bethlehem  16242  - (814)  275-1122 
Donald  E.  Parlee,  MD,  75  Foxcroft  Dr., 
Doylestown  18901  - (215)  348-3249 
James  A.  Raub,  MD,  1099  Ohio  River 
Blvd.,  Sewickley  15143  - (412)  741-7150 
Staff  Assignment— Christina  L.  Reese 


Conflict  of  Interest 

Robert  N.  Moyers,  MD,  Chairman,  764 
Kennedy  St.,  Meadville  16335  - (814) 
336-5995 

J.  Mostyn  Davis,  MD,  Geisinger  Med.  Ctr., 
N.  Academy  Ave.,  Danville  17822  (717) 
271-6070,  Ext.  4375 

Donald  E.  Harrop,  MD,  750  S.  Main  St., 
Phoenixville  19460  - (215)  933-3182 
John  H.  Hobart,  MD,  2001  Fairview  Ave., 
Easton  18042  - (215)  258-9131 
James  A.  Raub,  MD,  1099  Ohio  River 
Blvd.,  Sewickley  15143  - (412)  741-7150 
Staff  Assignment — Arnold  W.  Cushner 

KePRO  Oversight 

Jonathan  E.  Rhoads  Jr.,  MD,  Chairman, 
York  Hosp.,  Dept,  of  Surgery,  1001  S. 
George  St.,  York  17405  - (717)  771-2756 
Edward  C.  Leonard  Jr.,  MD,  Roosevelt  & 
Adams  Ave.,  Philadelphia  19124  - (215) 
831-4800 

Gordon  K.  MacLeod,  MD,  Univ.  of  Pgh., 
Rm.  A610,  HSA  GSPH,  130  DeSoto  St., 
Pittsburgh  15261  - (412)  624-3875 
Herbert  C.  Perlman,  MD,  Carlisle  Hosp., 
X-ray,  Box  310,  Carlisle  17013  - (717) 
245-5400 

Staff  Assignment — William  F.  S.  Orner  Jr. 

Respond  to  PMSLIC/Member  Complaints 
Martin  A.  Murcek,  MD,  Chairman,  Med 
Arts  Bldg.,  562  Shearer  St.,  Ste.  101-2, 
Greensburg  15601  - (412)  837-4070 
Henry  H.  Fetterman,  MD,  501  N.  17th  St., 
Allentown  18104  - (215)  435-8562 
Victor  F.  Greco,  MD,  Greco  Med  Arts 
Bldg.,  Drums  18222  - (717)  788-4141 
John  Helwig  Jr.,  MD,  The  Germantown 
Hosp.  & Med.  Ctr.,  One  Penn  Blvd.,  3rd  FI., 
Philadelphia  19144  - (215)  438-4944 
Staff  Assignment— William  F.  S.  Orner  Jr. 

Study  Future  Office  Needs 
John  Helwig  Jr.,  MD,  Chairman,  The 
Germantown  Hosp.  & Med.  Ctr.,  One  Penn 
Blvd.,  3rd  FI.,  Philadelphia  19144  - (215) 
438-4944 

David  L.  Miller,  MD,  237  Broad  St.,  New 
Bethlehem  16242  - (814)  275-1122 
Jonathan  E.  Rhoads  Jr.,  MD,  York  Hosp., 
Dept,  of  Surgery,  1001  S.  George  St.,  York 
17405  - (717)  771-2756 
Staff  Assignment— Arnold  W.  Cushner 

Standing  Committees 
State  Society 

Advisory  on  Professionalism 
John  H.  Hobart,  MD,  Chairman,  2001 
Fairview  Ave.,  Easton  18042  - (215) 
258-9131 

Arthur  C.  Crovatto,  MD,  924  Colonial  Ave., 
York  17403  - (717)  845-2743 
George  F.  Edmonston,  MD,  410  E.  Sixth 
Ave.,  Tarentum  15084  - (412)  224-4400 
Mary  W.  Loveland,  MD,  348  Green  Ln., 
Philadelphia  19128  - (215)  483-9054 
Arlington  A.  Nagle,  MD,  RD  1,  Route  422, 
Womelsdorf  19567  - (215)  589-2555 

Administrative  Councils 


Bernard  B.  Zamostien,  MD,  1335  Tabor 
Rd.,  Ste.  303,  Philadelphia  19141  - (215) 
924-8181 

Staff  Assignment — Kay  A.  Barrett 
Aid  to  Education 

Robert  N.  Moyers,  MD,  Chairman,  764 
Kennedy  St.,  Meadville  16335  - (814) 
336-5995 

Stanley  P.  Mayers  Jr.,  MD,  648  Wiltshire 
Dr.,  State  College  16803  - (814)  238-4014 
Roberta  L.  Schneider,  MD,  139  Fernbrook 
Ave.,  Wyncote  19095  - (215)  884-3861 
Staff  Assignment— Donna  F.  Wenger 

Bylaws 

William  C.  Ryan,  MD,  Chairman,  917  W. 
Main  St.,  Somerset  15501  - (814)  443-3648 
Susan  H.  Bray,  MD,  86  Bethlehem  Pike, 
Philadelphia  19118  - (215)  247-3939 
Ronald  J.  Clearfield,  MD,  Citizens  Gen. 
Hosp.,  651  Fourth  Ave.,  New  Kensington 
15068  - (412)  337-3541 
S.  Victor  King,  MD,  515  26th  St.,  Altoona 
16602  - (814)  944-3579 
Alan  H.  Schragger,  MD,  1317  Hamilton  St.,, 
Allentown  18102  - (215)  437-5433 
Ex  Officio: 

John  H.  Hobart,  MD,  Secretary,  2001 
Fairview  Ave.,  Easton  18042  - (215)  258-913 
James  A.  Raub,  MD,  Speaker,  1099  Ohio 
River  Blvd.,  Sewickley  15143  - (412) 
741-7150 

Jonathan  E.  Rhoads  Jr.,  MD,  Vice 
Speaker,  York  Hosp.,  Dept,  of  Surgery, 

1001  S.  George  St.,  York  17405  - (717) 
771-2756 

Kenneth  B.  Jones,  Esq.,  Legal  Counsel 
John  F.  Rineman,  Executive  Vice 
President 

Staff  Assignment— Kay  A.  Barrett 

Medical  Benevolence 
G.  Winfield  Yarnall,  MD,  Chairman,  1192 
Lowther  Rd.,  Camp  Hill  17011  - (717) 
761-4193 

Henry  H.  Fetterman,  MD,  501  N 17th  St., 
Allentown  18104  - (215)  435-8562 
John  H.  Hobart,  MD,  Secretary,  2001 
Fairview  Ave.,  Easton  18042  - (215) 

258-9131 

D.  Ernest  Witt,  MD,  RD  2,  Bloomsburg 

17815  - (717)  784-2190 

Staff  Assignment — Kay  A.  Barrett 

Nominate  Delegates  and  Alternates  to  the 
AMA 

Thomas  J.  Kardish,  MD,  Chairman,  5 
Cherry  Blossom  Dr.,  Churchville  18966  (215) 
357-9330 

Eugene  W.  Herron,  MD,  47  Greensburg 
St.,  Delmont  15626  - (412)  468-8010 
J.  Preston  Hoyle,  MD,  Zeigler  Disp., 
Bucknell  Univ.,  Lewisburg  17837  - (717) 
524-1401 

Richard  P.  Kennedy,  MD,  206  E.  Brown 
St.,  East  Stroudsburg  18301  - (717) 

421-4000 

Brooke  Roberts,  MD,  3400  Spruce  St., 
Philadelphia  19104  - (215)  662-2025 
Staff  Assignment — James  E.  Paxton 


Council  on  Education  and  Science 


Doris  G.  Bartuska,  MD,  Chairman,  3227  W. 
Penn  St.,  Philadelphia  19129  - (215) 
843-7556 


Robert  W.  Ford,  MD,  Vice  Chairman,  9104 
Babcock  Blvd.,  Pittsburgh  15237  - (412) 
366-1322 


Robert  E.  Albertini,  MD,  Geisinger  Med. 
Ctr.,  Danville  17822  - (717)  271-6924 
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Richard  D.  Baltz,  MD,  3028  Market  St., 
Camp  Hill  17011  - (717)  737-7100 
Gilbert  Brenes,  MD,  513  Dorseville  Rd., 
Pittsburgh  15238  - (412)  963-6297 
rredric  D.  Burg,  MD,  Univ.  of  PA  Sch.  of 
Medicine,  Hamilton  Walk  & Spruce  Sts., 

Ste.  100,  Philadelphia  19104  - (215) 

398-8034 

Benjamin  Calesnick,  MD,  646  W. 

Springfield  Rd.,  Springfield  19064  - (215) 
543-1358 

John  J.  Dennehy,  MD,  Geisinger  Med.  Ctr., 
Danville  17822  - (717)  271-6408 
Daniel  H.  Gregory,  MD,  490  E.  North  Ave., 
Pittsburgh  15212  - (412)  321-0808 
Stephanie  A.  Jones,  MD,  1000  Walnut  St., 
*1312,  Philadelphia  19107  - (215)  925-7231 
James  A.  Kenning,  MD,  Temple  Univ. 

Hosp.,  3401  N.  Broad  St.,  Philadelphia 

19140  - (215)  221-4069 

Joseph  A.  Knepper,  MD,  11  Holly  Dr., 

_eola  17540  - (717)  656-2331 

Thaddeus  Lekawa,  MD,  2801  N.  George 

3t.,  York  17402  - (717)  846-3355 

Donald  F.  Leon,  MD,  Univ.  of  Pgh.,  Sch.  of 

Medicine,  Lothrop  Hall,  Pittsburgh  15261  - 

412)  648-3195 

John  S.  Parker,  MD,  1100  Ligonier  St., 
.atrobe  15650  - (412)  539-3555 
Lewis  T.  Patterson,  MD,  Polyclinic  Med. 

Dtr.,  Harrisburg  17110  - (717)  782-2128 
Robert  Poole,  MD,  419  N.  Franklin  St., 

West  Chester  19380  - (215)  696-6655 
Edward  J.  Resnick,  MD,  Temple  Univ. 
Hosp.,  Dept,  of  Ortho.,  3401  N.  Broad  St., 
Philadelphia  19140  - (215)  221-3405 
J.  Mostyn  Davis,  MD,  Board 
Representative,  Geisinger  Med.  Ctr.,  N. 
Academy  Ave.,  Danville  17822  - (717) 
271-6070,  Ext.  4375 
Staff  Assignment— Donna  F.  Wenger 

Commission  on  Accreditation 
Fredric  D.  Burg,  MD,  Chairman,  Univ.  of 
3A  Sch.  of  Medicine,  Hamilton  Walk  & 
Spruce  Sts.,  Ste.  100,  Philadelphia  19104  - 
[215)  898-8034 


John  W.  Lawrence,  MD,  Chairman,  1078 
W.  Baltimore  Pike,  Media  19063  - (215) 
566-4311 

Robert  D.  Reinecke,  MD,  Vice  Chairman, 
j318  S.  Second  St.,  Philadelphia  19106  (215) 
928-3149 

Guy  L.  Bellanca  Jr.,  MD,  Westmoreland 
Hosp.  Assoc.,  532  W.  Pittsburgh  St., 
Greensburg  15601  - (412)  832-4034 
John  H.  Boal  Jr.,  MD,  385  2nd  St.,  Beaver 
15009  - (412)  774-5555 
Frank  R.  Bondi,  MD,  522  Walnut  St., 
McKeesport  15132  - (412)  672-3422 
Robert  H.  Bradley  Jr.,  MD,  8815 
Germantown  Ave.,  Philadelphia  19118  - 
(215)  242-8260 

Harold  R.  Cottle,  MD,  25  Sylvan  Dr., 
Hollidaysburg  16648  - (814)  695-0659 


George  R.  Fisher  III,  MD,  Chairman,  829 
Spruce  St.,  Philadelphia  19107  - (215) 
922-5252 

Mary  J.  Kinosian,  MD,  Vice  Chairman, 

1261  Elk  St.,  Franklin  16323  - (814) 
437-6563 

Thomas  E.  Baker,  MD,  610  Wyoming  Ave., 


Jeanne  A.  Cooper,  MD,  Vice  Chairman, 
Mercy  Hosp.  of  Pgh.,  Pittsburgh  15219 
(412)  232-7831 

Harris  R.  Clearfield,  MD,  230  N.  Broad  St., 
Philadelphia  19102  - (215)  448-8101 
Robert  T.  Culp,  MD,  Oil  City  Hosp.,  Oil  City 
16301  - (814)  677-1711 
Albert  J.  Finestone,  MD,  3401  N.  Broad 
St.,  Philadelphia  19140  - (215)  225-7658 
Joseph  T.  Marconis,  MD,  413  W.  Market 
St.,  Pottsville  17901  - (717)  622-8903 
Frederick  S.  Sunderlin  Jr.,  MD,  Geisinger 
Med.  Ctr.,  Danville  17822  - (717)  271-6028 
Staff  Assignment— Donna  F.  Wenger 

Commission  on  Bioethics 
Robert  Poole,  MD,  Chairman,  419  N. 
Franklin  St.,  West  Chester  19380  - (215) 
696-6655 

Mary  Jo  Bonner,  MD,  Vice  Chairman,  122 
W.  Lancaster  Ave.,  Shillington  19607  (215) 
777-6516 

William  A.  Atlee,  MD,  250  College  Ave., 
Lancaster  17604  - (717)  393-9618 
Thomas  G.  Gabuzda,  MD,  Lancaster  & City 
Line  Aves.,  Philadelphia  19151  - (215) 
645-2667 

William  S.  Gibson,  MD,  Geisinger  Med. 

Ctr.,  Danville  17822  - (717)  271-6429 
Kenneth  L.  Hurst,  MD,  1205  Grampian 
Blvd.,  Williamsport  17701  - (717)  326-4118 
Blairanne  H.  Revak,  MD,  Penn  & Glen 
Ave.,  Bloomsburg  17815  - (717)  784-8101 
Thomas  J.  Rosko,  MD,  814  Spring  Valley 
Rd.,  Doylestown  18901  - (215)  345-2200 
Frank  J.  Tornetta,  MD,  307  Anthony  Dr., 
Plymouth  Meeting  19462  - (215)  828-3916 
Staff  Assignment— Christina  L.  Reese 

Commission  on  Education  and  Manpower 
Richard  D.  Baltz,  MD,  Chairman,  3028 
Market  St.,  Camp  Hill  17011  - (717) 

737-7100 

Roger  L.  Longenderfer,  MD,  Vice 
Chairman,  107  Conestoga  St.,  Terre  Hill 
17581  (215)445-4576 


Council  on  Legislation 

Drew  E.  Courtney,  MD,  RD  3,  Myerstown 

17067  - (717)  866-5755 

Dominick  A.  Cruciani  Jr.,  MD,  304  3rd 

Nat’l  Bank  Bldg.,  Scranton  18503  - (717) 
344-1631 

John  E.  Devenney,  MD,  27  E.  Willow 
Grove  Ave.,  Philadelphia  19118  - (215) 
270-2273 

Jack  L.  Fairweather,  MD,  129  Market  St., 
Lewisburg  17837  - (717)  523-1210 
Donald  G.  Ferguson,  MD,  1000  Bower  Hill 
Rd.,  Pittsburgh  15243  - (412)  561-4900 
Gilbert  A.  Friday,  MD,  1901  Highgate  Rd., 
Pittsburgh  15241  - (412)  681-3333 
John  D.  Lane,  MD,  919  Durham  Rd., 

Penndel  19047  - (215)  752-5433 
Robert  L.  Lasher,  MD,  316  W.  23rd  St., 

Erie  16502  - (814)  455-9038 
Charles  A.  Laubach  Jr.,  MD,  Geisinger 

Council  on  Medical  Economics 

Kingston  18704  - (717)  288-5441 
William  R.  Beltz,  MD,  1205  Grampian 
Blvd.,  Williamsport  17701  - (717)  326-7404 
Louis  H.  Betz,  MD,  262  Hawthorne  Dr., 
Lewisburg  17837  - (717)  524-4473 
Bruce  M.  Bilder,  MD,  37  Pineview  St.,  Lock 
Haven  17745  - (717)  748-7714 


Anne  L.  Barlow,  MD,  856  Grove  Ave., 
Flourtown  19031  - (215)  233-4069 
Jay  B.  Berger,  MD,  1371  Armstrong  Rd., 
Bethlehem  18017  - (215)  865-3570 
Robert  W.  Downie,  MD,  Phila.  Geriatric 
Ctr.,  5301  Old  York  Rd.,  Philadelphia  19141 
- (215)  456-2951 

Irwin  J.  Hollander,  MD,  Grand  View  Hosp., 
Sellersville  18960  - (215)  257-3611 
David  M.  Leaman,  MD,  Div.  of  Cardiology, 
Hershey  Med.  Ctr.,  P.O.  Box  850,  Hershey 
17033  - (717)  531-8407 
Manuel  Olives,  MD,  2900  Derry  St., 
Harrisburg  17111  - (717)  564-6475 
Carl  A.  Sirio,  MD,  115-A  E.  Oak  St., 
Palmyra  17078  - (717)  838-6746 
Staff  Assignment — Christina  L.  Reese 

Commission  on  Therapeutic  and  Toxic 
Substances 

Benjamin  Calesnick,  MD,  Chairman,  646 
W.  Springfield  Rd.,  Springfield  19064  (215) 
543-1358 

David  R.  Brill,  MD,  Vice  Chairman, 
Geisinger  Med.  Ctr.,  Danville  17822  - (717) 
271-6301 

William  J.  Fiden,  MD,  1000  Dutch  Ridge 
Rd.,  Beaver  15009  - (412)  846-8965 
Phillip  Friedman,  MD,  131  S.  Bellevue 
Ave.,  Langhorne  19047  - (215)  757-4334 
Elmer  H.  Funk  Jr.,  MD,  510  Millbrook  Rd., 
Devon  19333  - (215)  688-2003 
Lawrence  S.  Greenfield,  MD,  Geisinger 
Med.  Ctr.,  Danville  17822  - (717)  271-6164 
George  D.  Lumb,  MD,  230  N.  Broad  St., 
Philadelphia  19102  - (215)  923-3692 
Timothy  J.  Michals,  MD,  Pepper  Pavilion, 
Ste.  1003,  One  Graduate  Plaza, 
Philadelphia  19146  - (215)  546-7973 
William  B.  Swallow,  DO,  130  S.  Front  St., 
Milton  17847  - (717)  742-2655 
Edward  M.  Wallerstein,  MD,  150  E.  Eighth 
St.,  Erie  16501  - (814)  455-3776 
Richard  L.  Wechsler,  MD,  220  Meyran 
Ave.,  Pittsburgh  15213  - (412)  681-3300 
Staff  Assignment— Christina  L.  Reese 


Med.  Ctr.,  Danville  17822  - (717)  271-6523 

William  S.  Lovrinic,  MD,  9 N.  Five  Point 

Rd.,  West  Chester  19380  - (215)  696-8800 

Carol  N.  Maurer,  MD,  15  Stewart  Rd.,  Oil 

City  16301  - (814)  677-5102 

Leland  F.  Patterson,  MD,  3300  Trindle  Rd., 

Camp  Hill  17011  - (717)  763-4764 

Alan  H.  Schragger,  MD,  1317  Hamilton  St., 

Allentown  18102  - (215)  437-5433 

John  B.  Wagner,  MD,  315  Green  Ln., 

Greenfields,  Reading  19601  - (215) 

378-6198 

John  F.  Weldon,  MD,  125  Tower  St., 
Monongahela  15063  - (412)  258-2729 

Vacancy 

Victor  F.  Greco,  MD,  Board  Representative, 
Greco  Med.  Arts  Bldg.,  Drums  18222  (717) 
788-4141 

Staff  Assignment — Robert  H.  Craig  Jr. 


William  S.  Frankl,  MD,  1320  Race  St.. 
Philadelphia  19102  - (215)  561-5050 
E.  Lawrence  Harasym  Jr.,  MD,  One  S. 
Hospital  Dr.,  Bloomsburg  17815  - (717) 
387-1444 

Robert  G.  Heisey,  MD,  3rd  & Willow  Sts., 
Lebanon  17042  - (717)  273-8835 
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Charles  A.  Heisterkamp  III,  MD,  721  N. 

Duke  St.,  Lancaster  17602  - (717)  397-5104 
William  H.  Mahood,  MD,  1245  Highland 
Ave.,  Abington  19001  - (215)  887-9690 
John  P.  Pagana,  MD,  316  N.  12th  St., 


John  A.  Burkholder,  MD,  Chairman,  490  E. 
North  Ave.,  Ste.  302,  Pittsburgh  15212  - 
(412)  323-0363 

Claude  E.  Nichols,  MD,  Vice  Chairman, 
2645  N.  3rd  St.,  Ste.  380,  Harrisburg  17110 
- (717)  238-0215 

Daniel  H.  Brooks,  MD,  Scaife  Rd., 

Sewickley  15143  - (412)  741-8862 

Frederick  G.  Brown,  MD,  Geisinger  Med. 

Ctr.,  Danville  17822  - (717)  275-1164 

Paul  J.  Dowdell,  MD,  90  Shenango  St., 

Greenville  16125  - (412)  588-4240 

Paul  J.  Fink,  MD,  300  Melrose  Ave.,  Merion 

19066  - (215)  667-3788 

Jon  R.  Friedman,  MD,  2824  Moreland  Dr., 


Ronald  J.  Clearfield,  MD,  Chairman, 
Citizens  Gen.  Hosp.,  New  Kensington  15068 
(412)  337-3541 

Roberta  L.  Schneider,  MD,  Vice  Chairman, 
139  Fernbrook  Ave.,  Wyncote  19095  (215) 
884-3861 

Raj  P.  Chopra,  MD,  326  Market  St., 
Bloomsburg  17815  - (717)  784-3711 
Donald  G.  Crawford,  MD,  4918  Locust  Ln., 
Harrisburg  17109  - (717)  545-4201 
James  L.  Cristol,  MD,  641  Broad  Acres 
Rd.,  Penn  Valley  19072  - (215)  664-2901 


Resident 

Jeannine  R.  Hahn,  MD,  Chairman,  191 
Lowell  Terr.,  King  of  Prussia  19406  - (215) 
265-4489 

Jon  R.  Friedman,  MD,  Vice  Chairman, 

2824  Moreland  Dr.,  Willow  Grove  19090 
(215)  657-7495 

Susan  R.  Zelitch,  MD,  Secretary,  1420 
Locust  St.,  Apt.  17-P,  Philadelphia  19102  - 
(215)  545-7940 

Robert  Bogin,  MD,  Member-at-Large,  7 
Lookout  Ln.,  Washington  Crossing  18977 
(215)  321-0634 


Sunbury  17801  - (717)  286-8521 
Robert  H.  Stanger,  MD,  120  Daugherty  Dr., 
Monroeville  15146  - (412)  372-1600 
Jerry  Zaslow,  MD,  60  E.  Township  Line, 
Elkins  Park  19117  - (215)  379-4600 


Council  on  Medical  Practice 

Willow  Grove  19090  - (215)  657-7495 

Joseph  E.  Green  III,  MD,  850  Walnut 

Bottom  Rd.,  Carlisle  17013  - (717)  243-3944 

S.  Victor  King,  MD,  515  26th  St.,  Altoona 

16602  - (814)  944-3579 

John  R.  Lease,  MD,  1710  E.  Broad  St., 

Hazleton  18201  - (717)  455-1586 

Roland  A.  Loeb,  MD,  Box  1724,  Lancaster 

17604  - (717)  394-7234 

Stanley  P.  Mayers  Jr.,  MD,  648  Wiltshire 

Dr.,  State  College  16803  - (814)  238-4014 

Robert  W.  Meldrum,  MD,  447  E.  1st  St. , 

Bloomsburg  17815  - (717)  784-5150 

John  W.  Mills,  MD,  590  Indian  Springs  Rd., 

Indiana  15701  - (412)  349-1203 


Council  on  Membership 

Howard  I.  Forman,  3024  W.  Queen  Ln., 
Basement  Apt.,  Bldg.  A,  Philadelphia  19129 
- (215)  849-5212 

David  A.  Gehring,  MD,  Polk  Ctr.,  Polk 
16342  - (814)  432-3171 
Joseph  F.  Girone,  MD,  32  Knightswood  Dr., 
Marlton,  NJ  08053  - (609)  596-2184 
Joseph  F.  Hakas,  MD,  401  Bigham  St., 
Pittsburgh  15211  - (412)  481-7200 
Marvin  H.  Marx,  MD,  506  N.  Broad  St., 
Lansdale  19446  - (215)  362-5633 
O.  Fred  Miller,  MD,  Geisinger  Med.  Ctr., 
Danville  17822  - (717)  275-5224 

Physician  Section  Governing 

Ann  Carey,  MD,  Member-at-Large,  RD  2, 

Box  237A,  Hummelstown  17036  - (717) 
534-1763 

Charles  Cattano,  MD,  Member-at-Large, 
2400  Chestnut  St.,  Apt.  1606,  Philadelphia 
19103  - (215)  568-4837 
Joseph  F.  Girone,  MD,  Member-at-Large, 

32  Kightswood  Dr.,  Marlton,  NJ  08053  (609) 
596-2184 

Robert  L.  Good,  MD,  Member-at-Large, 

103  Franklin  St.,  Shillington  19607  (215) 
777-5893 


John  Helwig  Jr.,  MD,  Board 
Representative,  The  Germantown  Hosp.  & 
Med.  Ctr.,  One  Penn  Blvd.,  3rd  FI., 
Philadelphia  19144  - (215)  438-4944 
Staff  Assignment— William  F.  S.  Orner  Jr. 


Herbert  C.  Perlman,  MD,  Carlisle  Hosp., 
X-Ray,  Box  310,  Carlisle  17013  - (717) 
245-5400 

Michael  J.  Prendergast,  MD,  930  Upland 

Rd.,  York  17403  - (717)  845-2743 

Barbara  Shelton,  MD,  Independence  Place 

Apt.  1006,  6th  & Locust  Walk,  Philadelphia 

19106  - (215)  625-0800 

Joseph  H.  Werner  Jr.,  MD,  450  East  St., 

Doylestown  18901  - (215)  345-6090 

Betty  L.  Cottle,  MD,  Board  Representative 

25  Sylvan  Dr.,  Hollidaysburg  16648  (814) 

695-0659 

Staff  Assignment — Denise  E.  Zimmerman 


J.  Walter  Valenteen,  MD,  1078  W. 
Baltimore  Pike,  Media  19063  - (215) 
566-0677 

James  F.  Welsh,  MD,  Community  Gen. 
Hosp.,  Reading  19601  - (215)  378-8348 
Jeannine  R.  Hahn,  MD,  Board 
Representative,  191  Lowell  Terr.,  King  of 
Prussia  19406  - (215)  265-4489 
Bernie  F.  Kennetz  Jr.,  Board 
Representative,  1242  Hollywood  St., 
Pittsburgh  15205  - (412)  921-6277/0467 
Staff  Assignment— L.  Riegel  Haas 


Council 

Stephanie  Jones,  MD,  Member-at-Large, 
1000  Walnut  St.,  Philadelphia  19107  (215) 
925-9382 

Mark  Rutkowski,  MD,  Member-at-Large, 
4524  E.  Thompson  St.,  Philadelphia  19137 
(215)  533-9208 

Carl  A.  Sirio,  MD,  Member-at-Large,  115-A 
E.  Oak  St.,  Palmyra  17078  - (717)  838-6746 
Staff  Assignment— L.  Riegel  Haas 


Medical  Student  Section  Governing 


Eric  D.  Peterson,  Chairman,  (Univ.  of 
Pgh.),  706  Summerlea  St.,  Apt.  #2, 
Pittsburgh  15232  - (412)  363-0288 
Peter  D.  Cummings,  Vice  Chairman, 
(Jefferson  Med.  College),  703  Kater  St., 
Philadelphia  19147  - (215)  592-7008 
Robert  Ccrrato,  Secretary/Treasurer,  (Med. 
College  of  PA),  c/o  Med.  College  of  PA,  Box 
17,  3300  Henry  Ave.,  Philadelphia  19129  - 
(215)  848-2429 


Debbie  Schiller,  Past  Chairman,  (Univ.  of 
PA),  2400  Chestnut  St.,  #2901,  Philadelphia 
19103  - (215)  665-0428 
John  R.  Leyendecker,  (Univ.  of  PA),  4730 
Pine  St.,  Apt.  B-4,  Philadelphia  19143  - 
(215)  748-0786 

Robert  H.  Quinn,  (Hahnemann  Univ.),  168 
Krams  St.,  Philadelphia  19127  - (215) 
482-3224 


Thomas  Detre,  MD,  Dean,  Univ.  of  Pgh. 
Sch.  of  Medicine,  Scaife  Hall,  Pittsburgh 
15213  - (412)  624-2933 
C.  McCollister  Evarts,  MD,  Dean,  Hershey 
Med.  Ctr.,  500  University  Dr.,  Hershey 
17033  - (717)  534-8323 


Medical  School  Section 

Martin  Goldberg,  MD,  Dean,  Temple  Univ. 
Sch.  of  Medicine,  3400  N.  Broad  St., 
Philadelphia  19140  - (215)  221-4046 
Joseph  S.  Gonnella,  MD,  Dean,  Jefferson 
Med.  College,  1025  Walnut  St.,  Philadelphia 
19107  - (215)  928-6980 


Council 

Ruthane  Reginella,  (Hershey  Med.  Ctr.), 
Univ.  Manor,  Apt.  199,  Hershey  17033  (717) 
534-8382 

Nancy  Rosenblatt,  (Temple  Univ.),  7806 
Brookfield  Rd.,  Cheltenham  19012  - (215) 
635-2494/2781 

Vacancy,  (Phila.  College  of  Osteo.  Medicine; 
Staff  Assignment— Christina  L.  Reese 


Edward  J.  Stemmier,  MD,  Dean,  Univ.  of 
PA  Sch.  of  Medicine,  36th  & Pine  Sts., 
Philadelphia  19104  - (215)  898-5181 
Alton  I.  Sutnick,  MD,  Dean,  Med.  College 
of  PA,  3300  Henry  Ave.,  Philadelphia  19129 
- (215)  842-6000 
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jrael  Zwerling,  MD,  PhD,  Dean, 
lahnemann  Univ.  Sch.  of  Medicine,  Broad 
. Vine  Sts.,  Philadelphia  19102  - (215) 
48-7604 

lhairman  (Vacancy) 

homas  J.  Rohner  Jr.,  MD,  Vice  Chairman, 


Hershey  Med.  Ctr.,  500  Univ.  Dr.,  Hershey 
17033 

Klaus  M.  Bron,  MD,  Secretary/Treasurer, 
Presby.  Univ.  Hosp.,  DeSoto  at  O’Hara  Sts. 
Pittsburgh  15213 

Athole  G.  McNeil  Jacobi,  MD,  Delegate, 


Med.  College  of  PA,  3300  Henry  Ave., 
Philadelphia  19129 

Patrick  B.  Storey,  MD,  Alternate  Delegate, 
Univ.  of  PA  Sch.  of  Medicine,  36th  & Pine 
Sts.,  Philadelphia  19104 
Staff  Assignment— Donna  F.  Wenger 


Hospital  Medical  Staff  Section  Governing  Council 


ee  H.  McCormick,  MD,  Chairman,  (South 
tills  Health  System  - Jefferson  Ctr.),  2708 
Irownsville  Rd.,  Pittsburgh  15227  - (412) 
85-6330 

Kichael  J.  Prendergast,  MD,  Vice 
Chairman,  (York  Hosp.),  930  Upland  Rd., 
'ork  1 7403  - (71 7)  845-2743 
i.  Walter  Valenteen,  MD,  Secretary,  (Taylor 
fosp.  - Ridley  Park),  2835  N.  Providence 


Rd.,  Media  19063  - (215)  566-0677 
Edward  H.  Dench  Jr.,  MD,  Delegate, 
(Centre  Community  Hosp.),  945  Outer  Dr., 
State  College  16801  - (814)  238-4351 
Francis  S.  Kleckner,  MD,  Alternate 
Delegate,  (Lehigh  Valley  Hosp.  Ctr.),  1275 
S.  Cedar  Crest  Blvd.,  Allentown  18103  - 
(215)  439-8595 
James  G.  Pitcavage,  MD, 


Member-at-Large,  (Sewickley  Valley  Hosp.), 
701  Broad  St.,  Sewickley  15143  - (412) 
741-8700 

William  H.  Mahood,  MD,  Member-at-Large, 
(Abington  Mem.  Hosp.),  1245  Highland  Ave., 
Abington  19001  - (215)  887-9690 
Staff  Assignment — Denise  E.  Zimmerman 


Pennsylvania  Medical  Political  Action  Committee 


Soard  of  Directors 

:irst  District— Timothy  J.  Michals,  MD, 
’epper  Pavilion,  Ste.  1003,  One  Graduate 
>laza,  Philadelphia  19146  - (215)  546-7973 
lecond  District— Thomas  J.  Kardish,  MD, 

I Cherry  Blossom  Dr.,  Southampton  18966  - 
215)  357-9330 

'hird  District — Wilfred  E.  Vogler  Jr.,  MD, 

1431  Easton  Ave.,  Bethlehem  18017  - (215) 

191-8538  (215)  866-5111 

:ourth  District — William  C.  Wright,  MD, 

5enn  St.  & Glenn  Ave.,  Bloomsburg  17815  - 
717)  784-1981 

7 fth  District—  Roland  A.  Loeb,  MD,  P.O. 

Sox  1708,  Lancaster  17603  - (717)  394-7234 
>ixth  District — Harold  R.  Cottle,  MD,  25 


Sylvan  Dr.,  Hollidaysburg  16648  (814) 
695-0659 

Seventh  District— William  R.  Beltz,  MD, 

1205  Grampian  Blvd.,  Williamsport  17701  - 
(717)  326-7404 

Eighth  District— Joseph  R.  McClellan,  MD, 
224  W.  26th  St.,  Erie  16508  (814)  453-7767 
Ninth  District— Carol  N.  Maurer,  MD,  15 
Stewart  Rd.,  Oil  City  16301  - (814)  677-5102 
Tenth  District— Eugene  W.  Herron,  MD,  47 
Greensburg  St.,  Delmont  15626  (412) 
468-8010 

Eleventh  District — John  F.  Weldon,  MD,  125 
Tower  St.,  Monongahela  15063  (412) 
258-2729 

Twelfth  District—' Victor  F.  Greco,  MD, 


Greco  Med.  Arts  Bldg.,  Drums  18222  (717) 
788-4141 

Board  Members-At-Large 
Donald  G.  Ferguson,  MD,  1000  Bower  Hill 
Rd.,  Pittsburgh  15243  - (412)  561-4900 
Wallace  G.  McCune,  MD,  Two  Penn  Blvd., 
Philadelphia  19144  - (215)  843-6093 
Mrs.  Stanley  C.  Ushinski,  Eastern  Region, 
RD  5,  Sutton  Rd.,  Shavertown  18708  (717) 
696-2134 

Mrs.  Spencer  J.  Servoss,  Central  Region, 
17  Round  Hill  Rd.,  Williamsport  17701  - 
(717)  323-0649 

Mrs.  Richard  S.  Troiano,  Holly  Hedges, 
Beaver  15009  - (412)  775-5924 
Executive  Director— Jerry  L.  Rothenberger 
Note:  Board  subject  to  change  at  PMS 
Board  of  Trustees  meeting,  January  21, 

1987. 


Pennsylvania  Medical  Society  Liability  Insurance  Company 


Officers 

David  S.  Masland,  MD,  Chairman  of  the 
Board/Chief  Executive  Officer 
Donald  E.  Harrop,  MD,  Vice  Chairman  of 
he  Board 

John  Smither,  President/Chief  Operating 
Dfficer 

Ronald  M.  Bachman,  Senior  Vice 
3resident/Director  of  Marketing 
Fred  C.  Thistle,  Vice  President  - Claims 
Sarah  H.  Lawhorne,  Esq., 

Secretary/General  Counsel 

Karl  L.  Detweiler,  Vice  President  - 

Underwriting 

Lawrence  E.  Smarr,  Vice  President  - 
Statistics  and  Research 
Judith  R.  Brown,  RN,  JD,  Vice 
President/Director  of  Risk  Management/Loss 
Prevention 

Anna  Lavertue,  Assistant  Vice 
President/Director  of  Professional  Affairs 


Frank  Piscioneri,  Assistant  Vice 
President/Director  of  Administrative  Services 
Gregory  L.  Richards,  Assistant  Vice 
President/Data  Processing  Manager 
Rocco  A.  Piscioneri,  Treasurer 

Board  of  Directors 

Louis  H.  Betz,  MD,  Three  Hospital  Dr., 
Lewisburg  17837  - (717)  524-4473 
Betty  L.  Cottle,  MD,  25  Sylvan  Dr., 
Hollidaysburg  16648  - (814)  695-0659 
Sylvan  H.  Eisman,  MD,  3400  Spruce  St., 
Philadelphia  19104  - (215)  386-1414 
Henry  H.  Fetterman,  MD,  501  N.  17th  St., 
Allentown  18104  - (215)  435-8562 
Norman  A.  Goldstein,  MD,  206  Gay  St., 
Phoenixville  19460  - (215)  323-1550 
Victor  F.  Greco,  MD,  Greco  Med.  Arts 
Bldg.,  Drums  18222  - (717)  788-4141 
Donald  E.  Harrop,  MD,  750  S.  Main  St., 
Phoenixville  19460  - (215)  933-3182 


John  H.  Hobart,  MD,  2001  Fairview  Ave., 
Easton  18042  - (215)  258-9131 
William  J.  Kelly,  MD,  St.  Francis  Hosp., 
Ste.  B,  Pittsburgh  15201  - (412)  621-9094 
Francis  A.  Lovecchio,  MD,  200  E.  Brown 
St.,  East  Stroudsburg  18301  - (215) 
424-5180 

David  S.  Masland,  MD,  Med.  Arts  Bldg., 
220  Wilson  St.,  Carlisle  17013  - (717) 
249-1929 

Francis  X.  Plunkett,  MD,  Forbes-Shady 
Commons,  Ste.  300,  5889  Forbes  Ave., 
Pittsburgh  15217  - (412)  421-1500 
James  A.  Raub,  MD,  1099  Ohio  River 
Blvd.,  Sewickley  15143  - (412)  741-7150 
John  F.  Rineman,  20  Erford  Rd.,  Lemoyne 
17043  - (717)  763-7151 
Brooke  Roberts,  MD,  Univ.  of  Penna., 
3400  Spruce  St.,  Philadelphia  19104  (215) 
662-2025 

A.  John  Smither,  PO.  Box  303,  Lemoyne 
17043  - (717)  763-4750 

Vacancy 


The  Educational  and  Scientific  Trust 


Abram  M.  Hostetter,  MD,  Chairman,  20 
Briarcrest  Sq.,  Hershey  17033  - (717) 
533-4797 

Doris  G.  Bartuska,  MD,  Vice  Chairman, 
3227  W.  Penn  St.,  Philadelphia  19129  (215) 
842-6952 

David  L.  Miller,  MD,  Treasurer,  237  Broad 
St.,  New  Bethlehem  16242  - (814)  275-1122 


R.  William  Alexander,  MD,  544  Elm  St., 

Reading  19601  - (215)  374-4951 

David  W.  Clare,  MD,  532  S.  Aiken  Ave., 

Pittsburgh  15232  - (412)  682-2510 

Administrative  Staff 

LeRoy  C.  Erickson,  Executive  Director 


Natalie  A.  Harley,  Associate  Manager, 
Marketing 

Amy  Jo  Haufler,  Manager,  Projects  and 
Programs 

Kristi  L.  Jordan,  Manager,  Marketing 
Carol  S.  Scarborough,  Manager,  Finance 
Shelley  J.  Urich,  Administrative  Assistant 
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Keystone  Peer  Review  Organization 


Board  of  Directors 

Robert  J.  Carroll,  MD,  Vice  President, 

4725  McKnight  Rd.,  Pittsburgh  15237  (412) 

367-1188 

Henry  H.  Fetterman,  MD,  Secretary,  501 
N.  17th  St.,  Allentown  18104  - (215) 
435-8562 

Donald  E.  Harrop,  MD,  President,  750  S. 
Main  St.,  Phoenixville  19460  - (215) 
933-3182 

S.  Lawrence  Koplovitz,  DO,  4519 
Jonestown  Rd.,  Harrisburg  17109  - (717) 
545-3744 


Robert  N.  Moyers,  MD,  764  Kennedy  St., 
Meadville  16335  - (814)  336-5995 
Martin  A.  Murcek,  MD,  Treasurer,  Med. 
Arts  Bldg.,  562  Shearer  St.,  Ste.  101-2, 
Greensburg  15601  - (412)  837-4070 
Brooke  Roberts,  MD,  Univ.  of  PA,  3400 
Spruce  St.,  Philadelphia  19104  - (215) 
662-2025 

Donald  H.  Smith,  MD,  2209  Lehigh  St., 
Easton  18042  - (215)  252-2556 
Richard  D.  Thomas,  Pres.,  Delco  Mem. 
Foundation,  Lansdowne  & Keystone  Aves., 
Drexel  Hill  19026  - (215)  284-8100 


William  J.  West,  MD,  850  Walnut  Bottom 

Rd.,  Carlisle  17013  - (717)  249-2811 

Administrative  Staff 

Robert  R.  Weiser,  Executive  Director 

Carmine  J.  Striano,  Director  of  Profession 

Relations 

Edward  E.  Longabaugh,  MD,  Medical 
Director 

W.  Beth  Hackman,  Assistant  Executive 
Director  for  Review  Operations 
Roderick  A.  Savidge,  Assistant  Executive 
Director  for  Administration 


Pennsylvania  Medical  Society  Auxiliary 


Officers 

Mrs.  Robert  L.  Lasher,  President,  217 
Indiana  Dr.,  Erie  16505  - (814)  455-5114 
Mrs.  Michael  J.  Prendergast, 
President-Elect,  930  Upland  Rd.,  York 
17403  (717)  843-8378 

Mrs.  Oliver  E.  Mattas,  First  Vice-President, 
RD  4,  Box  190,  Juniata  Gap,  Altoona  16601 
- (814)  942-1987 

Mrs.  Michael  P.  Brignola,  Eastern  Regional 
Vice-President,  377  Trevor  Ln.,  Bala  Cynwyd 
19004  - (215)  668-8789 
Mrs.  John  Modarress,  Central  Regional 
Vice  President,  1915  Mahantongo  St., 
Pottsville  17901  - (717)  622-0182 
Mrs.  Lawrence  C.  Marcella,  Western 
Regional  Vice-President,  108  Valhalla  Dr., 
New  Castle  16105  (412)  658-8662 
Mrs.  Guy  L.  Bellanca,  Treasurer,  28  S. 
Eighth  St.,  Youngwood  15697  - (412) 
925-7836 

Mrs.  Robert  Wasko,  Recording  Secretary, 
3931  Lilac  Rd.,  Allentown  18103  - (215) 
434-1857 

Mrs.  James  R.  Smolko,  Financial 
Secretary,  545  Gatehouse  Ln.,  York  17402 
(717)  755-0552 

Mrs.  Roldan  G.  Medina,  Speaker,  House  of 
Delegates,  154  Brandywine  Rd.,  Uniontown 
15401  - (412)  437-6143 


Mrs.  Kenneth  H.  Wildrick,  Vice  Speaker, 
House  of  Delegates,  60  Blenheim  Dr., 
Easton  18042  - (215)  252-8080 
Mrs.  Joseph  H.  Carter,  Corresponding 
Secretary,  816  Hilltop  Rd.,  Erie  16509  (814) 
866-6732 

Mrs.  Leroy  A.  Gehris,  Parliamentarian,  808 
N.  Third  St.,  Reading  19601  - (215) 

373-7719 

Mrs.  Robert  L.  Snyder,  Immediate  Past 
President,  101  E.  Center  St.,  Nazareth 
18064  - (215)  759-4828 
Arlene  C.  (Mrs.  Robert  D.)  Oyler, 

Executive  Administrator,  20  Erford  Rd., 
Lemoyne  17043  - (717)  763-7151 

District  Councilors 

First  District— Mrs.  Robert  S.  Pressman, 
2401  Pennsylvania  Blvd.,  Apt.  2-C-44, 
Philadelphia  19130  - (215)  232-9798 
Second  District—  Mrs.  Edward  L.  Pan,  Box 
12,  Limekiln  19535  - (215)  689-9153 
Third  District—  Mrs.  Theodore  Uroskie,  200 
Yale  Blvd.,  Clarks  Green  18411  (717) 
586-9193 

Fourth  District—  Mrs.  Michael  Lado,  608 
Hillcroft  Ave.,  Schuylkill  Haven  17972  - (717) 
385-1339 

Fifth  District—  Mrs.  David  B.  Evans,  716 
Yorkshire  Dr.,  Carlisle  17013  - (717) 

243-5501 


Sixth  District—  Mrs.  James  M.  O’Leary,  12f 
Clover  Dr.,  Hollidaysburg  16648  (814) 
696-3444.  Councilor-Elect,  Mrs.  Stanley  P. 
Mayers  Jr.,  648  Wiltshire  Dr.,  State  College 
16801  - (814)  238-4014 
Seventh  District—  Mrs.  William  R.  Adams, 
210  Ben  Ave.,  Mill  Hall  17751  - (717) 
726-3711 

Eighth  District—  Mrs.  John  J.  DeMarco, 
1840  S.  Shore  Dr.,  Erie  16505  - (814) 
459-8150.  Councilor-Elect,  Mrs.  James  J. 
Thomas  Jr.,  3700  Drexel  Dr.,  Erie  16506  - 
(814)  838-4213 

Ninth  District—  Mrs.  Anthony  M.  Pirrello, 
119  Woodridge  Rd.,  Butler  16001  (412) 

287- 2590 

Tenth  District—  Mrs.  Ronald  W.  Chludzinski 
124  Penn  Lear  Dr.,  Monroeville  15146  - 
(412)  372-0230.  Councilor-Elect,  Mrs. 
Richard  S.  Troiano,  Holly  Hedges,  Beaver 
15009  - (412)  775-5924 
Eleventh  District—  Mrs.  Kun  Hyung  Kim,  69 
Woodside  Dr.,  Washington  15301  (412) 
228-7989 

Twelfth  District— Mrs.  Victor  F.  Greco,  RD 
1,  Drums  18222  - (717)  788-3225. 
Councilor-Elect,  Mrs.  Gary  M.  Smith,  583 
Charles  Ave.,  Kingston  18704  - (717) 

288- 7778 
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classified  advertising 


PHYSICIANS  WANTED 
3ennsylvania  — Emergency  physician  sys- 
em.  Needs  several  fulltime  emergency  physi- 
bians  for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a ‘‘fee-for- 
aervice”  basis.  Contact:  (412)  228-3400  for 
nterview  appointment. 

Neurosurgeon  — Excellent  opportunity  for 
Board  certified  or  Board  eligible  neurosur- 
geon to  establish  a private  practice  affiliated 
with  a medium-sized,  progressive,  acute-care 
hospital  located  in  northeastern  Pennsylva- 
nia. Significant  growth  opportunities  avail- 
able. Generally  located  between  two  major 
cities  and  in  close  proximity  to  a variety  of  ski 
resorts.  Send  curriculum  vitae  and  references 
to  Box  138,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Practice  opportunities  available  in  modern 
ambulatory  and  diagnostic  testing  centers  lo- 
cated in  northeastern  Pennsylvania.  Compet- 
itive salary,  with  incentive  pay  and  investment 
opportunities.  Malpractice  insurance  offered. 
Replies:  Eugene  Turchetti,  MD,  3738  Birney 
Avenue,  Scranton,  Pennsylvania  18507.  (717) 
343-1840. 

General  surgeon,  Board  eligible  or  certified 
to  join  surgeon  in  private  practice.  Experi- 
ence in  traumatology  and  peripheral  vascular 
surgery  desirable.  Southcentral  Pennsylva- 


nia. Reply  to  Box  174,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne,  PA  17043. 

Unique  opportunity  available  immediately 
for  trained  physician  to  assume  fully  estab- 
lished active  family  practice  due  to  physician 
retirement.  Office  located  in  small  town  in 
central  Pennsylvania.  Six-figure  gross  and 
population  base  of  25,000.  Close  to  hospital 
and  universities.  Send  CV  to  Michael  Dani- 
loff,  President,  Evangelical  Community  Hos- 
pital, Lewisburg,  PA  17837. 

Physician  — emergency  career  opportunity 
in  the  northeast  Pocono  area.  Must  be  experi- 
enced, at  least  Board  eligible,  and  ACLS / 
ATLS  certified.  Salary  range  $80K  + mal- 
practice and  benefits.  Call  (717)  825-5333  or 
send  resume  to:  AES,  Box  2510,  Wilkes- 
Barre,  PA  18701. 

Western  Pennsylvania  — 450-bed  teaching 
hospital  reviewed  for  level  II  trauma  center 
designation  seeking  Board  certified/prepared 
emergency  physician.  Sophisticated  emer- 
gency care  with  nearly  30,000  visits  per  year, 
resident  teaching,  and  a hospital-based  para- 
medic program.  70  miles  east  of  Pittsburgh. 
Call  or  send  CV  to  Richard  M.  McDowell,  MD, 
FACEP,  Department  of  Emergency  Medicine, 
Conemaugh  Valley  Memorial  Hospital,  Johns- 
town, PA  15905-4398;  (814)  533-9769. 


State  College,  PA  — 94-bed  private  psychiat- 
ric hospital  seeks  general  psychiatrist  and/or 
adolescent  and  child  psychiatrist  for  positions 
as  staff  psychiatrist  with  inpatient  and  outpa- 
tient responsibilities.  The  hospital  is  in  its  sec- 
ond year  of  operation  and  is  expanding  clini- 
cal services.  The  community  is  the  home  of 
Penn  State  University.  It  offers  a cosmopoli- 
tan atmosphere  in  an  area  free  of  traffic,  pol- 
lution, and  crime;  yet  offering  numerous  cul- 
tural, athletic,  and  outdoor  activities.  The 
hospital  clinical  programs  are  eclectic  with  a 
strong  dynamic  orientation.  Salary  and  guar- 
antee arrangements  are  extremely  attractive. 
Please  call  (814)  364-2161,  or  send  your  CV 
to  Magnus  Lakovics,  MD,  Medical  Director, 
The  Meadows  Psychiatric  Center,  R.D.  #1, 
Box  259,  Earlystown  Rd.,  Centre  Hall,  PA 
16828. 


Anesthesiologist  — BC/BE  needed  to  join 
group  of  three  anesthesiologists  and  thirteen 
CRNA’s  in  a 275-bed  suburban  Pittsburgh 
community  hospital.  All  types  of  surgery  ex- 
cept cardiac.  Send  curriculum  vitae  to  Box 
187,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 


ER  physicians  — Full-time/part-time  posi- 
tions available  NJ,  PA,  NY.  Emergency  medi- 
cine experience  preferred.  Guaranteed  com- 
pensation and  paid  malpractice.  For  more 


Medical  Practice  Sales 
And  Appraisals 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  Listed  are  a few  available 
practices:  ALLERGY— Philadelphia  (2)  and 
Kansas;  DERMATOLOGY— Pennsylvania  and 
Kansas;  FAMILY  PRACTICE— Ohio,  New  Jersey, 
Virginia  and  Delaware;  INTERNAL 
MEDICINE— Pennsylvania,  Maryland  and 
Arizona;  OPHTHALMOLOGY- Illinois; 
PEDIATRICS—  Pennsylvania; 

RADIOLOGY— Pennsylvania  (2); 

UROLOGY— Arkansas.  If  interested  in  buying 
or  selling  a medical  practice,  contact  our 
brokerage  division  at  The  Health  Care  Group, 
400  GSB  Bldg.,  Bala  Cynwyd,  PA  19004  or  call 
(2 1 5)  667-8630. 


SKI!’ PACK  AREA  MEDICENTER 


A 6,000  square  foot,  fully  equipped 
ultra  modern  outpatient  medical  facility 
is  available  for  leasing  or  subleasing  by 
physicians,  medical  group,  or  related 
parties. 

Terms  and  conditions  are  completely 
negotiable.  Please  call  ANTHONY  R. 
BRASACCHIO  at  (215)  327-7004. 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 

The  Army  has  more  sol- 
diers  with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Farm 
ily  Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums, or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profes- 
sionals, you  can  receive 
assignments  almost  anywhere 
in  the  United  States;  the  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive.  You’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edu- 
cation and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart- 
ment Counselor  for  more  information. 

(312)  668-2190 
CPT  D.  J.  DeSimone 
200  E.  Liberty  Street 
Ann  Arbor,  MI  48107 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 


information  call  (215)  521-5100  (within  PA), 

1 -800-TRAUMA  6 (outside  PA),  or  send  CV  to 
Trauma  Service  Group  PC,  Scott  Plaza, 
Building  Two,  Suite  114,  Philadelphia,  PA 
19113. 

Diagnostic  radiologist  — Position  open  im- 
mediately with  hospital-based  group  in 
northcentral  PA.  Very  active  growing  practice 
with  all  imaging  modalities,  including  MRI. 
Must  be  Board  certified/eligible.  Replies  — 
Gordon  Shaw,  MD,  Radiology  Department, 
Williamsport  Hospital,  777  Rural  Avenue,  Wil- 
liamsport, PA  17701. 

Pennsylvania  — Excellent  opportunity  for 

allergist,  certified  or  Board  eligible,  who  has 
had  experience  in  practice  and  is  available 
now  — for  a buy-in  partnership  in  a very  well 
established  suburban  practice  with  teaching 
association.  Office  located  in  beautiful  north- 
ern suburb  of  Philadelphia,  convenient  to 
public  transportation.  Outstanding  cultural, 
educational,  and  recreational  facilities.  Five 
medical  schools  and  many  universities  along 
with  other  fine  hospitals  are  located  minutes 
away.  Lucrative  practice.  Call  collect  (215) 
276-4468  or  write:  A.  Naide,  Executive  Secre- 
tary, 1401  Melrose  Avenue,  Melrose  Park,  PA 
19126. 

Immediate,  attractive  position  available  for 
BE/BC  internal  medicine  specialist,  American 
trained.  Extremely  successful,  up-to-date 
practice,  including  x-ray,  lab  facilities.  Excel- 
lent nearby  hospitals.  Friendly  community  in 
S.W.  PA.  Good  terms.  Please  reply  as  soon  as 
possible  to  Box  197,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne  PA  17043. 


Primary  care  physicians  — Multi-state  prac- 
tice association  seeks  BE/BC  primary  care 
physicians  for  unique  opportunities  in  PA,  NJ, 
New  England,  MD,  FL,  and  other  areas  of  the 
U.S.  Most  positions  offer  Monday-Friday  8 
a.m.  to  5 p.m.  schedules  with  up  to  five  weeks 
paid  time  off.  Paid  malpractice.  Contact  or 
send  CV  to  Liberty  Healthcare  Corporation, 
399  Market  Street,  Suite  400,  Philadelphia, 
PA  19106;  (215)  592-7400  or  outside  PA 
1-800-331-7122. 

Internists  — Board  eligible  or  Board  certified 
to  join  the  staff  of  a 180-bed  hospital  in  Penn- 
sylvania. Interest  in  cardiology  is  preferred. 
Educational  opportunities  available  as  well  as 
abundant  outdoor  recreation.  Send  CV  to  Box 
189,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Emergency  medicine  position  — Full/part 
time  emergency  medicine  physicians  sought 
by  multi-state  professional  association.  Open- 
ings in  metropolitan  NY,  NJ,  PA,  MD,  DC,  FL, 
and  throughout  U.S.  Contact  or  send  CV  to 
Liberty  Healthcare  Corporation,  399  Market 
Street,  Suite  400,  Philadelphia,  PA  19106; 
(215)  592-7400  or  outside  PA  1-800-331-7122. 

Family  physician  wanted  — We  re  having 
fun  practicing  good,  honest  family  practice  in 
a pleasant  rural  setting.  If  you  might  like  to 
join  us  in  1987,  contact  Dr.  Lovett  or  Brown- 
Bieber,  PO  Box  #9,  Fredericksburg,  PA 
17026;  (717)  865-6644. 

Dermatologist  — Practice  opportunity  avail- 
able for  a Board  certified  or  Board  eligible 
physician  in  eastern  Pennsylvania.  Send  CV 


to  Box  194,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Otolaryngologist  — Pennsylvania  health 
care  center  seeking  the  services  of  a full  time 
ENT  specialist  to  establish  practice  in  our  ser- 
vice area.  Multiple  recreational  and  educa- 
tional opportunities  available.  Send  CV  to 
Box  193,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Board  certified  or  eligible  radiologist  to  join  a 
group  of  four  radiologists  in  northeastern 
Pennsylvania  for  hospital  and  office  practice. 
General  diagnostic  radiology  including  ultra- 
sound, nuclear  medicine,  CT,  MRI,  angiogra- 
phy, and  interventional  radiology.  Reply  to 
Box  195,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Psychiatrist  — A country  practice  awaits 
you.  Join  the  staff  of  a progressive  commu- 
nity hospital  and  long  term  care  facility.  Board 
certified  or  Board  eligible.  Our  Pennsylvania 
location  offers  some  of  the  finest  outdoor  rec- 
reation available.  Send  CV  to  Box  192,  Penn 
sylvania  Medicine,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Family  Practitioner  — Established  family 
practice  in  northeastern  Pennsylvania  seeks 
the  services  of  a Board  certified  or  Board  eli- 
gible family  practitioner.  Thirty  minutes  away 
from  the  Pocono  resort  area.  Send  CV  to  Box 
191,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

State  College,  Pennsylvania.  General  psy- 
chiatrist to  serve  as  clinical  director  of  a dual 


ONCOLOGIST- 

HEMATOLOGIST 

WANTED 


ASSOCIATE 

GROUP  PRACTICE 
FEATURES 

BENEFITS 
ACT  NOW 


• Oncologist/Hematologist 

• Expanding  practice,  university 
community  100K+ 

• 18  physician  members 

• FP,  IM  and  subspecialists 

• Physician  owned  group 

• Call  sharing  and  collegial  support 

• Modem  offices  w/cert.  lab, 
x-ray,  pharmacy 

• Prestige  and  recognition 

• Guaranteed  income,  fringes, 
partnership 

• Amenities  of  Pocono  Mt.  resorts, 
Phila.,  NYC 

• Forward  your  curriculum  vitae 
and  call  (215)  363-5600  in  con- 
fidence for  further  information. 
John  Downing  Associates,  Lion- 
ville  Commons,  P.O.  Box  452, 
Lionville,  PA  19353. 


I 


V. 


John  Downing  Associates,  Inc. 

physician  search  consultants 


J 


Westmoreland  Hospital  has  an 
immediate  need  for  the  following 
stibspecialists: 

1 . Trauma  director— Board  certified  general  surgeon 
with  a special  interest  in  trauma.  Some  experience 
preferred. 

2.  Otolaryngologist — Must  have  completed  formal 
training.  Solo  practice  or  possible  association. 

3.  Emergency  room  physician — for  active,  growing 
emergency  department.  Pursuing  level  II  trauma 
designation,  developing  helicopter  rescue  service. 

ER  presently  has  4 1 ,000  patient  visits  annually. 
Emergency  residency  trained  applicant  preferable, 
but  interested,  qualified  family  practice  physician 
should  also  apply.  ABEM  certified,  ACLS  and  ATLS 
desirable.  Competitive  salary  and  benefits. 

Westmoreland  Hospital  serves  a community  of 
30,000 — 100,000.  It  is  a cosmopolitan  area  30 
miles  east  of  Pittsburgh,  with  excellent  schools, 
churches,  and  recreational  areas,  located  near  the 
base  of  the  Laurel  Mountains. 

For  more  information  about  these  opportunities, 
contact  Dr.  Gerald  S.  Browdie,  Director  of 
Recruitment,  Westmoreland  Hospital,  West 
Pittsburgh  Street,  Greensburg,  PA  1 560 1 ; 
412-832-4037. 
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HEALTH  CARE  AT  ITS  BEST 

AIRFORCE 

MEDICINE 

★ 

Air  Force  medicine  is  one  of  our  best  benefits.  The  Air 
Force  needs  physicians  such  as  you  to  keep  it  that  way. 

Most  administrative  responsibilities  are  in  the  hands  of 
others,  giving  you  the  time  to  give  full  attention  to  the  patients' 
needs.  Our  hospitals  are  staffed  with  dedicated,  competent 
professionals  to  assist  you. 

You'll  have  time  for  your  family  and  to  keep  abreast  of 
the  latest  methods  and  technologies  that  you  don't  have  time 
for  now.  We  also  offer  unlimited  professional  development 
and  financial  security. 

Find  out  more  about  Air  Force  medicine.  Contact  your 
nearest  Air  Force  recruiter.  Call 

In  Pittsburgh  call  collect 
(412)  687-7313  Capt  Elliott  Sarantakos 

In  Philadelphia  call  collect 
(609)  667-9208  TSgt  James  Simmons 
In  Harrisburg  call  1-800-USAF-REC 


diagnosis  adult  psychiatric  and  chemical  de- 
pendency inpatient  and  outpatient  program. 
Prefer  Board  certification  and/or  experience 
with  chemical  dependency.  Will  accept  bright 
and  energetic  individual  who  is  Board  eligi- 
ble. The  hospital  is  a 94-bed  private  psychiat- 
ric hospital  constructed  two  years  ago.  The 
orientation  is  eclectic  but  with  a strong  dy- 
namic focus.  The  community  is  the  home  of 
Penn  State  University.  It  offers  a cosmopoli- 
tan atmosphere  in  an  area  free  of  traffic, 
crime,  and  the  problems  of  a large  city.  Op- 
portunities for  cultural,  recreational,  and  edu- 
cational activities  are  numerous.  Salary  and 
guarantee  arrangements  are  extremely  at- 
tractive and  flexible.  Send  CV  or  call  Magnus 
Lakovics,  MD,  The  Meadows  Psychiatric 
Center,  Box  259,  Earlystown  Road,  Centre 
Hall,  Pennsylvania  16828.  (814)  364-2161. 

Urologist  — Pennsylvania  hospital  with  ser- 
vice area  of  40,000  needs  the  service  of  a full 
time  urologist.  Candidates  should  be  Board 
certified  or  Board  eligible.  Ideal  location  for 
family  with  good  schools  and  many  educa- 
tional and  recreational  opportunities.  Send 
CV  to  Box  190,  Pennsylvania  Medicine,  20  Er- 
ford  Road,  Lemoyne,  PA  17043. 

Internist  — to  join  progressive  primary  care 
internal  medicine  group.  Active  office  and 
hospital  practice,  associated  with  592-bed 
teaching  hospital  in  southcentral  Pennsylva- 
nia. Initial,  competitive  salary  with  eventual 
partnership.  CV  to  box  200,  Pennsylvania 
Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Part-time  and  temporary  positions  — 

Choose  from  part-time  and  temporary  prac- 
tice opportunities  located  throughout  Penn- 
sylvania in  the  new  Locum  Tenens  Section  of 
the  Pennsylvania  Medical  Society’s  Physi- 
cian Placement  Service.  For  more  informa- 
tion, contact  Tim  Smith,  PMS  Physician 
Placement  Service,  20  Erford  Road,  Le- 
moyne, PA  17043;  (717)  763-7151. 

Internist  — St.  Francis  Executive  Health 
Center  is  seeking  a full-time  BC/BE  internist. 
Facility  programs  include:  executive  diagnos- 
tic examinations,  Phase  II  cardiac  rehabilita- 
tion, women’s  health,  prescriptive  exercise, 
walk-in  medical  services,  and  educational 
programs  in  smoking  cessation,  stress  man- 
agement and  nutritional  guidance.  Candidate 
should  have  an  interest  in  preventative  and 
exercise  medicine.  Salary  and  full-benefit 
package.  Option  to  develop  private  practice. 
Send  resume  to  St.  Francis  Executive  Health 
Center,  One  Riverfront,  Pittsburgh,  PA  15222. 

Psychiatrist  — part-time  consultant.  Consult- 
ing psychiatrist  sought  for  position  (up  to  one 
day  per  week)  in  northwest  Pennsylvania.  At- 
tractive per  diem.  Malpractice  paid.  Some 
flexibility  in  scheduling.  Contact  Liberty 
Healthcare  Corporation,  399  Market  Street, 
Philadelphia,  PA  19106.  Telephone  outside 
PA  1-800-331-7122;  in  PA  (215)  592-7400. 

Family  practice  — Board  certified  family 
practitioner,  graduate  of  Jefferson  Medical 
College  1978,  seeking  associate  to  replace 
retiring  physician  in  well  established  practice 
in  this  semi-rural  community  of  15,000,  thirty 
miles  north  of  Pittsburgh,  PA.  Enjoy  country 
living  with  proximity  to  a major  city.  Position 


FAMILY  MEDICINE 

Practice  opportunity  for  Family  Physician  affiliated  with  The 
Reading  Hospital  and  Medical  Center,  622-bed  tertiary  care 
facility  with  medical  school  affiliations. 

Reading,  located  in  Eastern  Central  PA,  offers  a country 
lifestyle  with  excellent  schools  and  attractive  housing  close 
to  metro  areas.  For  the  candidate  selected  we  offer: 

• Flexible  financial  arrangements. 

• Practice  growth  opportunity. 

• Established  practice  located  near  Reading. 

Forward  your  curriculum  vitae  to: 

Debbie  Anderst 

VP,  Physician  Support  Services 

QMS 

bkrkshirc  Sixth  Ave-  & Spruce  St. 

MCAiTH  I W.  Reading,  PA  19611 
systsm  '215-378-6459 

An  Equal  Opportunity  Employer 


FOR  ORTHOPEDIC 
SURGEONS 
LOOKING 

FOR  A CHALLENGE. 

Your  challenge  could  be  the  Army  Reserve  unit  near  you  in  Pennsylvania. 
It’s  a unit  that  requires  the  services  of  orthopedic  surgeons. 

You  may  wish  to  explore  the  challenge  of  teaching  in  a major  medical 
center.  You  may  wish  to  explore  the  special  challenges  of  your  specialty  in 
triage.  Certainly  you’ll  be  confronted  by  challenges  very  different  from  your 
daily  routine. 

You’ll  also  have  an  opportunity  to  participate  in  a number  of  programs  in 
which  you’ll  be  able  to  exchange  views  and  information  with  other 
orthopedic  surgeons  from  all  over  the  country. 

The  Army  Reserve  understands  the  time  demands  on  a busy  physician,  so 
you  can  count  on  us  to  be  totally  flexible  in  making  time  for  you  to  share 
your  specialty  with  your  country.  We’ll  arrange  your  training  program  to 
work  with  your  practice. 

To  find  out  about  the  benefits  of  serving  with  a nearby  Army  Reserve 
unit,  we  recommended  you  call  our  Army  Medical  Personnel  Counselor: 

In  Pittsburgh,  MAJ  Charles  Schuder  (412)  644-4432 
In  Philadelphia,  CPT  Donna  LaFantasie  (215)  443-D02 

ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 
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available  July  1987.  No  obstetrics.  Call  (412) 
758-8528  or  send  CV  to  Anthony  B.  Col- 
angelo,  MD,  510  Park  Avenue,  Ellwood  City 
PA  16117. 

New  York,  western  — Seeking  primary  care 
trained  physicians  for  full  time  emergency  de- 
partment positions.  Moderate  volume.  Attrac- 
tive hourly  compensation,  plus  malpractice 
insurance.  Director  position  available.  Con- 
tact: Emergency  Consultants,  Inc.,  2240  S. 
Airport  Road,  Room  27,  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 

Diagnostic  radiologist  — Board  certified  or 
eligible.  Full-time  hospital  position  available 
immediately  in  Pittsburgh  and  neighboring 
town.  Candidate  must  have  competence  in  all 
diagnostic  modalities  except  MRI.  Long-term, 
reliable  locum  tenens  relationships  would  be 
considered  as  a possible  alternative  for  right 
individual.  Hours  flexible,  but  at  least  three 
days  per  week.  Also,  we  are  seeking  a quali- 
fied individual  to  provide  some  weekend  film 
reading  (no  call)  in  Pittsburgh  area.  Please 
contact  Morris  Z.  Gardner,  MD,  at  (412)  562- 
3106. 

POSITIONS  WANTED 

Seeking  position  in  gastroenterology/ 
internal  medicine.  Available  now.  Board  certi- 
fied in  internal  medicine.  Board  eligible  in 
gastroenterology.  British  and  U.S.  trained.  Li- 
censed in  Pennsylvania.  Contact  S.P.  Na- 
than, South  Baltimore  General  Hospital,  3001 
S.  Hanover  St.,  Baltimore,  MD  21230  (301) 
347-3200. 


Internal  medicine  resident  in  Harrisburg,  BE 
in  7/87  seeks  partnership  or  single  specialty 
group  practice  opportunity  in  Pennsylvania. 
Please  contact  Box  199,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Part-time  and  temporary  practice  opportu- 
nities — List  your  part-time  or  temporary 
practice  opportunity  in  the  new  Locum 
Tenens  Section  of  the  Pennsylvania  Medical 
Society’s  Physician  Placement  Service.  For 
more  information,  contact  Tim  Smith,  PMS 
Physician  Placement  Service,  20  Erford 
Road,  Lemoyne,  PA  17043;  (717)  763-7151. 

Physician  seeking  position  as  diagnostic  ra- 
diologist. Type  of  practice  preferred:  solo, 
partnership,  single  specialty  group,  multi  spe- 
cialty group.  Would  consider  purchasing  a 
small  practice.  Respond  to  PMS  Physician 
Placement  Service,  Department  NPM-0687- 
RA18,  20  Erford  Road,  Lemoyne,  PA  17043. 

FOR  SALE 

50%  off  previously  owned  medical,  labora- 
tory, office,  x-ray,  ultra-sound  equipment  in 
excellent  condition.  We  buy,  sell,  broker,  and 
repair.  Appraisals  by  Certified  Surgical  Con- 
sultants. Medical  Equipment  Resale  and  Re- 
pair, Inc.,  24026  Haggerty  Road,  Farmington 
Hills,  Ml  48018.  (313)  477-6880  anytime. 

FOR  RENT 

Medical  offices  available  in  west  Philadel- 
phia and  Delaware  County.  Newly  renovated, 
well-maintained,  multi-office  locations.  Exclu- 
sive or  time  sharing.  Accommodations  for 
special  needs  will  be  considered.  Off-street 


parking  and  easy  access  to  public  transporta- 
tion. Call  Barbara  Kelman,  (215)  623-4542, 
weekdays  9 - 5. 

MISCELLANEOUS 

Holter  monitor  — Quality  scanning  for  reel  oi 
cassette-type  recorders  by  qualified  techni- 
cians and  certified  cardiologists'  interpreta- 
tion, scan  price  $35.  Recorders  loaned, 
leased,  or  purchase  new  dual-channel  hotter 
recorder,  $750,  with  two  year  warranty.  For 
more  information,  call  collect,  Advanced 
Medical  and  Research  Center,  Inc.  (313) 
373-1199. 

Discount  holter  scanning  services  starting 
at  $35.  Spacelabs  holter  recorder  (cassette) 
available  from  $1275.  Cardionostic  holter  re- 
corder (cassette)  available  from  $1125. 
Smallest  & lightest  holters  update.  Fast  ser- 
vice (24-48hrs)  turnover.  Hookup  kits  starting 
at  $4.95.  Special  introductory  offer  of  three 
free  tests  with  any  purchase  or  lease  of  the 
recorder.  Cardiologist  overread  available  for 
$15.  If  interested  call  (301)  870-3626. 

Copper  Mountain,  Colorado  condominium  I 
— Ski  into  entrance  of  this  one-bedroom  va- 
cation  rental.  Sleeps  six.  Fantastic  owner 
rates.  B.  Harley,  MD,  633  Tioga  Street,  John- 
stown, PA  15905.  (814)  536-8605. 

Professional  consulting  fee  of  $25,000  paid 
for  information  leading  to  acquisition  of  nurs- 
ing homes  and/or  specialty  hospitals  for  cli- 
ent. Confidentiality  respected.  Acknowledge- 
ment letter  provided.  Fees  paid  promptly 
upon  closing.  Client  prefers  private  referrals 
over  public  listings.  For  confidential  interview, 
kindly  call  or  write:  Mr.  Jay  E.  Laff,  President, 
Medical  Management  Resources,  Inc.,  10  E. 
Court  Street,  P.O.  Box  1110,  Doylestown, 
Bucks  County,  PA  18901,  (215)  343-3715. 

Malpractice  advisory  service  — Lawyer/ 
physician  available  as  personal  counsel  for 
malpractice  defense,  countersuits,  or  hospital 
and  governmental  legal  problems.  P.O.  Box 
5635,  Philadelphia,  PA  19129. 


Classified  Advertising 

Rates:  $30  per  insertion  for  the  first  30 
words  or  part  thereof;  80  cents  for  each 
additional  word;  $5.00  per  insertion  for  a 
box  number.  Payment  should  be  in  ad- 
vance. No  agency  commission  is  paid  on 
classified  advertising. 

Box  Numbers:  Advertisers  using  box 
numbers  forbid  disclosure  of  their  iden- 
tity. Written  inquiries  are  forwarded  to 
such  advertisers,  but  no  information  can 
be  revealed  by  the  publisher. 

Word  Count:  Count  as  one  word  all  single  ; 
words,  two  initials  of  a name,  single  num- 
bers or  groups  of  numbers,  hyphenated 
words,  and  abbreviations. 

Advertising  which  contains  discrimi- 
natory language  is  not  acceptable  for 
publication. 


FAMILY  MEDICINE 
INTERNAL  MEDICINE 


Berkshire  Health  System,  a multi-hospital  management 
system,  seeks  a practitioner  for  200-bed  community  hospital 
serving  the  city  of  Reading.  Successful  candidate  will  prac- 
tice on  the  hospital  campus  and  attend  in-patients  on  the 
Family  Medicine  Service. 

Reading,  located  in  Eastern  Central  PA,  offers  a country 
lifestyle  with  excellent  schools  and  attractive  housing  near 
metro  areas.  Forward  curriculum  vitae  to: 

Debbie  Anderst 

VP,  Physician  Support  Services 

(3HS 

•mksmiri  . Sixth  Ave.  & Spruce  St. 
hcaltm  I w.  Reading,  PA  19611 

systui  215-378-6459 

An  Equal  Opportunity  Employer 
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Health  Care 
Personnel  Consulting... 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

"Dr.  New  & You."' 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 

One  Belmont  Avenue  ^ = j_==_ 

Bala  Cynwyd,  PA  19004  !■  BH 

(2 1 5)  667-8630  ■■■  ■■ 

A Division  of  113  M — SSS5S; 

Health  Care  Group 


The  Name  to  Watch  In 
Therapeutic  Drug  Development 

Stuart  Pharmaceuticals,  one  of  America’s  top  fifteen 
pharmaceutical  organizations,  is  the  company  be- 
hind the  introduction  of  Nolvadex®,  Hibiclens®, 
Tenormin®  and,  most  recently,  Cefotan™. 

We’re  a world  leader  in  a wide  range  of  therapeutic 
drugs  and  one  of  the  fastest  growing  pharmaceutical 
organizations  in  the  United  States.  We’ve  created  an 
environment  which  will  encourage  your  best  ideas 
and  foster  your  personal  and  professional  growth. 
Our  Clinical  Research  and  Medical  Affairs  Depart- 
ment currently  seeks  Physicians  with  or  without  in- 
dustry experience  who  have  specialized  in  the 
following  areas: 

• ANESTHESIOLOGY*  CARDIOLOGY 

• NEUROLOGY  • PULMONARY 

• INFECTIOUS  DISEASE 

Our  Wilmington  location  affords  you  and  your  family 
the  best  of  rural,  suburban  or  urban  living  in  three 
states.  And,  all  within  a short  drive  from  our  modern 
headquarters.  We  invite  you  to  forward  your  CV  in 
confidence  to:  J.C.  Gearhart,  Employment-PM 

STUART  PHARMACEUTICALS 

Division  oi  ICI  Americas  Inc 
Wilmington  DE  19897 

a 


You're  dedicated, 
hardworking  & smart. 
Are  you  being 
rewarded  for  it? 

You're  talented.  Ambitious.  And  fully  committed 
to  being  the  best.  But  can  you  achieve  your  professional 
goals  in  your  present  setting?  Are  you  interested  in 
better  opportunities  to  practice  medicine  in  a challeng- 
ing environment? 

TSG  will  help  you  realize  your  goals.  With  10  years 
of  experience  in  placing  first-rate  physicians  in  first-rate 
hospitals,  we  offer  full-time  emergency  and  trauma 
positions  to  both  board  certified  and  board  prepared 
physicians.  Think  of  it:  career-stability,  flexible  hours, 
highest  rate  paid  and  as  much  responsibility  as  you  want. 

We'll  provide  the  support  you  need  through  incen- 
tive programs,  professional  education  and  career  devel- 
opment. Of  course,  we  provide  full  liability  coverage. 

Call  us  7 days  a week,  9am-9pm  to  discuss  your 
future.  If  you're  too  busy  to  call,  send  us  your  resume 


TRAUMA  SERVICE  GROUP,  P.C. 

An  Emergency  mid  Trauma  Care  Consortium 
Suite  114,  Scott  Plaza  Two,  Philadelphia,  PA  19113 
215-521-5100  800-TRAUMA-6 


Practice  Family  Medicine 
The  Way  You  Want  To 


Job  Satisfaction  and  Personal  and  Family 

Challenge  Satisfaction 

Large,  very  busy  and  growing,  seven-year  old  family  practice 
needs  third  doctor.  Well-rounded  practice  with  entire  range 
from  OBSTETRICS  to  geriatrics.  Two  offices — one  in 
medium-sized  town,  one  rural.  Excellent  office  staff.  Well 
equipped  hospital  with  separate  Family  Medicine  Department. 
Ideal  working  conditions  for  family-oriented  physician.  Many 
excellent  recreation  facilities  within  5 miles  and  2 major  cities 
within  90  minutes. 

Short-term  Medical  Missions  Opportunities 

Exceptional  Benefits  Package:  Excellent  salary,  4 weeks 
paid  vacation,  paid  conference  time,  malpractice  insurance, 
life  and  disability  insurance,  health  insurance  for  doctor  and 
family,  very  active  profit  sharing  plan  Salaried 
Position — Could  buy  in  if  desired. 

Contact  R.  H.  Martsolf,  M.D.,  912  E.  State  Street,  Sharon, 
Pa. 16146. 
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(BRCiTOi  the  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR. 


REFER  TO 


PDR 


#Andioid  5 10  25 

Methyltestosterone  U.S.R  Tablets 


JVndroid/f 

Fluoxymesterone  U.S.R  Tablets,  10mg 


In  depression  and  anxiety 

FEELING  BETTER  FASTER... 


OVERNIGHT-SLEEP  IMPROVED1 

Sleep  improved  in  74%  after  only  one  h.s.  dose  in  selected  patients 

FIRST  WEEK-OTHER  SOMATIC  SYMPTOMS 
MARKEDLY  REDUCED1 


FOURTH  WEEK-PATIENT 
COMPLIANCE  WAS  BETTER2 

More  than  three  times  as  many  amitriptyline  patients  as 
Limbitrol  patients  dropped  out  of  therapy  because  of  side 
effects,  although  the  incidence  of  side  effects  was  similar. 
Caution  patients  against  the  combined  effects  of  Limbitrol 
with  alcohol  or  other  CNS  depressants  and  about  activities 
requiring  complete  mental  alertness,  such  as  operating 
machinery  or  driving  a car.  In  general,  limit  dosage  to 
lowest  effective  amount  in  elderly  patients. 

References:  1.  Data  on  file.  Hoffmann-La  Roche  Inc.,  Nutley,  NJ  2.  Feighner  JP,  et at:  Psycho- 
pharmacology  61  217-225.  Mar  22,  1979 


Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  srj 
12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  (IV 

Limbitrol  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as the  hydrochloride  salt)  (IV 

A brighter  perspective... sooner 


Limbitrol ^ @ Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety. 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants.  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concomi- 
tant use,  then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved 
Contraindicated  during  acute  recovery  phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  anticholin- 
ergic-lype  drugs  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and 
prolongation  of  conduction  time  reported  with  use  ot  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients 
about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous 
occupations  requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely  use 
caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase 
dosage,  withdrawal  symptoms  following  discontinuation  of  either  component  alone  have  been 
repoded  (nausea,  headache  and  malaise  for  amitriptyline;  symptoms  [including  convulsions] 
similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  ot  seizures,  in  hyperthyroid  patients  or 
those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  function  Because  of 
the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in 
these  patients  Periodic  liver  function  tests  and  blood  counts  are  recommended  during  prolonged 
treatment  Amitriptyline  component  may  block  action  of  guanethidine  or  similar  antihypertensives 
When  tricyclic  antidepressants  are  used  concomitantly  with  cimetidine  (Tagamet),  clinically  signif- 
icant effects  have  been  reported  involving  delayed  elimination  and  increasing  steady  state  concen- 
trations of  the  tricyclic  drugs  Concomitant  use  of  Limbitrol  with  other  psychotropic  drugs  has  not 
been  evaluated,  sedative  effects  may  be  additive  Discontinue  several  days  before  surgery.  Limit 
concomitant  administration  of  ECT  to  essential  treatment.  See  Warnings  for  precautions  about 
pregnancy  Limbitrol  should  not  be  taken  during  the  nursing  period.  Not  recommended  in  children 
under  1 2 In  the  elderly  dnd  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia, 
oversedation,  confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently 
occurring  reactions  include  vivid  dreams,  impotence,  tremor,  confusion  and  nasal  congestion 
Many  depressive  symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy  have 
been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and 
hepatic  dysfunction  have  been  observed  rarely. 


The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  hove  been  reported  with  one  or  both  components  or  closely  related  drugs: 
Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomania 
and  Increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatation  ot 
urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edemo  of  face  and  tongue,  pruritus. 

Hemotologic:  Bone  marrow  depression  including  agranulocytosis,  eoslnophilia,  purpura, 
thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste, 
diarrhea,  black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea 
and  minor  menstrual  irregularities  in  the  femde,  elevation  and  lowering  of  blood  sugar  levels,  and 
syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion 

Other  Headache,  weight  gain  or.  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaun- 
dice, alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive.  I V administration  of  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product  information  for 
manifestation  and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is  obtained.  Larger  portion  of  daily  dose  may  be 
taken  at  bedtime.  Single  h.s  dose  may  suffice  for  some  patients.  Lower  dosages  are  recom- 
mended for  the  elderly. 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses 
increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  Tablets,  initial 
dosage  of  three  or  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses. 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablets,  blue,  film-coated, 
each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt). 
Available  in  bottles  of  100  and  500,  Tel-E-Dose®  packages  of  100,  Prescription  Paks  of  50. 
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HAHNEMANN  UNIVERSITY 
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For  information  and  application: 

Office  for  Continuing  Education 
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Broad  and  Vine  Streets 
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an  alternative  treatment  of  patients  with 
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Or  call  (304)  348-9580. 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


Data  General 


ELQEIIF*  systems,  ho. 

Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
In  Western  Pennsylvania— (412)  937-0690 
In  Eastern  Pennsylvania— (609)  235-3447 
In  Central  Pennsylvania— (717)  743-4441 
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BOARD  OF  TRUSTEES  AFFIRMS 
SOCIETY’S  1987  PRIORITIES 


BOARD  SETS  TASK  FORCE 
ON  LIABILITY  REFORM 


SOCIETY  PREPARES  ANALYSIS 
OF  BLUE  SHIELD  REGULATIONS 


GOVERNOR’S  APPOINTMENTS 
OF  INTEREST  TO  PHYSICIANS 


PRO  APPROVAL  FOR  ASSISTANT 
NEEDED  IN  CATARACT  SURGERY 


AMA  INITIATES  RESOLUTION 
ON  MEDICARE  IN  CONGRESS 


Five  issues  were  identified  as  1987  priorities  for  PMS  when  the  Board  of 
Trustees  met  January  21.  They  are  medical  liability,  tort  reform,  cost  con- 
tainment, alternative  delivery  systems,  increasing  the  effectiveness  of  state 
and  national  legislative  efforts,  and  membership.  The  Board  also  deter- 
mined to  appoint  an  ad  hoc  committee  to  investigate  efforts  to  initiate  and 
participate  in  coalitions  toward  fulfillment  of  mutual  goals.  The  findings 
of  the  ad  hoc  committee  will  be  reported  to  the  Board  for  further  action. 

A task  force  with  responsibility  for  the  Society’s  initiatives  in  the  area  of 
medical  professional  liability  reform  will  replace  the  1986  Oversight  Com- 
mittee. The  Board  approved  appointment  of  the  task  force  on  recommen- 
dation of  the  Oversight  Committee,  which  was  dismissed.  John  W. 
Lawrence,  MD,  of  Media,  chairman  of  the  PMS  Council  on  Legislation,  has 
accepted  the  chairmanship  of  the  task  force.  Board  Chairman  J.  Joseph 
Danyo,  MD,  will  appoint  the  task  force  members,  whose  scope  of  work 
is  determined  by  actions  on  liability  reform  of  the  1986  House  of  Delegates. 

An  analysis  of  the  new  Blue  Shield  regulations  approved  in  late  1986  is 
available  to  PMS  members.  The  PMS  Board  of  Trustees  voted  to  send  the 
document  prepared  by  legal  counsel  to  members  who  request  it.  All  par- 
ticipating physicians  can  expect  to  receive  a copy  of  the  regulations 
themselves  from  Pennsylvania  Blue  Shield,  as  required  in  the  regulations. 
For  a copy  of  the  analysis  contact  the  PMS  Council  on  Medical  Economics, 
or  telephone  the  PMS  Helpline,  1-800-228-7823. 

Governor  Robert  P.  Casey  has  appointed  N.  Mark  Richards,  MD,  for  the 
past  eight  years  the  director  of  the  Allegheny  County  Health  Department, 
as  secretary  of  health.  Dr.  Richards  is  a commissioned  officer  of  the  Food 
and  Drug  Administration  and  is  a past  president  of  the  Pennsylvania  Public 
Health  Association.  John  F.  White  Jr.,  a Philadelphia  city  council  member,  I 
will  serve  as  secretary  of  public  welfare  Also  horn  Philadelphia  is  the  new 
insurance  commissioner,  Constance  B.  Foster.  An  attorney,  she  has  severed 
her  ties  with  the  firm  of  Baskin,  Flaherty,  Elliott  & Mannino  to  accept  the 
post.  Dr.  Linda  M.  Rhodes,  a professional  gerontologist  and  president  of 
Rhodes  & Brennan  Inc.,  a research  and  consulting  firm  in  Pittsburgh,  will 
serve  as  secretary  of  aging. 

The  Keystone  Peer  Review  Organization  has  announced  a government 
requirement  that  prior  PRO  approval  will  be  necessary  before  Medicare 
can  be  billed  for  the  services  of  an  assistant  surgeon  in  cataract  surgery. 
The  directive  is  effective  for  all  cataract  procedures  performed  begin- 
ning March  1,  1987.  The  review  will  be  implemented  February  23.  The 
Health  Care  Financing  Administration  has  announced  that  cases  which 
have  not  been  preapproved  will  not  be  paid  by  the  Medicare  Part  B car- 
rier, except  in  emergencies,  which  will  be  considered  following  the 
surgery.  There  is  to  be  no  liability  for  the  patient  unless  the  unavailability 
of  Medicare  coverage  is  made  known  in  advance. 

The  AMA  initiated  the  introduction  in  the  House  of  Representatives  January 
25  of  a resolution  stating  that  it  is  the  sense  of  the  Congress  that  no  changes 
should  be  made  in  the  payment  of  physicians  under  Medicare.  The  pur- 
pose of  the  concurrent  resolution,  which  has  19  sponsors,  is  to  prevent 
payment  changes  such  as  MD-DRGs  or  mandatory  assignment,  until 
reports  on  the  relative  value  scale  ordered  by  the  99th  Congress  are 
received  and  evaluated.  The  AMA  is  now  attempting  to  secure  cosponsors 
for  Concurrent  Resolution  30.  Of  the  Pennsylvania  Congressional  Delega- 
tion, Representative  Joseph  Kolter  of  the  Fourth  District  is  a sponsor. 
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Dr.  McLeod  is  losing  his  patients. 
One  by  one. 


The  simple  fact  is,  Dr.  McLeod's  billing  service  isn't  doing  as  good  a 
job  as  he  assumes  it  is.  His  patients  are  becoming  annoyed  with  the 
frequency  of  billing  errors.  Which  leaves  Dr.  McLeod  with  a problem 
he  doesn't  even  know  he  has. 


strafe  our  stability  and  track  record.  To  explain  our  billing  and  collection 
procedures  and  our  patient  relations  standards.  And  to  show  you  how 
our  customized  services  can  meet  your  practice  needs  and  improve  your 
cash  flow. 


The  mistake  that  our  hypothetical  Dr.  McLeod  made  is  no  myth.  In  real- 
ity, many  physicians  believe  there  are  no  significant  differences  between 
billing  services.  Different  software  packages,  perhaps.  Price.  But  beyond 
that,  a billing  service ...  is  a billing  service. 

The  truth  is,  it  makes  a big  difference  who  handles  your  practice  billing. 
Things  can  and  do  go  wrong-like  misbilling  and  mismanaged  or  even 
unprofessional  collection  procedures.  These  and  other  problems  not  only 
cost  a practice  financially,  but  can  impact  on  patient  satisfaction  and 
goodwill,  which  is  perhaps  most  costly  of  all. 


Call  us  soon.  Because  you  have  everything  to  lose. 


PDA* 

Professional 
Management 
Services,  Inc. 


(215)  667-9594 


If  you  really  don't  want  to  worry  about  billing,  take  a close  look  at  how  Boston  Philadelphia 

you  do  your  billing  now.  And  then  call  us.  We'll  be  pleased  to  demon-  W.  Springfield,  MA 


Providence 

Hartford 


editorial 


Tort  reform — a question  of  balances 


President’s  month  is  a good  time  to  re- 
flect on  the  special  construction  that  our 
founding  fathers  had  in  mind  when  they 
designed  our  unique  form  of  government 
under  the  Constitution.  These  early  Amer- 
icans sought  to  create  a government  that 
provided  a balance  of  power  among  three 
major  branches,  the  executive,  the  legisla- 
tive, and  the  judicial.  Colonial  leaders  were 
aware  that  a balanced  system  was  needed 
in  order  to  fabricate  and  preserve  liberty 
for  all  people.  Having  escaped  the  oppres- 
sion of  the  King  of  England,  the  founding 
fathers  also  recognized  that  “there  may  be 
tyranny  of  the  many  as  well  as  the  few." 
The  establishment  of  this  intricate  form  of 
government— one  that  has  survived  more 
than  200  years— is  a tribute  to  the  learning 
and  reason  of  that  early  leadership. 

The  essentials  of  maintaining  a healthy 
government  are  applicable  to  the  current, 
continuing  malpractice  problem.  The  bal- 
ance between  practicing  medicine  respon- 
sibly and  being  held  to  strict  accountabil- 
ity for  all  outcomes  has  gone  awry.  This 
growing  imbalance  is  evident  when  bad 
outcomes  or  maloccurrences  are  consid- 
ered to  represent  malpractice. 

Malpractice  is  misconduct  of  a profes- 
sional person,  e.g  a physician,  due  to  un- 
reasonable lack  of  skill,  bad  practice,  or  il- 
legal or  immoral  conduct.  A bad  outcome 
might  be  the  result  of  negligence.  On  the 
other  hand,  even  a skilled  physician  or  sur- 
geon whose  medical  practice  meets  or  ex- 
ceeds accepted  standards  may  have  a bad 
result.  It  is  essential  to  the  fundamental 
understanding  of  the  practice  of  medicine 
that  there  are  occasional  maloccurrences. 

Although  physicians  attempt  to  bring 
about  the  best  result  possible,  the  distinc- 
tion must  be  drawn  between  malpractice 
and  innocent  maloccurrence.  The  notion  of 
“fault”  simply  does  not  apply  in  some 


cases  or  areas  of  care  in  medicine.  There  is 
a certain  and  inevitable  risk  in  the  care  of 
the  sick  and  injured,  and  the  healing  pro- 
cess varies  from  person  to  person.  With 
advancing  medical  science,  today’s  com- 
plex therapies,  and  the  unique  human  or- 
ganism, physicians  must,  at  times,  take 
calculated  risks  or  venture  into  uncharted 
waters.  Without  a good  doctor-patient  re- 
lationship, the  physician  is  handicapped  in 
the  performance  of  his  responsibilities. 

Those  who  think  tort  reform  is  a com- 
plete answer  to  this  complicated  problem 
will  have  their  hopes  dashed.  Those  who 
think  the  tort  system  is  entirely  to  blame 
for  the  current  malpractice  problem  are 
mistaken.  We  need  to  maintain  a balanced 
relationship  between  doctors  and  patients. 
As  concerned  physicians  and  citizens,  we 
should  support  the  Medical  Society’s  legis- 
lative effort  in  tort  reform  and  become  in- 
volved in  the  political  process.  But  in  addi- 
tion, we  should  not  close  our  eyes  to  other 
responsibilities.  These  include  maintaining 
professional  standards,  as  well  as  insuring 
that  people  understand  there  are  inherent 
risks  in  all  medical  practice.  We  must  con- 
tinue our  support  of  the  Public  Education 
Program,  which  tells  our  patients  the  lia- 
bility crisis  confronts  everyone,  not  just 
physicians. 

Abraham  Lincoln  said,  in  his  famous 
“Gettysburg  Address,”  that  we  are  a 
“government  of  the  people,  by  the  people, 
and  for  the  people.”  We  can  solve  the  prob- 
lems that  confront  our  profession,  but  only 
if  we  approach  them  with  the  same  wis- 
dom and  enlightenment  our  founding  fa- 
thers applied  to  the  construction  of  the 
Constitution.  Let  us  hope  that  we  will  be 
able  to  achieve  as  lasting  a result  as  they 
did. 

David  A.  Smith,  MD 

Medical  Editor 
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THE  GRADUATE  HOSPITAL 

□resents 

PERCUTANEOUS  LUMBAR  DISCECTOMY 

AN  INTERNATIONAL  SYMPOSIUM  AND  WORKSHOP 
FOR  ORTHOPAEDIC  & NEUROLOGICAL  SURGEONS 

March  13  ■ 14,  1987 

The  Graduate  Hospital,  Philadelphia,  PA 
Parviz  Kambin,  M.D.,  Course  Director 


Guest  Faculty 

Sadahisa  Hijikata,  M.D. 
Japan 

James  Morris,  M.D, 
California 

Wesley  W.  Parke,  PhD. 

South  Dakota 
Adam  Schrieber,  M.D. 
Switzerland 

Joseph  George  Teplick,  MD. 
Philadelphia,  PA 


The  Graduate  Hospital  and  University  of 
Pennsylvania  School  of  Medicine  Faculty 

John  J.  BianRosa,  M.D 
Carl  T.  Brighton,  M.D.,  Ph.D. 

Sharon  Gates,  R.N.,  M.S.N.,  C.R.N.P 
Parviz  Kambin,  M.D. 

James  E.  Nixon,  MD. 

Jon  Schaffer,  M.D. 

Harry  A.  Schwamm,  MD. 

Philadelphia 


A comprehensive  course  on  the  basic  science,  research  and  Theory  behind  the 
success  of  Percutaneous  Discectomy.  Didactic  session  with  closed  circuit  television, 
lectures  and  hands-on  workshop. 


HOTEL  RESERVATION 


COURSE  REGISTRATION 


Barclay  Hotel 
Rittenhouse  Square 
Philadelpha,  PA  19103 
PHONE  FOR  RESERVATION 
1-800-421-6662 
Specify  you  are  attending: 

The  Graduate  Hospital 
Orthopaedic  Surgery  Symposium 
SPECIAL  RATE  OFFERED: 

$75.00  — Single/Double  Occupancy 


Fee:  $450  00 

Clip  and  mail  directly  to: 

The  Office  of  Medical  Education 
The  Graduate  Hospital 
One  Graduate  Plaza 
1800  Lombard  Street 
Philadelphia,  PA  19146 


O 


Make  check  payable  to: 

The  Graduate  Disc  Treatment  Center 
and  Related  Research 


NAME: 


ADDRESS: 

CITY,  STATE,  ZIP: 


For  Further  Information  Call:  (215)  893-2410 


newsfronts 


Leaders  focus  on  conquering  change 


Author,  lecturer,  and  consultant  Wil- 
liam Fifer,  MD;  AMA  Deputy  Execu- 
tive Vice  President  James  Todd,  MD; 
and  University  of  Oklahoma  educator 
Gordon  Deckert,  MD,  are  featured 
speakers  at  the  1987  PMS  Leadership 
Conference,  April  21  and  22,  at  the 
Hershey  Lodge  and  Conference  Center, 
Hershey.  The  conference  opens  on  Tues- 
day at  1 p.m.  and  closes  Wednesday  at  2 
p.m. 

This  year’s  program  focuses  on  the 
physician’s  role  in  the  new  world  of 
medicine  ...  a world  where  physicians 
are  pressured  from  all  sides  to  control 
costs  and  utilization.  The  speakers  will 
discuss  how  physicians  can  overcome 
these  pressures  to  assure  that  the  qual- 
ity of  and  access  to  care  are  not  jeopard- 
ized. 

Advance  registration  is  required  for 
the  conference.  The  deadline  is  March 
20.  Conference  participants  earn  seven 
hours  of  Category  1 continuing  medical 
education  credit. 

William  R.  Fifer,  MD,  president  of  the 
Minneapolis  health  consulting  firm  of 
Clayton,  Fifer  Associates,  will  open  the 
conference  on  Tuesday  afternoon.  He 
will  give  an  overview  on  medical  trends 
that  are  affecting  how  physicians  prac- 
tice. Pennsylvania’s  new  governor,  Rob- 
ert P.  Casey,  has  been  invited  to  discuss 
his  views  on  Pennsylvania’s  health  care 
system  and  its  future  under  his  admin- 
istration. 

Tuesday’s  program  also  features  a 
“Meet  the  Press”  question  and  answer 
session.  The  new  state  secretaries  of 
health  and  public  welfare  and  the  new 
insurance  commissioner  have  been  in- 
vited to  participate  in  this  session.  Gor- 
don H.  Deckert,  MD,  a noted  professor 
and  lecturer  from  the  University  of 
Oklahoma,  will  wrap  up  Tuesday’s  pro- 
gram. His  presentation,  “Winning  . . . 
It  Starts  With  You,”  will  focus  on  how 
physicians  can  change  their  attitudes  to 
cope  with  today’s  unstable  health  care 
environment. 

On  Wednesday,  the  conference  opens 
with  a breakfast  meeting  featuring 
former  AMA  president  Edward  R.  An- 


nis,  MD.  Dr.  Annis  will  speak  on  “En- 
hancing the  Doctor-Patient  Relation- 
ship.” 

Following  breakfast,  five  one-hour 
workshops  will  be  conducted  and  then 
repeated  so  each  attendee  can  partici- 
pate in  two  workshops.  Topics  include: 
“Building  an  Effective  County  Medical 
Society;”  “The  Regulatory  Process — 
How  It  Works;”  “Physician  Oriented 
Joint  Ventures;”  “Alternative  Delivery 
Systems— Should  You  Participate;"  and 
“Techniques  for  Improving  Patient 
Communications.” 


The  conference  closes  on  Wednesday 
with  a luncheon.  AMA  Deputy  Execu- 
tive Vice  President  James  S.  Todd,  MD, 
will  speak  on  “Leadership:  You  Can 
Make  a Difference.” 

The  Leadership  Conference  Commit- 
tee is  chaired  by  Robert  N.  Moyers, 
MD,  Meadville.  Members  include:  R. 
William  Alexander,  MD,  Reading; 
Betty  L.  Cottle,  MD,  Hollidaysburg; 
John  Helwig  Jr.,  MD,  Philadelphia; 
David  L.  Miller,  MD,  New  Bethlehem; 
Jonathan  E.  Rhoads  Jr.,  MD,  York,  and 
R.  Robert  Tyson,  MD,  PMS  president. 


Dr.  Bartuska  president  elect  of  AMWA 


Members  of  the  American  Medical 
Women’s  Association  (AMWA)  recently 
chose  Doris  G.  Bartuska,  MD,  Philadel- 
phia, as  president  elect  of  the  organiza- 
tion. Dr.  Bartuska,  who  was  elected  at 
the  AMWA’s  71st  annual  meeting,  will 
serve  in  this  position  for  one  year  before 
moving  up  to  the  presidency. 

Prior  to  becoming  president  elect,  Dr. 
Bartuska  worked  on  the  AMWA’s 
Publications  and  Continuing  Medical 
Education  committees.  She  is  professor 
of  medicine  at  the  Medical  College  of 
Pennsylvania. 

After  earning  her  medical  degree  at 
MCP  (then  Woman’s  Medical  College  of 
Pennsylvania),  she  completed  an  intern- 
ship, residency,  and  fellowship  in  medi- 


cine at  the  Hospital  of  the  Woman’s 
Medical  College.  She  trained  in  endocri- 
nology at  Jefferson  Medical  College  and 
was  a National  Institutes  of  Health 
Special  Fellow  in  Molecular  Medicine  at 
the  Hospital  of  the  University  of  Penn- 
sylvania. Dr.  Bartuska  is  Board  certi- 
fied in  internal  medicine  and  endocrinol- 
ogy. 

An  active  member  of  the  Pennsylva- 
nia Medical  Society,  Dr.  Bartuska  cur- 
rently is  chairman  of  the  Council  on  Ed- 
ucation and  Science  of  PMS.  She  also 
serves  as  a delegate  from  PMS  to  the 
American  Medical  Association’s  House 
of  Delegates. 

She  is  a past  president  of  the  Phila- 
delphia Endocrine  Society,  and  a mem- 
ber of  the  Philadelphia  College  of  Physi- 
cians, the  American  Society  of  Human 
Genetics,  the  American  Federation  for 
Clinical  Research,  the  American  Associ- 
ation for  the  Advancement  of  Science, 
and  the  Association  of  Women  in  Sci- 
ence. She  is  a fellow  of  the  American 
College  of  Physicians  and  a member  of 
the  Pennsylvania  Society  of  Internal 
Medicine. 

In  addition  to  Dr.  Bartuska,  two 
other  Pennsylvania  physicians  were 
elected  to  leadership  positions  in  the 
AMWA.  They  are  Ruth  Ann  Fitzpat- 
rick, MD,  of  Chester,  who  was  named 
secretary,  and  Estherina  Shems,  MD,  of 
Wynnewood,  who  is  councillor  of  organ- 
ization. 
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“PMSLIC  has  the  answers 

I need/' 


Robert  Ford,  M.D. 
Obstetrics/Gynecology 
Pittsburgh 


The  threat  of  litigation  has  driven  many  obste- 
tricians from  the  field.  But  not  Dr.  Ford.  Bolstered 
by  PMSLIC's  risk  management  efforts,  he's 
secure  in  the  knowledge  that  he’s  doing  all  he 
can  to  reduce  malpractice  risk.  "Addressing 
the  specific  risks  of  a specialty  is  the  key,"  he 
notes. 

Because  the  PMSLIC  Risk  Management  staff 
determined  that  the  “negligent  delivery  of  an 
infant  with  a neurologic  deficit"  is  one  of  the 
most  common  and  most 

costly  allegations  ' 

against  PMSLIC-insured  PMSLIC: 

obstetricians,  a letter 


The  doctors’  choice. 


was  sent  to  them  suggesting  that  samples  of 
placental  tissue  be  retained  in  certain  instances. 
Dr.  Ford  was  glad  to  incorporate  this  in  his 
practice  after  learning  that  placental  tissue  analy- 
sis could  be  a key  element  in  his  successful 
defense  should  a malpractice  claim  subsequently 
arise. 

Observes  Dr.  Ford:  "PMSLIC  has  shown  the 
obstetricians  of  this  state  that  they  really  have 
someone  in  their  corner  when  it  comes  to 

avoiding  liability."  To  get 
muui-uuui-E  that  support  for  your 
practice,  call  toll-free: 
1-800-445-1212. 


newsfronts 


Health  planning  continues  in  Pennsylvania 


Jennifer  Riseon 
Katherine  Marconi,  PhD 

With  the  repeal  of  the  federal  health 
planning  legislation  and  the  consequent 
loss  of  federal  funds  for  the  state  health 
planning  and  development  agencies, 
and  the  health  systems  agencies  (HSA), 
the  states  have  taken  a variety  of  ap- 
proaches, as  they  are  now  free  to  do,  to- 
ward health  planning  and  Certificate  of 


Need  (CON).  Some  states  have  already 
completely  stopped  all  CON  reviews 
while  others  have  adopted  a “business 
as  usual"  approach.  In  Pennsylvania, 
the  Department  of  Health  is  continuing 
to  enforce  the  Health  Care  Facilities 
Act  and  related  CON  activities  in  the 
absence  of  six  of  the  eight  health  sys- 


tems agencies  which  were  operating  in 
early  1986  (the  Erie  HSA  ceased  opera- 
tions in  1982).  Only  the  southwestern 
and  the  northern  (NY-Penn)  regions  of 
the  Commonwealth  still  have  actively 
functioning  health  systems  agencies. 
The  former  operates  with  private  funds 
and  the  latter  receives  funds  from  the 
state  of  New  York,  which  is  part  of  its 
region. 

The  previous  administration  called 
for  three  more  years  of  CON  reviews  in 
Pennsylvania  and  the  Legislative  Bud- 
get and  Finance  Committee’s  report 
proposing  alternatives  to  the  current 
Certificate  of  Need  program  is  expected 
this  month.  While  the  most  desirable 
approach  may  be  to  allow  the  market 
place  to  control  the  health  care  delivery 
system,  certain  market  place  forces 
need  to  be  present  if  this  approach  is  to 
be  effective.  Within  three  years,  the 
data  collection  effort  of  the  Health  Care 
Cost  Containment  Council  should  be 
producing  useful  information  enabling 
consumers  and  purchasers  of  health 
care  to  shop  wisely.  By  then  it  is  also 
expected  that  virtually  all  third  party 
payors  will  be  on  a prospective  pay- 
ment system  for  hospitals. 

To  accommodate  the  impact  of  the 
loss  of  the  health  systems  agencies,  the 
Department  of  Health  has  taken  a num- 
ber of  steps  to  modify  the  CON  review 
system.  It  has  revised  its  list  of  discrete 
health  services  reviewable  under  the 
state  certificate  of  need  law,  and  revised 
capital  and  operating  expenditure  lim- 
its. The  department  has  also  adopted 
new  review  procedures  for  use  in  areas 
without  a health  systems  agency,  and 
secured  preliminary  approval  to 
“batch"  applictions.  These  moves  are 
intended  to  streamline  the  certificate  of 
need  program.  The  revised  discrete 
health  services  list  does  not  contain  15 
services  that  the  Department  of  Health  i 
previously  considered  reviewable.  Some 


The  authors  are  with  the  Pennsylvania  De- 
partment of  Health.  Jennifer  Riseon  is  dep- 
uty secretary  for  planning  and  quality  assur- 
ance. Katherine  Marconi  is  director  of  the 
Bureau  of  Planning. 


TOTAL  OFFICE  CARE 


Medical  Manager  is  a medical  office  management  software  package  that  renders 
"Total  Office  Care”  so  that  you  concentrate  on  delivering  Total  Patient  Care.  It  is  a 
user-defined  system  in  which  parameters  are  set  according  to  the  type  of  practice 
involved.  Medical  Manager  will  then  smoothly  accomplish  all  of  the  patient  account- 
ing functions  of  today's  medical  office. 

• TOTAL  and  comprehensive  functions  for  all  aspects  of  a medical  practice's  billing 
and  communications  needs,  including  patient  and  insurance  billing,  encounter 
forms,  outstanding  balance  follow-up.  and  patient  reca 

• TOTAL  automatic  insurance  processing  and 
tracking  of  third  party  claims. 

• TOTAL  availability 
of  electronic  media  ’ 
claims  processing. 


TOTAL  financial 
accountabllih 


TOTAL  automatic 
scheduling  function. 

TOTAL  office  manage- 
ment reports  yielding 
data  on  all  aspects  of 
financial  performance, 
patient  medical  historic 
and  the  physician's 
schedule. 


j, tit* 


9 


Essential  to  the  Total  Office 
Care  concept  is  the  installa- 
tion. training,  and  on-going 
software  support  of  Medical 
Manager.  After  assessing  your 
practice’s  needs  The  Oakland 
\ssoeiates  will  recommend 
appropriate  hardware  and  adapt 
Medical  Manager  to  your  specific 
situation.  I tili/.ing  a "self-paced" 
approach,  we  will  orient  and  train 
your  staff.  The  Oakland  Associates 
also  offers  continued  software 
support  after  implementation. 


The  Oakland  Assoc  iates 

\ lleallli  dan*  i)e\elopmenl  anil  Management  dompa 

500  Lewis  Run  Road 
Pittsburgh.  P\  I52:5(i 
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Twenty-First  Annual  Main  Line  Conference 


Thursday,  Friday  and  Saturday 
April  30,  May  1 and  2,  1987 

THE  AMERICAN  COLLEGE  • BRYN  MAWR,  PA. 

Sponsored  by 

THE  BRYN  MAWR  HOSPITAL 

In  affiliation  with  Jefferson  Medical  College 


PROGRAM  INCLUDES: 

• Allergy 

• Antibiotics 

• Anticoagulants 

• Arrythmias 

• Arthritis 

• Cardiology 

• Dermatology 

• Hypertension 

• Immunization 

• Infectious  Disease 

• Meningitis 

• Nose  & Throat 

• Pulmonary  Disease 

• And  More 

• Plus  25  Concurrent  Clinics 


GUEST  SPEAKERS: 

Michael  E.  DeBakey,  M.D. 

Chancellor  of  Baylor  College 
& Chairman,  Department  of  Surgery 
Houston,  Texas 
F.  Robert  Fekety,  Jr.,  M.D. 

Professor  of  Internal  Medicine  & Head, 

Infectious  Diseases  Division 
University  of  Michigan  Medical  Center 
Robert  K.  Jarvik,  M.D. 

Symbion  Inc. 

Salt  Lake  City,  Utah 
Jacob  Kolff.  M.D. 

Chief,  Cardiovascular  Surgery 
Temple  University  Hospital 
Professor  Roger  Lane 
The  Benjamin  R.  Collins  Professor 
of  Social  Sciences 
Haverford  College 

John  Perry  Nicholson,  Jr.,  M.D.,  M.B.A 
Assistant  Professor  of  Medicine  and  Public  Health 
Cornell  University  Medical  College 


ACCREDITATION: 

AMA,  PMS 

As  an  organization  accredited  by  the  Accreditation  Council 
for  Continuing  Medical  Education  (ACCME)  for  its  continu- 
ing medical  education  program,  Jefferson  Medical  College 
designates  this  activity  as  meeting  the  criteria  for  21  credit 
hours  in  Category  I of  the  Physician’s  Recognition  Award 
of  the  American  Medical  Association. 

AAFP 

This  program  has  been  reviewed  and  is  acceptable  for  20 
Prescribed  hours  by  the  American  Academy  of  Family 
Physicians. 

AOA  and  ACGPOMS  approved 


FOR  INFORMATION  WRITE: 

Harold  J.  Robinson,  M.D. 

Director,  Main  Line  Conference 
The  Bryn  Mawr  Hospital 
Bryn  Mawr,  Pennsylvania  19010 


Registration  Fee:  $235.00 
(includes  3 luncheons, 
cocktails  and  dinner) 
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of  the  major  services  that  were  removed 
from  the  list  are:  emergency  services, 
occupational  and  physical  therapy, 
trauma  services,  CT  scanning,  and  nu- 
clear medicine.  However,  since  the  de- 
partment makes  the  final  determination 
whether  a project  is  reviewable,  health 
care  facilities  that  plan  an  addition  of  a 
service  should  submit  a letter  of  intent 
to  the  Division  of  Need  Review. 

Capital  expenditure  limits  were 
raised  from  $736,200  to  $760,495,  the 
federally  permitted  maximum.  The  min- 

Short-term  service 
opportunities  available 

The  American  Medical  Association  is 
looking  for  fully  licensed  physicians 
who  are  interested  in  accepting  short- 
term, general  medicine  assignments  at 
Indian  Health  Service  (IHS)  clinics  or 
with  the  National  Health  Service  Corps 
(NHSC). 

The  assignments  are  for  two  or  four 
weeks.  Participating  physicians  receive 
$750  a week  at  IHS  facilities  and  $500  a 
week  at  NHSC  clinics.  Physicians  are 
reimbursed  for  round  trip  transporta- 
tion expenses  and  accommodations  are 
provided. 

For  more  information,  contact  John 
Naughton,  Project  U.S.A.  Director,  at 
the  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illi- 
nois 60610;  telephone  (312)  645-4702. 


imum  annual  operating  expense  associ- 
ated with  the  addition  of  a health  ser- 
vice was  raised  to  $316,873. 

The  Department  of  Health  also  has 
developed  special  procedures  for  the  re- 
view of  applications  in  the  regions  that 
are  without  actively  functioning  HSAs. 
Projects  that  were  under  review  by  lo- 
cal planning  agencies  and  the  depart- 
ment at  the  time  of  an  agency’s  closing 
are  being  reviewed  solely  by  the  depart- 
ment without  benefit  of  HSA  input  or 
recommendations. 

When  new  letters  of  intent  are  re- 
ceived from  these  areas,  the  department 
will  determine  if  the  project  is  review- 
able.  Previously,  the  local  planning 
agency  and  the  department  would 
jointly  determine  reviewability  with  the 
department  making  the  final  decision. 

Applications  are  accepted  only  dur- 
ing the  first  five  business  days  of  each 
month.  Upon  receipt  of  an  application, 
the  department  will  determine  if  it  is 
complete  or  if  additional  information  is 
needed  to  deem  the  application  com- 
plete. Previously,  this  was  also  a joint 
function  between  the  planning  agency 
and  the  department.  The  department 
also  will  conduct  hearings  in  Harris- 
burg during  normal  working  hours  if  re- 
quested. As  in  the  past,  the  local  Health 
Systems  Plan  and  the  State  Health 
Plan  will  be  used  as  a basis  for  review- 
ing projects.  The  local  Health  Systems 
Plans  and  copies  of  the  applications  un- 
dergoing CON  review  for  each  region 
will  be  available  in  the  offices  of  the  lo- 


cal health  departments  or  health  dis- 
trict offices  for  review  by  the  public. 

Batching  regulations,  approved  by 
the  Independent  Regulatory  Review 
Commission  on  November  24,  outline 
procedures  to  be  followed  in  the  review 
of  certain  applications  for  Certificate  of 
Need.  If  approved  by  the  Attorney 
General,  the  first  batch  will  begin  April 
1,  1987. 

The  categories  of  projects  that  will  re- 
ceive simultaneous  and  comparative  re- 
views are: 

(1)  Alcohol  and  other  drug  treat- 
ment and  rehabilitation, 

(2)  Ambulatory  surgical  services, 

(3)  Cardiac  catheterization, 

(4)  Cardiac  surgery, 

(5)  Comprehensive  medical  rehabili- 
tation, 

(6)  Lithotripters, 

(7)  Magnetic  resonance  imaging  de- 
vices, 

(8)  Psychiatric  services, 

(9)  Skilled  nursing  and  intermediate 
care  services, 

(10)  Renal  dialysis  units. 

The  regulations  allow  the  Depart- 
ment of  Health  to  implement  simulta-  I 
neous  and  comparative  reviews  of  appli- 
cations submitted  by  health  care 
facilities  in  the  department’s  Certificate 
of  Need  process.  The  intent  of  the  regu- 
lations is  to  establish  a process  to  re- 
view applications  competitively  rather 
than  separately.  More  efficient  utiliza- 
tion of  personnel  and  other  resources  by 
the  planning  agencies  and  the  depart- 
ment is  expected  to  result  from  these 
changes.  Under  the  present  procedures, 
applications  are  accepted  and  reviewed 
on  a first  come,  first  served  basis  which 
does  not  allow  the  department  the  op- 
portunity to  select  the  projects  best 
suited  to  meet  the  needs  of  an  area.  Bet- 
ter decisions  resulting  from  compara- 
tive and  simultaneous  reviews  should 
further  reduce  the  cost  of  health  care 
for  consumers  and  business.  In  the 
past,  there  have  been  instances  when 
the  department  received,  reviewed,  and 
approved  a project,  only  to  then  receive 
a much  sounder  proposal  from  another 
applicant. 

All  of  these  changes  to  the  Certificate 
of  Need  program  are  administrative. 
They  are  enabling  the  department  to 
manage  this  program  effectively  in  the 
absence  of  the  health  systems  agencies. 
Further  changes  to  the  Certificate  of 
Need  program  and  to  health  planning  in 
general  are  under  discussion  but  these 
changes  will  require  modification  of  the 
Health  Care  Facilities  Act. 


A HELPING  HAND 
FOR  THE  TROUBLED  PHYSICIAN 


Alcoholism.  Drug  abuse.  Mental  and  physical  disability.  The  problems  of  aging 
All  take  their  toll  on  the  medical  community. 

But  there’s  help— through  the  Impaired  Physician  Program  of  the  Pennsylvania 
Medical  Society.  The  program  offers  peer  support  . . . referral  to  professional 
treatment  agencies  . . . 
and  compassionate  follow- 
up throughout  the  reha- 
bilitation process. 

All  efforts  are  voluntary 
and  strictly  confidential 
If  you  need  help — or 
know  someone  who  does 
—call  the  Impaired 


Physician  Hotline:  (717) 
763-7937. 

To  learn  more  about  the 
Impaired  Physician 
Program,  write:  Impaired 
Physician  Program, 
Pennsylvania  Medical 
Society,  20  Erford  Road, 
Lemoyne.  PA  17043. 
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Philadelphia  CMS  installs  new  officers 


On  January  21,  1987,  the  Philadel- 
phia County  Medical  Society  (CMS)  in- 
stalled Wallace  G.  McCune,  MD,  as  its 
126th  president  at  the  Philadelphia  Col- 
lege of  Physicians. 

Dr.  McCune  is  Board  certified  in  in- 
ternal medicine  and  has  maintained  a 
practice  in  Philadelphia  since  1949.  He 
earned  his  medical  degree  at  the  Univer- 
sity of  Chicago  Pritzker  School  of  Medi- 
cine and  served  an  internship  at 
Thomas  Jefferson  University  Hospital. 
He  completed  his  residency  in  internal 
medicine  at  Jefferson. 

A clinical  professor  of  medicine  at 
Temple  University  School  of  Medicine, 
Dr.  McCune  is  chairman  of  the  depart- 
ment of  medicine  at  Germantown  Hos- 
pital. 

He  has  served  the  Philadelphia 
county  society  as  chairman  of  its 
Northwest  Branch,  as  treasurer,  as  a 
member  of  the  Board  of  Directors,  and 
as  a delegate  to  the  Pennsylvania  Medi- 
cal Society’s  House.  He  has  been  chair- 


Pennsylvania  has  finished  second  in 
the  country  for  number  of  animal  rabies 
cases  for  1986,  the  state  Health  Depart- 
ment reported. 

The  Commonwealth  finished  the  year 
with  583  cases.  Only  Maryland  exceeds 
this  number,  with  a total  caseload  of 
647  at  the  end  of  November.  California 
had  509  cases  and  Texas  453  cases  at 
the  end  of  November. 

The  Pennsylvania  total  is  the  highest 
since  1945  when  845  cases  were  con- 
firmed prior  to  the  availability  of  an  im- 
proved rabies  vaccine  to  protect  dogs 
and  cats.  In  1985,  the  state  confirmed 
450  cases,  placing  fourth  in  the  country 
behind  Maryland,  California,  and 
Texas. 

York  County  led  the  1986  total  with 
137  cases,  followed  by  Perry  County 
(116  cases),  Dauphin  County  (84  cases), 
and  Cumberland  County  (58  cases).  Be- 
ginning in  September,  however,  Dau- 
phin County  had  more  cases  than  any 
other  county  for  four  consecutive 
months.  The  state  recorded  38  Decem- 
ber cases,  17  in  Dauphin  County. 

The  1986  outbreak  covered  29  coun- 


man of  the  county  society’s  Member- 
ship Committee,  Political  Action 
Committee,  Strittmatter  Award  Com- 
mittee, and  Hospital  Staff  Activities 
Committee. 

Dr.  McCune  is  a fellow  of  the  Philadel- 


ties  and  involved  10  animal  species. 
Raccoons  accounted  for  408  cases; 
skunks  102  cases.  Other  species  in- 
cluded foxes  (24  cases);  cats  (19  cases); 
bats  (17  cases);  groundhogs  (5  cases); 
cows  (3  cases);  two  cases  each  involving 
dogs  and  horses;  and  a single  case  in  a 
donkey. 

Greene  County  was  the  only  new 
county  to  be  added  to  the  1986  total  in 
December.  The  county  recorded  its  first 
case  of  the  year  on  December  19— a 
rabid  raccoon  found  in  the  Spraggs 
area. 

The  Pennsylvania  outbreak  began  es- 
calating in  1982  after  almost  30  years  of 
yearly  caseloads  in  the  teens  and  twen- 
ties. Seventy-four  cases  were  confirmed 
in  1982,  followed  by  170  cases  in  1983, 
384  cases  in  1984,  and  450  cases  in 
1985. 

Dr.  Ernest  Witte,  Health  Department 
director  of  epidemiology,  said  the  out- 
break is  likely  to  continue  in  1987.  He 
noted  the  heart  of  the  outbreak  had 
shifted  over  the  last  third  of  the  year 
from  York  County  to  the  north  and  east 
into  Dauphin  County. 


phia  College  of  Physicians  and  a mem- 
ber of  the  American  College  of  Physi- 
cians and  the  American  Society  of 
Internal  Medicine.  He  is  a past  presi- 
dent of  the  Pennsylvania  Society  of  In- 
ternal Medicine. 

Also  at  the  January  21  installation, 
Milton  A.  Wohl,  MD,  took  office  as 
president  elect  of  Philadelphia  CMS. 
Gerald  Marks,  MD,  is  the  new  vice 
president;  Albert  J.  Finestone,  MD,  is 
secretary;  and  Richard  M.  Gash,  MD, 
is  treasurer.  Edward  J.  Resnick,  MD,  is 
immediate  past  president. 

Pennsylvania  Hospital 
participates  in  study 

Pennsylvania  Hospital  has  been  se- 
lected to  participate  in  a randomized, 
multicenter  trial  to  evaluate  immuno- 
suppressive therapy  of  biopsy-proven 
myocarditis.  The  study  will  test 
whether  or  not  immunosuppressive 
therapy  of  myocarditis  is  beneficial. 
Across  the  country,  23  university  medi- 
cal centers  will  participate  in  the  study, 
which  is  supported  by  a $5.8  million 
grant  from  the  National  Institutes  of 
Health. 

Endomyocardial  biopsies  will  be  ob- 
tained from  patients  with:  (1)  unex- 
plained, symptomatic  congestive  heart 
failure  of  less  than  two  years  duration, 
(2)  patients  with  cardiac  abnormalities 
such  as  arrhythmias  or  atypical  chest 
pain  who  are  found  to  have  depressed 
left  ventricular  function,  or  (3)  patients 
with  suspected  myocarditis  based  on  vi- 
ral prodrome,  young  age,  or  sudden  on- 
set of  congestive  heart  failure. 

Approximately  414  patients  with 
biopsy-documented  myocarditis  will  be 
randomized  over  a two  year  period  to 
one  of  three  modalities  of  treatment. 

The  initial  six  months  of  treatment 
will  be  followed  by  conventional  ther- 
apy for  congestive  heart  failure  as  dic- 
tated by  signs  and  symptoms.  Primary 
endpoints  of  this  study  include  cardiac 
performance,  myocardial  histology,  re- 
quirement for  heart  failure  therapy,  ar- 
rhythmias, and  survival.  For  further  in- 
formation on  the  myocarditis  study, 
contact  David  S.  Poll,  MD,  or  William 
J.  Untereker,  MD,  (215)  829-5064. 


Pennsylvania  ranks  second  in  nation  for  rabies 
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DISREGARDING 

THIS  AD 
COULD  PROVE 
FINANCIALLY 
DISABLING. 

PMS  Endorsed 
Disability  Income  Insurance 

Earning  power.  A most  important  asset  to  the  physician.  You've 
spent  more  time,  money  and  effort  to  reach  your  position  than 
most.  So,  protecting  your  earning  power  makes  a great  deal 
of  sense. 

The  PMS  Disability  income  insurance  Program  was  created 
specifically  to  meet  your  needs.  A program  that  includes  up  to 
$4,500  a month  in  benefits.  That  includes  Residual  Disability 
Benefits  for  partial  disability.  That  guarantees  acceptance  for 
PMS  members  under  age  55. 

it's  the  high-benefit  package  that  the  PMS  membership 
requested.  So  anticipate  the  unexpected.  Disability  income 
insurance  from  Bertholon-Rowland  Agencies.  Endorsed  by  the 
Pennsylvania  Medical  Society. 

For  detailed  information  regarding  Disability  Income  insurance, 
as  well  as  your  other  PMS  endorsed  insurance  plans,  call  toll-free 
in  eastern  Pennsylvania,  1-800-556-2500,  and  in  western 
Pennsylvania,  1-800-327-1550. 


BERTHOLON-ROWLAND  AGENCIES  1-800-556-2500 
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New  leaders  assume  posts  in  Allegheny  County 


Gilbert  A.  Friday,  MD,  took  office  as 
the  122nd  president  of  the  Allegheny 
County  Medical  Society  on  January  14, 
1987. 

Dr.  Friday  graduated  from  Temple 
University  School  of  Medicine.  After 
completing  an  internship  at  Philadel- 
phia General  Hospital,  he  trained  in  pe- 
diatrics at  Children’s  Hospital  of  Phila- 
delphia, and  in  pediatrics  and  allergy 
and  immunology  at  the  Children's  Hos- 
pital of  Pittsburgh.  He  is  Board  certi- 
fied in  both  fields. 

Currently  he  is  chief  of  clinical  ser- 
vices in  the  division  of  allergy  and  im- 
munology at  Children’s  Hospital  of 
Pittsburgh  and  professor  of  pediatrics 
at  the  University  of  Pittsburgh  School 
of  Medicine. 

Dr.  Friday  has  been  a member  of  the 
Allegheny  County  Medical  Society 
since  1963,  and  has  been  active  as  chair- 
man of  the  Medical  Economics  Commit- 
tee, delegate  to  the  PMS  House,  trea- 
surer, secretary,  a member  of  the  Board 
of  Directors,  and  most  recently,  in  the 
offices  of  vice  president  and  president 
elect. 

He  is  a member  of  a number  of  profes- 
sional and  scientific  societies,  including 
the  American  Academy  of  Pediatrics, 
the  Pittsburgh  Pediatric  Society,  the 
Pittsburgh  Allergy  Society,  the  Ameri- 


The  Educational  and  Scientific  Trust 
of  PMS  has  created  a package  of  educa- 
tional materials  to  help  health  care  pro- 
fessionals manage  patients  with  Al- 
zheimer’s disease. 

The  Trust  developed  the  materials 
based  on  a study  it  conducted  of  pro- 
viders’ needs  for  information  on  Al- 
zheimer’s disease.  Both  the  study  and 
the  development  of  the  educational 
package  were  funded  by  a contract 
from  the  Pennsylvania  Department  of 
Aging.  The  study,  which  included  as- 
sessing physicians’  responses  to  ques- 
tionnaires and  in  personal  interviews, 
showed  requests  for  information  on 
support  services  and  clinical  aspects  of 
the  disease,  said  Amy  Haufler,  the 
Trust’s  manager  for  the  project. 

The  Trust  worked  with  consultants  to 
develop  the  educational  materials.  The 
package  includes  physicians’  and 


can  Association  of  Certified  Allergists, 
the  Society  for  Ear,  Nose  and  Throat 
Advances  in  Children,  and  the  Ameri- 
can Thoracic  Society.  He  is  a fellow  of 


New  standards  for  health  care  ser- 
vices in  prisons  and  jails  have  been  pub- 
lished by  the  National  Commission  on 
Correctional  Health  Care  (NCCHC). 
The  new  standards  revise  those  origi- 
nally developed  by  the  American  Medi- 
cal Association  and  last  published  in 


nurses’  support  directories,  a bibliogra- 
phy, a case  study,  and  a guide  for  teach- 
ing nurses  and  their  assistants  to  care 
for  patients  with  Alzheimer’s  disease. 

Roger  J.  Cadieux,  MD,  and  Lawrence 
B.  Zimmerman,  MD,  were  the  physician 
consultants  for  the  project.  Dr.  Ca- 
dieux, is  chairman  of  the  department  of 
psychiatry  at  Harrisburg  Hospital  and 
medical  director  of  the  hospital's  Har- 
risburg Institute  of  Psychiatry.  In  addi- 
tion, he  directs  the  Geriatric  Assess- 
ment Program  of  the  Harrisburg 
Institute  of  Psychiatry.  Dr.  Zimmer- 
man, an  internist  who  specializes  in  the 
treatment  of  geriatric  patients,  also  is 
affiliated  with  Harrisburg  Hospital. 

For  more  information  on  the  program 
and  materials,  contact  the  Bureau  of 
Advocacy,  Pennsylvania  Department  of 
Aging,  231  State  Street,  Harrisburg, 
PA  17101;  (717)  783-7247. 


the  American  College  of  Allergy  and 
the  American  Academy  of  Allergy  and 
Immunology,  and  a past  president  of 
the  Pennsylvania  Allergy  Association. 

In  addition,  Dr.  Friday  is  on  the  exec-  , 
utive  committee  of  the  board  of  direc- 
tors of  Pennsylvania  Blue  Shield,  as 
well  as  the  board  of  directors  of  the 
Health  Systems  Agency  of  Southwest- 
ern Pennsylvania.  He  participated  in 
the  Pittsburgh  Program  for  Affordable 
Health  Care,  and  served  on  the  school 
board  of  St.  Thomas  More  School  in 
Bethel  Park. 

At  the  inauguration  ceremony,  the 
county  society  also  installed  Richard  E. 
Deitrick,  MD,  as  president  elect;  Daniel 
H.  Gregory,  MD,  as  vice  president; 
George  F.  Buerger  Jr.,  MD,  as  trea- 
surer; and  Stanley  M.  Marks,  MD,  as 
secretary.  Phillip  R.  Levine,  MD,  is  im- 
mediate past  president. 


1979  (prisons)  and  1981  (jails). 

The  standards  are  recognized  as  the 
most  authoritative  national  measure-  I 
ments  of  reasonably  adequate  and  ac- 
cessible medical  care  for  inmates  of 
prisons  and  jails,  and  are  used  in  the 
NCCHC’s  program  accrediting  the 
health  care  systems  of  correctional  fa- 
cilities. 

Included  in  the  new  up-to-date  revi- 
sion are  sections  on  administration,  per- 
sonnel, support  services,  care  and  treat- 
ment, medical  records  and  medical-legal 
issues,  plus  sample  forms  and  instruc- 
tions on  policies  and  procedures,  medi- 
cation administration  and  control, 
standing  orders  and  treatment  proto- 
cols, receiving  screening,  and  discharge 
summaries.  Also,  there  are  new  stan- 
dards on  mental  health  evaluation,  in- 
fection control,  suicide  prevention,  sex- 
ual assault,  staffing  levels,  clinic  space, 
communicable  diseases  and  isolation, 
and  care  of  the  mentally  ill,  and  physi- 
cally or  developmentally  disabled  in- 
mates. 

Requests  for  copies  ($15)  or  for  order 
information  should  be  addressed  to  the 
National  Commission  on  Correctional 
Health  Care,  Box  3500,  2000  North  Ra- 
cine, Chicago,  IL  60614  (Telephone:  312- 
528-0818). 


New  standards  set  for  correctional  health  care 


PMS  Trust  completes  Alzheimer’s  project 
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In  mild  to  moderate  hypertension 

THE  FIRST 
ONCE  DAILY 


CALCIUM 

CHANNEL 

BLOCKER 


NEW 

ONCE  DAILY 


'( erapamil  HCI/Knoll) 

240  mg  scored  .sustained -release  tablets 


JAMES  B. 

38,  black  male,  heavy  smoker. 
Prescribed  a diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 

Presents  with  "smoker's 
cough."  Workup  reveals  a BP 
of  150/107. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

— Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


THOMAS  G. 

70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily. 

YOUR  CONCERNS 
Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

— Unlike  beta  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


ALICE  W. 

65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 

She's  on  daily  insulin. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 
ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  most  beta  blockers 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

— Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 


JOHN  K. 

42,  Annual  physical  uncov- 
ered diastolic  BP  of  102 . . . 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 

YOUR  CONCERNS 
Salesman,  spends  many  hours 
of  his  working  day  in  car. . . 
total  cholesterol  level  300, 
HDL  35. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN’  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
does  not  cause  urinary 
urgency. 

— Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

— Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 


Antihypertensive  therapy  you 
and  your  patients  can  live  with 


*A  product  of  Knoll  research. 

s)  1986,  BASF  K & F Corporation 
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In  mild  to  moderate  hypertension  Brief  summary 

THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTIN®  SR 
(verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS),  2)  Hypotension 
(less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock,  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  block  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 

WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  in  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS),  Patients  with  milder  ventricular  dysfunction  should,  if 
possible,  be  controlled  before  verapamil  treatment.  Hypotension:  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension.  Elevated  Liver  Enzymes:  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have 
been  reported  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
prudent.  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil.  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a potential  risk.  Treatment  is 
usually  DC.  -cardioversion . Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia  Higher 
degrees  of  AV  block,  while  infrequent  (0  8%).  may  require  a reduction  in  dosage  or,  in  rare 
instances,  discontinuation  of  verapamil  HCI  Patients  with  Hypertrophic  Cardiomyopathy 
(IHSS):  Although  verapamil  has  been  used  in  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  population. 

PRECAUTIONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine  In  patients  with  impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  tor  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE). 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneticial  in  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities 
Digitalis:  Clinical  use  of  verapamil  in  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  if  digoxin  doses  are  properly  adjusted . However,  chronic  verapamil  treatment  increases 
serum  digoxin  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  in  digitalis 
toxicity  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI),  the  patient  should  be  reassessed  to 
avoid  underdigitalization.  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e  g.,  vasodilators,  angiotensin-converting  enzyme  inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure.  Patients  receiving  these  combinations  should  be  appropriately  monitored  Dis- 
opyramide:  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Quinidine:  In  patients  with  hypertrophic  cardiomyopathy  (IHSS), 
concomitant  use  of  verapamil  and  quinidine  resulted  in  significant  hypotension.  There  has  been 
a report  of  increased  quinidine  levels  during  verapamil  therapy  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  interactions 
Cimetidine:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  interaction  with 
cimetidine  A third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics.  Carbamazepine:  Verapamil  may  increase  car- 
bamazepine  concentrations  during  combined  therapy.  Rifampin:  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability.  Lithium:  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy.  Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility: 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years.  Verapamil  was  not  mutagenic  in  the  Ames  test.  Studies  in  female  rats  did  not  show 
impaired  fertility.  Effects  on  male  fertility  have  not  been  determined.  Pregnancy  (Category  C): 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery.  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed  Nursing  Mothers:  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  is 
administered  Pediatric  Use:  Safety  and  efficacy  of  ISOPTIN  in  children  below  the  age  of  18  years 
have  not  been  established. 

ADVERSE  REACTIONS:  Constipation  8.4%,  dizziness  3.5%,  nausea  2.7%,  hypotension  2.5%, 
edema  2 1%.  headache  19%,  CHF/pulmonary  edema  1.8%,  fatigue  1.7%,  bradycardia  14%, 
3°  AV  block  0.8%,  flushing  0.1%,  elevated  liver  enzymes  (see  WARNINGS).  The  following 
reactions,  reported  in  less  than  1.0%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain;  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship:  angina  pectoris,  arthralgia  and  rash,  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination, 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shakiness,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria.  Treatment  of  Acute  Cardiovascular  Adverse  Reactions:  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  immediately,  e g. , intravenously  admin- 
istered isoproterenol  HCI,  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses),  or  calcium 
gluconate  (10%  solution).  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
dobutamine)  may  be  administered.  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  judgment  and  experience  of  the  treating  physician 

OVERDOSAGE:  Treatment  of  overdosage  should  be  supportive.  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil. 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively.  Asystole  should  be  handled  by  the  usual 
measures  including  cardiopulmonary  resuscitation. 
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A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


I 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release  gS 

LIPO-NICIN®/300  mg. 


Each  time-release  capsule  con 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 


Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  of  100,  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  (lushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur 
Contraindications:  Patients  with 
known  idiosyncrasy  )o  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 


(br§JH2)THE  BROWN  PHARMACEUTICAL  CO.,  INC. 
2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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Physician’s  career  combines  medicine  and  music 


Karen  K.  Davis 


Many  physicians  appreciate  the  arts: 
some  sculpt  or  paint,  many  attend  per- 
formances, some  support  artists’ 
groups,  and  others  specialize  in  the 
treatment  of  artists.  But  one  physician, 


Robert  T.  Sataloff,  MD,  of  Philadelphia, 
is  involved  with  the  arts  in  all  these 
ways.  The  only  physician  in  the  world 
with  a doctorate  in  voice  performance, 
he  is  a professional  singer  and  voice 
teacher,  and  a pioneer  in  the  field  of  arts 
medicine. 


Arts  medicine 

Only  in  recent  years  has  medicine 
been  directed  toward  the  very  subtle 
problems  of  performing  artists,  Dr.  Sa- 
taloff said.  “In  medicine  we  usually  are 
given  a great  deal  of  latitude  regarding 
what  constitutes  a satisfactory  result. 
For  most  people,  functional  is  consid- 
ered a cure.  Even  if  I — as  a micro- 
surgeon—break  a finger,  and  it’s  re- 
stored to  95  percent  function,  that 
would  be  adequate.  But  on  the  other 
hand,  if  I were  a premiere  pianist,  that 
last  1 or  2 percent  closer  to  perfection  is 
what  makes  me  successful  as  opposed 
to  unknown.” 


Dr.  Sataloff  sings  at  a solo  performance  in  the  top  photograph.  Directly  above.  Dr.  Sata- 
loff directs  the  Thomas  Jefferson  University  choir  and  orchestra,  a group  he  founded. 


Physicians  who  specialize  in  an  area 
of  arts  medicine  have  “patients  with 
special  problems;  patients  who  are 
much  more  critical  when  analyzing 
their  body  functions  and  who  have  spe- 
cial needs  above  and  beyond  the  normal 
anatomy  and  physiology.  These  pa- 
tients have  careers,  often  with  sizeable 
incomes,  that  depend  on  Olympic  perfor- 
mance, whether  that’s  Olympic  running 
or  Olympic  singing  at  the  Metropolitan, 
or  Olympic  dancing  at  the  Pennsylvania 
Ballet.” 

Dr.  Sataloff  continued,  “Sports  medi- 
cine developed  as  a recognized  specialty 
a little  earlier  than  arts  medicine,  al- 
though the  two  are  analogous.  For  in- 
stance, the  sports  physician  recognizes, 
when  a football  player  comes  in  with  a 
sore  knee,  that  unless  it’s  critical,  the 
player  can’t  be  told  to  take  a month  off, 
because  that’s  a quarter  of  his  entire  in- 
come in  a career  that  may  be  only  eight 
or  ten  years  long.  The  same  is  true  with 
singers  and  dancers. 

“Our  traditional  training  does  not 
prepare  us  to  analyze  and  solve  the  spe- 
cialized problems  of  artists,”  he  said. 
“Over  the  last  several  years,  physicians 
in  various  specialties  have  developed  an 
interest  in  these  problems,  have  estab- 
lished links  with  the  performance  spe- 
cialties, and  have  developed  new  diag- 
nostic and  therapeutic  guidelines  and 
new  instruments  for  analysis  of  these 
problems.” 

Development  of  laryngology 

Ten  years  ago  almost  no  physician  in 
the  country  had  any  knowledge  about 
caring  for  singers,  according  to  Dr.  Sa- 
taloff. The  exceptions  to  this,  he  said, 
were  the  forerunners  in  the  field  of  lar- 
yngology: Wilbur  James  Gould,  MD, 
and  Freiderich  S.  Brodnitz,  MD,  in  New 
York,  Van  Lawrence,  MD,  in  Houston, 
and  Hans  von  Leden,  MD,  in  Los 
Angeles. 

“Educational  programs  started  about 
15  or  16  years  ago  in  New  York,”  he  ex- 
plained. “An  organization  called  the 
Voice  Foundation  was  developed,  which 
has  sponsored  educational  and  research 
programs  around  the  world.”  Dr.  Sata- 
loff has  been  involved  with  this  organi- 
zation for  several  years  and  is  currently 
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THE  LIKOFF  CARDIOVASCULAR  INSTITUTE 

and 

THE  DIVISION  OF  CARDIOLOGY 


HAHNEMANN  UNIVERSITY 

present 

CARDIOLOGY 
TODAY  . . . 

March  25,  1987 

The  Management  of  Patients 
Undergoing  Cardiac  Surgery 


Moderator: 

Charles  Bern  is  M.D. 

4 p.m. 

Pre-Hospital  & In  Hospital  Patient  Preparation 
Charles  Bern  is  M.D. 

4:30  p.m. 

Medical  Post-Op  Management 
William  S.  Frankl  M.D. 

5 p.m. 

Complications 
Mark  Victor  M.D. 

5:30  p.m. 

Rehabilitation 
Stuart  Snyder  M.D. 

Designed  for  the  physician  in  practice 
faced  with  the  care  of  critically  ill  patients. 

CME  Category  I Credit  certified 

No  registration  fee  required 


Conferences  are  held  in  Lecture  Hall  A,  second  floor,  New  College  Building,  Hahnemann  University, 
15th  and  Vine  Streets,  Philadelphia,  PA  19102.  For  further  information,  please  call  (215)  448-8790. 
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a member  of  its  board  of  directors.  He 
serves  as  co-director  of  the  Annual 
Symposium  for  Care  of  the  Professional 
Voice,  which  meets  in  June  at  Lincoln 
Center  in  New  York. 

“The  Voice  Foundation  meetings  and 
similar  events  it  spawned,  along  with 
courses  now  taught  at  the  American 
Academy  of  Otolaryngology  and 
around  the  world,  have  raised  the 
awareness  of  professional  voice  care  to 
the  point  where  it  has  achieved  aca- 
demic recognition,”  he  said.  “There  are 
40  voice  research  laboratories  in  the 
country.” 

Also,  he  said,  “Until  1986  not  a single 
otolaryngology  textbook  discussed 
problems  of  professional  voice  users. 
Last  year  a new  major  four  volume  text 
came  out,  which  has  a comprehensive 
chapter  on  care  of  the  professional  voice 
(This  chapter  was  written  by  Dr.  Sata- 
loff)  and  there  are  several  other  texts  in 
print  that  address  problems  of  profes- 
sional voice  users. 

“People  are  now  aware  there  is  mate- 
rial in  the  literature  and  there  are  places 
people  can  go  to  be  trained  in  laryngol- 
ogy.” Dr.  Sataloff  himself  has  contrib- 


uted much  to  the  literature.  Besides 
writing  the  chapter  on  voice  care  for  the 
otolaryngology  textbook,  he  has  pub- 
lished over  30  articles  on  laryngology 
and  arts  medicine. 

Center  at  Jefferson 

Arts  medicine  was  bom  because  anal- 
ogous problems  exist  in  all  areas  of  per- 
formance, Dr.  Sataloff  maintains,  and 
because  the  approach  to  solving  these 
problems  is  universal.  Arts  medicine,  he 
said,  represents  “laryngologists,  neurol- 
ogists, surgeons,  and  others  coming 
together  to  treat  problems  of  per- 
formers.” 

Work  in  this  field  led  to  the  formation 
of  the  International  Arts  Medicine  As- 
sociation, centered  in  Philadelphia,  and 
the  publication  of  a new  medical  journal 
called  Medical  Problems  of  Performing 
Artists. 

It  also  has  led  to  the  formation  of  arts 
medicine  centers  around  the  country,  in- 
cluding one  at  Thomas  Jefferson  Uni- 
versity. Dr.  Sataloff,  a graduate  of  Jef- 
ferson Medical  College,  is  associate 
professor  of  otolaryngology  there.  In 
addition,  he  directs  the  Jefferson  Arts 
Medicine  Center.  The  center  is  a net- 
work of  physicians  who  work  together 
as  teams  to  solve  artists’  problems. 


“Our  program  at  Jefferson  is  relatively 
new;  it  has  a lot  of  growing  yet  to  do. 
Right  now  it  allows  the  itinerant  per- 
former to  have  a place  to  call  and  in- 
stantly get  connected  with  a physician 
who  has  special  interest  and  expertise 
in  his  particular  performance  problem,” 
Dr.  Sataloff  said. 

Also  at  Jefferson,  arts  medicine  is 
part  of  the  emergency  medicine  resi- 
dency curriculum.  “Arts  medicine  lec- 
tures are  a required  part  of  the  emer- 
gency training,”  he  said.  “That’s 
important  because  when  a performer 
who  is  a stranger  in  town  gets  sick,  usu- 
ally he  goes  to  an  emergency  room.  The 
emergency  physician  must  recognize 
there  is  a great  difference  in  the  way 
performers  with  certain  common,  ap- 
parently minor,  problems  are  treated. 

“For  example,”  he  said,  “If  an  aver- 
age person  has  a sore  throat,  and  calls 
at  11  p.m.,  usually  there  is  no  pressing 
reason  to  see  the  person  immediately,  as 
opposed  to  seeing  him  first  thing  in  the 
morning.  On  the  other  hand,  if  that  pa- 
tient is  a singer  with  a major  perfor- 
mance commitment  with  the  Philadel- 
phia Orchestra  the  next  night,  that 
extra  ten  or  12  hours  may  make  the  dif- 
ference in  being  able  to  perform  or  hav- 
ing to  cancel  a concert,  which  for  a pop- 
ular singer  could  mean  a difference  of 
half  a million  dollars  in  one  night. 

“Arts  medicine  centers  like  the  one  at 
Jefferson  make  it  easy  for  the  per- 
former to  find  people  who  have  special 
experience  with  their  special  problems,” 
he  said. 

Jefferson  set  up  the  program  in  the 
spring  of  1986.  As  director  of  the  center, 
Dr.  Sataloff  coordinates  the  administra- 
tive activities,  and  compiles  statistics 
on  the  types  of  problems  treated  by  the 
affiliated  doctors.  Central  activities 
such  as  telephone  screening,  arts  medi- 
cine conferences,  and  the  exchange  of 
data  are  done  at  Jefferson  and  the  affili- 
ated physicians  see  patients  in  their 
home  offices. 

Most  of  the  physicians  who  make  up 
the  center  are  performers.  Among  the 
group  are  a dancer  who  is  also  a sur- 
geon, a published  poet  who  is  a psychia- 
trist, a neurologist  who  is  a pianist,  and 
a hand  surgeon  who  plays  the  double 
bass.  “It’s  not  necessary  for  a physician 
to  be  a performer  in  order  to  provide  ex- 
cellent health  care  to  artists,”  Dr.  Sata- 
loff said.  “Doctors  can  provide  good 
health  care  to  artists  once  they  have 
been  trained  to  make  certain  observa- 
tions. I have  published  and  taught 
courses  for  several  years  on  ways  to 


New  PMS  Medical  Economics 

Toll  Free  Line 

The  Pennsylvania  Medical  Society  expands 
its  service  to  members  by  providing  a toll 
free  medical  economics  help  line.  It’s  your 
direct  line  to  special  PMS  staff  ready  to  help 
you  with  your  questions  on  billing, 
reimbursement,  utilization  or  policy  issues 
about  Blue  Cross/Blue  Shield,  Medicare, 
Medical  Assistance,  or  commercial  insurers. 

Call  1-800-228-7823 

Monday  through  Friday  8 a.  m.  to  12  noon, 
and  1 p.m.  to  4 p.m. 

PMS  Help  Line— Just  A Call  Away 
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teach  doctors  to  make  observations 
with  their  eyes  about  matters  of  singing 
technique  so  that  they  can  make  diag- 
noses of  voice  abuse  on  the  basis  of  pos- 
itive observations  rather  than  relying 
on  their  ears,  which  are  usually  un- 
trained. 

The  added  training  as  a performer  is 
advantageous.  Dr.  Sataloff  added,  be- 
cause it  helps  the  physician  put  the  per- 
former at  ease.  It  sometimes  can  help 
the  physician  to  determine,  “in  short  or- 


der,” the  type  of  problem  the  performer 
is  having  and  whether  the  problem  is 
due  to  technical  abuse  or  traditional  ill- 
ness. “Clinical  experience  as  a per- 
former translates  to  clinical  acuity  as  a 
physician,"  Dr.  Sataloff  said. 

But  there  are  important  boundaries 
for  physicians  to  remember,  Dr.  Sataloff 
warned:  “Those  of  us  who  are  voice 
teachers  have  to  be  very  careful  about 
not  exceeding  the  limits  of  our  roles.  I 
never  function  as  a voice  teacher  in  my 
medical  practice.  I see  things  and  I talk 
to  the  singer’s  voice  teacher  and  I refer 
the  singer  back  to  the  voice  teacher.” 


Combining  medicine  and  music 

Dr.  Sataloff  has  been  interested  in 
both  music  and  medicine  since  he  was  a 
boy.  His  father,  Joseph  Sataloff,  MD,  an 
otorhinolaryngologist,  allowed  him  to 
visit  the  operating  room  from  the  time 
he  was  eight  years  old.  “My  voice 
changed  early  and  was  settled  by  the 
time  I was  12.  I liked  singing,  so  I 
started  studying  voice  when  I was  13, 
and  I've  been  studying  ever  since,”  he 
said. 

“I  loved  both  music  and  medicine  so 
much  I didn’t  want  to  give  up  either,” 
he  went  on.  He  earned  his  bachelor’s  de- 
gree in  music  theory  and  composition 
from  Haverford  College  before  entering 
Jefferson  Medical  College.  He  then 
trained  in  otorhinolaryngology  at  the 
University  of  Michigan  and  completed 
a fellowship  in  otology,  neuro-otology, 
and  skull  base  surgery  there.  After  he 
moved  back  to  Philadelphia,  he  prac- 
ticed medicine  while  earning  his  doctor- 
ate in  voice  at  Combs  College. 

Dr.  Sataloff’s  wife,  Dahlia  Sataloff, 
MD,  a surgeon,  also  has  combined  mu- 
sic with  medicine.  She  studied  piano 
performance  at  the  University  of  Michi- 
gan while  completing  a six  year 
premedical-medical  program.  Both  in- 
terests brought  them  together,  he  said: 
“I  was  a resident  and  she  was  a medical 
student  at  the  University  of  Michigan. 
I was  looking  for  an  accompanist  and  I 
found  her.  The  rest  developed  from 
there!” 

Dr.  Sataloff  currently  teaches  a num- 
ber of  voice  students,  as  he  has  done  for 
the  past  18  years.  Last  year,  one  of  his 
students  won  the  National  Association 
of  Teachers  of  Singing  Eastern  Re- 
gional Competition. 

Besides  maintaining  his  voice  studio, 
and  his  private  practice  where  he  sees 
about  “12  to  15  singers  a day,"  as  well 
as  other  patients.  Dr.  Sataloff  conducts 
the  Thomas  Jefferson  University  Choir, 
now  90  voices  strong  with  a full  orches- 
tra. The  choir,  he  said,' brings  the  “sensi- 
tivity of  music  and  artistic  pursuits  to 
help  humanize  the  medical  community.” 
Anyone  affiliated  with  the  university 
can  join. 

“The  arts  hold  a special  attraction  for 
physicians,”  Dr.  Sataloff  said,  “and  a 
lot  of  doctors  are  artists  because  both 
fields  have  similarities  in  character: 
they  both  require  a great  deal  of  disci- 
pline: they  both  offer  great,  but  de- 
layed, gratification;  they’re  both  precise 
and  yet  emotionally  impassioned.  The 
roads  are  not  so  far  disparate.” 
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The  Graduate  Hospital 

Affiliated  with  the  University  of  Pennsylvania  School  of  Medicine 

presents 


CORONARY 

ANGIOPLASTY 

What  the  Practicing  Physician  Needs  to  Know 


Wednesday,  February  25,  1987 
8:00  am  until  4:00  pm 

The  Graduate  Hospital  Auditorium 
18th  & Lombard  Streets 
Philadelphia,  PA  19146 

Thomas  Kreulen,  MD 
Course  Chairman 


TOPICS: 

Which  Patients  Should  You  Consider  for  Coronary  Angioplasty? 

Whatever  Happened  to  Medical  Therapy? 

How  to  Use  Non-Invasive  Tests  Before  and  After  Angioplasty. 

The  Management  of  The  Patient  Who  Has  Undergone  Coronary  Angioplasty. 
The  Role  of  Angioplasty  in  the  Therapy  of  Acute  Myocardial  Infarction. 
Immediate  and  Long-term  Results. 

The  Role  of  the  Cardiac  Surgeon. 


Televised  Live  Angioplasty  Demonstration 


51/2  hours  Category  1 Credit 
No  Registration  Fee 
Lunch  and  Parking  Included 


For  information  and  registration  call: 

The  Henry  J.  Tumen  Office  of  Medical  Education 

(215)-893-2410 
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More  than  10,000  call  eye  care  helpline 


Over  10,000  elderly  Pennsylvania  res- 
idents have  called  toll-free  helpline  set 
up  give  information  on  eye  care  since 
June  2,  1986.  The  helpline  is  part  of  the 
National  Eye  Care  Project  (NECP), 
sponsored  by  the  American  Academy  of 
Ophthalmology  and  the  Pennsylvania 
Academy  of  Ophthalmology  and  Oto- 
laryngology. Through  this  project,  dis- 
advantaged elderly  people  can  receive 
medical  eye  care  at  no  out-of-pocket 
cost. 

Volunteer  ophthalmologists  in  Penn- 
sylvania have  uncovered  1,664  cases  of 
cataracts;  153  cases  of  glaucoma;  359 
cases  of  macular  degeneration,  and  69 
cases  of  diabetic  retinopathy  among  el- 
derly residents  who  have  called  the  toll- 
free  number,  1-800-222-EYES,  to  re- 
ceive assistance  through  the  NECP. 

The  NECP  is  available  to  U.S.  citi- 
zens or  legal  residents  65  years  old  or 
older,  who  are  not  currently  under  the 
care  of  an  ophthalmologist,  and  who 
have  not  seen  one  within  the  past  three 
years.  Since  the  Pennsylvania  helpline 
opened  on  June  2,  1986,  more  than 
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animation  and  treatment. 

Across  the  nation,  over  140,000  peo- 
ple have  called  on  the  helpline  since  the 
project  started  in  January  1986.  About 
34  percent  of  those  examined  by  oph- 
thalmologists reported  that  they  had 
never  before  had  a comprehensive  eye 
examination.  For  another  20  percent,  it 
had  been  more  them  five  years  since  the 
last  eye  examination. 

“We  want  elderly  people  to  know  that 
failing  eyesight  in  their  later  years  can 
be  prevented  or  lessened  through  early 
diagnosis  and  treatment,”  said  Edward 
A.  Jaeger,  MD,  president  of  the  Penn- 
sylvania Academy  of  Ophthalmology 
and  Otolaryngology. 

A person  calling  on  the  helpline  is 
mailed  the  name  of  a volunteer  ophthal- 
mologist in  his  area,  who  will  treat  the 
patient  and  accept  the  Medicare  or  in- 
surance assignment  as  payment  in  full. 
If  hospital  care  is  needed,  the  ophthal- 
mologist will  work  with  a local  hospital 
to  make  care  available.  More  than  7,000 
ophthalmologists  currently  participate 
in  the  NECP. 
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10,000  residents  have  called,  resulting 
in  more  than  8,000  referrals  to  local  vol- 
unteer ophthalmologists  for  medical  ex- 

Dr.  McDowell  named 
EMS  medical  director 

Richard  M.  McDowell,  MD,  was  ap- 
pointed state  medical  director  for  Emer- 
gency Medical  Systems  (EMS).  Dr.  Mc- 
Dowell will  serve  as  a medical 
consultant  to  the  division  of  emergency 
health  of  the  state  health  department. 
The  position  was  established  by  the 
Emergency  Medical  Services  Act  of 
1985. 

Dr.  McDowell  is  chairman  of  the  de- 
partment of  emergency  medicine  at 
Conemaugh  Valley  Memorial  Hospital, 
Johnstown.  He  is  a fellow  of  the  Ameri- 
can College  of  Emergency  Physicians 
(ACEP)  and  a member  of  the  college’s 
Government  Affairs  Committee.  At  the 
state  level,  he  is  chairman  of  the  Legis- 
lation Committee  of  the  Pennsylvania 
Chapter  of  ACEP 

63-66 
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Chondodendron  tomentosum 


The  Amazon  hunter  who  dips  his  arrow 
in  brow  n gum 
before  taking 
deadly  aim 
knows  what  any 
skilled  anesthe- 
siologist knows— 
that  curare  is  a 
remarkably  potent 
muscle  relaxant. 

The  journal  of 
Spanish  explorer 
Francisco  de 
Orellana,  who  left 
Pizarro’s 
expedition 
to  strike 
out  on 
his  own 
in  1541, 
describes 
in  chilling 
detail  the 
swift  course 
of  a drug  natives 
made  from  thick  jungle  vines. 

Sir  Walter  Raleigh  speculated 
about  a possible  military  use, 
but  gave  it  up  in  the  late 
1500’s  with  the  development 
of  the  rifle. 


Today,  there  are  at  least  half  a dozen  syn- 
thetics patterned  on  curare,  which  work 
by  blocking  the  transmission  of  nerve 
impulses  to  the  muscles.  Combined 
with  other  anesthetic  agents,  they  are 
used  in  eye,  rectal  and  abdominal 
surgeries  and  given  under  hospital 
supervision  as  treatment 
for  a variety  of 
paralytic  and 
spastic  dis- 
eases. Thrift 
pharmacists 
occasionally  fill 
prescriptions 
for  the 


drug  in 
oral  form 
for 


patients 
suffering 

back  and  other  muscle  spasms. 

One  of  the  area’s  largest  providers 
of  prescription 
medicines,  Thrift 
Drug  fills  over 
nineteen 
million 
prescriptions 
annually  and 
stocks  a 
complete  selection 
of  health  and 
personal  care  products. 

Thrift  Drug  celebrates  over 
fifty  years  of  service  to  more 
than  400  communities  like  yours. 

We  re  proud  to  be  a part  of  the  history 
^ ^ of  pharmacy  and  its  tradition  of  care. 

II  Thrift  Drug 

Pennsylvania-based,  Pennsylvania-managed.  Serving  you  better  through  Progress  in  Pharmacy. 


Although  curare  was 
known  to  be  effective  in 
treating  certain  paralytic 
disorders,  doctors  were  un 
able  to  regulate  its  potency 
and,  therefore,  rarely 
prescribed  it.  Then  in  1938,  a 
real-life  Indiana  Jones  named 
Richard  Gill,  who  was  advised 
that  the  drug  was  too  dangerous 
for  his  own  condition,  traveled  to 
Ecuador,  photographed  the  native 
curare  ritual  and  returned  with 
about  thirty  pounds  of  curare 
for  scientific  study. 


MOW  IS  THE 

The  seventh  Annual  Conference 

TIME  TO  MARKET 
YOUR  PRACTICE 

On  Evoked  Potentials 

with 

Wednesday,  April  22, 1987 

to 

HOOVER  ANWAR  ASSOCIATES 

Saturday,  April  25, 1987 

specialists  in  medical  marketing 

wyndham  Franklin  Plaza  Hotel 

Philadelphia,  PA 

Our  expertise  will  enable  you  to  build  and 
maintain  a growing  practice.  We  specialize  in: 

• Practice  Analysis  • Patient  Satisfaction 

• Marketing  Plans  • Referral  Development 

• Image  Building  • Practice  Management 

• Collections  • Public  Relations 

Sponsored  By: 

The  American  society  for  Clinical  Evoked  Potentials 

Co-Sponsored  By: 

Temple  University  School  of  Medicine 

CALL  2 1 5-649-8770 

Moss  Rehabilitation  Hospital 

FOR  A CONSULTATION 
Please  ask  for  Dr.  Rebecca  Anwar 

For  information  Contact: 

The  American  Society  for  Clinical  Evoked  Potentials 

Hoover  Anwar  Associates/ Medical  Marketing  Services 

445  west  50th  Street 

First  Pennsylvania  Bank  Building,  7 East  Lancaster  Avenue 

New  York,  NY  10019 

Ardmore,  PA  19003 

212-765-5809 

Dx:  recurrent 

WlUlM*  **  1 ^ 

:»  EAST  HIGH  SI 
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HeRpecin- 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Pennsylvania  HERPECIN-L  is  available  at  all  Eckerd,  Rea  & Derick, 
Revco,  RiteAid  and  Thrift  and  other  select  pharmacies. 


In  ten  years  vour  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


te1  6,?f  O t'-vyiil 


Lester  R.  Wilson,  Jr,,  Joseph  Pulcini,  Jr.,  Suite  125,  Commerce  Plaza 
5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 

Eugene  P.  Ziemba,  William  J.  Carey,  Robert  J.  Zucosky,  James  I.  Frazer,  Jr. 
Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800 


Sidney  B.  Elston,  Jr. 

1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-99  0 0 

Ned  Wells,  Donald  C.  Hoffman,  Grant  R.  Stewart,  David  M.  Gusic 
Suite  212,  Manor  Oak  Two,  1910  Cochran  Road,  Pittsburgh,  PA  15220,  (412)  531-4226 


special  feature 


Physician  employers  and  ‘right  to  know’ 

George  Lumb,  MD,  MRCP 


In  1984,  the  Pennsylvania  General 
Assembly  adopted  and  Governor 
Dick  Thornburgh  signed  into  law  the 
Worker  and  Community  Right  to  Know 
Act  (P.L.  159  of  1984).  The  purpose  of 
this  law  is  to  require  employers  to  pro- 
vide information  on  hazardous  chemical 
substances  to  their  workers,  the  general 
public,  and  emergency  service  organiza- 
tions. The  main  impact  of  the  law  is  to 
focus  on  identification  of  these  hazard- 
ous substances  in  the  workplace. 

The  law  applies  to  everyone  doing 
business  in  the  Commonwealth  of  Penn- 
sylvania. It  includes  two  definitions. 

One  is  for  “Non-Manufacturing  Em- 
ployers,” who  are  fully  responsible  for 
the  new  Pennsylvania  law.  Exceptions 
under  this  definition  are  employers  who 
maintain  research  and  development  lab- 
oratories but  have  no  employees.  These 
people  are  responsible  under  the  Food, 
Drug,  and  Cosmetic  Act.  In  addition, 
those  who  deal  only  with  sealed  pack- 
ages, or  articles  intended  for  consumer 
use  only,  are  exempt  from  all  parts  of 


the  law.  A non-manufacturer  is  one  who 
has  potentially  dangerous  or  hazardous 
materials  in  his  organization,  but  is  not 
involved  in  their  manufacture.  In  this 
category,  all  persons  in  the  “active” 
health  care  field  are  included. 

The  second  definition  is  for  “Manu- 
facturers.” A “Manufacturer”  is  de- 
fined in  the  act  as  “any  individual,  part- 
nership, cooperation,  association,  or 
other  person,  who  provides,  extracts, 
produces,  uses,  or  otherwise  makes, 
chemicals  for  sale  or  distribution.”  Ex- 
cept under  very  unusual  circumstances, 
practicing  physicians,  hospitals,  and 
medically-related  research  facilities 
would  not  be  so  designated,  and  this 
category  will  not  be  discussed  further  in 
this  paper. 


The  author  is  professor  and  interim  chairman 
of  the  department  of  pathology  and  director 
of  environmental  pathology  at  Hahnemann 
University,  Philadelphia. 


This  brief  survey  of  the  Right  to 
Know  Law  will  concentrate  on  the  prob- 
lem as  it  applies  to  so-called  non- 
manufacturing employers  in  the  health 
care  field  who  are  fully  responsible, 
therefore,  under  this  law. 

These  non-manufacturing  employers 
must  fulfill  the  following  requirements: 

1.  Beginning  30  days  after  the  final 
promulgation  of  the  regulations — 
December  1,  1986 

a)  The  non-manufacturing  employers 
must  conduct  an  inventory  of  hazard- 
ous substances  which  are  present  in 
their  workplaces.  For  this  purpose,  a 
list  of  hazardous  substances  has  been 
prepared  by  the  Department  of  Labor 
and  Industry.  It  is  included  in  a docu- 
ment entitled,  “Right  to  Know;  Compli- 
ance Materials  for  Non-manfacturers,” 
which  has  been  sent  to  most  physicians 
in  the  Commonwealth.  This  is  a very 
long  list  consisting  of  138  pages  filled 
with  the  names  of  various  chemicals. 
They  are  recognized  hazardous  sub- 
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stances,  and  probably  the  list  is  as  com- 
plete as  any  such  list  could  be.  The  sub- 
stances are  subdivided  into  three 
categories: 

1.  non-qualified; 

2.  special  hazardous  risks; 

3.  environmental  hazards. 

To  further  assist  the  non-manu- 
facturing employers  to  make  their  lists, 
the  Department  of  Labor  and  Industry 
provides  a document  to  every  employer, 
known  as  the  “Hazardous  Substance 
Survey  Forms”  (HSSF).  On  this  form, 
the  substances  can  be  listed  and  the  so- 
called  Chemical  Abstract  Service  Num- 
bers of  Hazardous  Substances  which 
are  on  the  department’s  list  can  be  in- 
cluded. The  Chemical  Abstract  Service 
Number  (CAS)  is  included  on  a Material 
Safety  Data  Sheet  (MSDS)  which  is  a 
document  provided  by  chemical  suppli- 
ers and  manufacturers  to  their  cus- 
tomers and  to  the  Department  of  Labor 
and  Industry.  It  contains  a considerable 
amount  of  information,  in  addition  to 
the  Chemical  Abstract  Service  Number, 


which  will  be  described  later. 

The  purpose  of  the  HSSF  is  to  alert 
non-manufacturing  employees  to  the 
presence  of  hazardous  substances  in  the 
workplace  and  to  provide  a vehicle  for 
the  employers  and  employees  to  obtain 
other  information  which  the  law  will  re- 
quire at  a later  date.  A copy  of  the 
HSSF  must  be  provided  by  the  non- 
manufacturing employer  to  his  or  her 
employees  and  the  labor  department 
upon  request. 

b)  Lists  must  be  posted  which  can  be 
clearly  seen  by  the  workers  in  the  work- 
place, identifying  the  hazardous  sub- 
stances. The  lists  must  be  based  on  the 
survey  as  it  is  reported  to  the  Depart- 
ment of  Labor  and  Industry  in  the 
HSSF. 

c)  The  employer  must  conduct  a 
training  program  annually  for  all  em- 
ployees. This  training  program  must 
explain  the  nature  of  the  hazardous  sub- 
stances and  define  risks  explaining  how 
they  can  be  minimized  or  prevented. 

Training  programs  may  take  the  form 


of  formal  classroom  sessions,  written 
instructions,  or  audiovisual  displays. 
Employers  are  allowed  flexibility  in 
training  which  the  law  covers  simply  by 
saying  that  “whatever  method  that  is 
used  must  adequately  convey  the  re- 
quired information.” 

The  training  program  should  include 
the  following  information  concerning 
the  hazardous  substances  or  hazardous 
mixtures: 

1.  the  location; 

2.  the  properties; 

3.  the  chemical  and  common  names; 

4.  the  acute  and  chronic  effects; 

5.  the  symptoms  arising  from  expo- 
sure; 

6.  the  potential  for  flammability,  ex- 
plosivity  and  reactivity; 

7.  appropriate  emergency  treatment; 

8.  appropriate  personal  protective 
equipment  and  proper  conditions  for 
safe  use; 

9.  emergency  procedures  for  spills, 
leaks,  fires,  pipeline  breakdowns,  or 
other  accidents. 
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d)  The  non-manufacturing  employer 
may  be  required  by  the  Department  of 
Labor  and  Industry  to  prepare  Envi- 
ronmental Hazard  Survey  Forms 
(HSSF).  These  are  the  same  forms  that 
a manufacturing  employer  has  to  pre- 
pare. These  would  only  be  prepared  on 


special  request  from  the  Department  of 
Labor  and  Industry  and  the  form  would 
be  supplied  at  the  same  time. 

e)  The  employer  must  post  an  “em- 
ployee workplace  notice.”  This  is  a no- 
tice prepared  by  the  secretary  of  labor 
and  industry  and  the  governor  of  the 
commonwealth.  It  lists  the  rights  of  the 
workers  and  the  community  to  know 
the  hazardous  substances  in  any  partic- 


ular organization.  It  includes,  for  in- 
stance, the  right  of  the  employees  to  ap- 
peal if  they  believe  that  they  have  been 
discharged  from  their  employment  for 
exercising  their  rights  granted  under 
this  law. 

2.  One  year  after  the  regulations  are 
finalized — August  3,  1987 

a)  Employers  must  guarantee 
proper  labeling  of  hazardous  chemicals 
and  mixtures. 

The  purpose  of  this  labeling  is  to  pro- 
vide information  to  employees  about 
those  hazardous  substances,  mixtures, 
and  chemicals  to  which  they  are  ex- 
posed in  their  workplace  or  work  area. 
The  chemical  name  must  be  identified 
and  by  that,  is  meant,  the  scientific 
identification  of  a chemical  and,  in  addi- 
tion to  this,  the  common  name.  In  other 
words,  the  identification  by  which  the 
substance  is  generally  known,  other 
than  trade  names  or  company  names, 
must  be  stated  clearly.  The  name,  ad- 
dress, and  emergency  number  of  the 
manufacturer  must  be  shown,  and  the 
Hazard  Warning  must  be  indicated.  The 
Hazard  Warning  may  be  in  words,  pic- 
tures, or  a combination  of  these  and 
they  must  appear  on  the  label.  The 
warning  must  convey  information  re- 
garding actions  or  precautions  to  be 
taken  in  relation  to  the  associated  haz- 
ardous substance.  All  of  these  labels 
must  be  prominently  affixed  to  contain- 
ers and  receptacles  so  that  they  are  eas- 
ily seen. 

The  manufacturers  who  supply  mate- 
rials to  non-manufacturers  are  of 
course,  required  under  the  law,  starting 
on  the  same  date,  to  label  their  materi- 
als appropriately  in  the  ways  described 
above.  It  should  be  made  clear,  however, 
that  it  is  the  responsibility  of  the  non- 
manufacturer to  assure  that  the  materi- 
als in  his  own  workplace  are  properly  la- 
beled. No  excuse  can  be  given  on  the 
basis  of  that  “the  manufacturer  did  not 
label  it.”  Examples  of  the  sort  of  state- 
ments that  appear  on  these  labels  are: 
Combustible;  Corrosive;  Harmful  if 
Swallowed;  Causes  Burns;  Harmful  if 
Inhaled.  Particularly  important  are 
warnings  about  combustible  sub- 
stances. Careful  notices  about  smoking 
and  lighting  matches  should  be  dis- 
played. 

b)  Employers  should  begin  collect- 
ing a file  of  material  safety  data  sheets 
(MSDS). 

These  sheets  were  mentioned  earlier 
in  relation  to  the  fact  that  they  contain 
the  Chemical  Abstract  Service  number 


Rhinoplasty: 

A State  Of  The  Art  Symposium 

Jefferson  Medical  College 
Philadelphia,  PA 


Friday  - Saturday 
March  13  - 14,  1987 


Course  Directors 

Louis  D.  Lowry,  M.D.  & Herbert  Kean,  M.D. 

Faculty:  Visiting — Bobby  Simons,  M.D.;  Howard  Smith,  M.D.  Guest — Anthony 
Farole,  D.D.S.;  Frank  Marlowe,  M.D.;  David  Reiter,  M.D.;  Charles  Rojer,  M.D.; 
Howard  Smith,  M.D.;  Jason  Solomon,  M.D.;  Lawrence  W.C.  Tom,  M.D. 

Description:  Anatomy,  surgical  pre-op  evaluation,  cephalometric  examination, 
rhinomanometrics,  nasal  endoscopy,  photography  (still  & video),  cosmetic 
considerations  pre  and  postoperatively,  anesthesia  techniques,  complication,  and 
surgical  consideration  preoperatively  and  intra-operatively. 

Fees:  $350. 00  Physicians,  $100.00  Residents 

Limited  Enrollment,  C.M.E,  Accreditation  16  Hours  Category  1 

For  Information  Contact:  Office  of  Continuing  Medical  Education,  lefferson 
Medical  College,  1025  Walnut  Street,  Philadelphia,  PA  19107  (21 5)  928-6992. 
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This  is  the  equipment  that  medical  experts  described  as 

. . THE  MOST  IMPORTANT  SURGICAL  INSTRUMENT 
STERILIZER  EVER  INVENTED. . 


The  STER-O-LIZER  MD-200  sterilizes  all 
types  of  surgical  instruments,  disposables  and 
non-disposables,  in  2 minutes,  and  without 
gas,  heat  or  chemicals. 

The  instruments  can  be  used  immediately 
upon  sterilization  - no  waiting! 


How  the  STER-O-LIZER  MD-200  works: 

It  is  a cold  sterilizer.  It  uses  distilled  water  and 
chemically  pure  salt  (NaCI)  tablets  provided. 
When  this  light  brine  solution  comes  in 
contact  with  the  multi-patented  anodes,  it  is 
converted  into  ozone,  nascent  chlorine  and 
their  respective  free  radicals. 

Working  synergistically,  they  are  the  most 
powerful  germicidal  agents  known! 


The  STER-O-LIZER  MD-200  has  been  advertised  in  all  major  medical  journals  of  the  world,  it  has  also  been 
exhibited  in  many  national  and  international  medical  conventions. 

Not  only  does  it  sterilize  instruments,  but  its  solution  is  used  to  wash/sterilize  hands,  poured  on  open  cuts, 
wounds  and  burns  without  the  slightest  burning  sensation  to  patients.  Dentists  are  using  it  to  eliminate  plaque 
and  to  cure  gingivitis. 


HERE  IS  A VERY  SPECIAL  OFFER!  100  UNITS  TO  BE  GIVEN  AWAY  FOR  TESTING! 


The  regular  cash  price  is  $4,900.  It  leases  at  $150  a month.  We  are  making  100  units  available,  eventually  free  of 
charge,  as  follows;  Upon  receipt  of  your  check  for  $3,500  we  will  ship  you  a unit.  You  can  use  it  as  heavily  as 
possible  for  12  months.  Then  we  will  send  you  our  questionnaire  for  you  to  complete.  Upon  completion,  we  will 
send  you  back  your  $3,500  and  you  get  to  keep  the  unit  with  our  compliments! 

The  1 00  units  will  be  placed  on  a selective  basis  only  to  meet  our  needs.  In  cases  of  overlapping,  we  will  return  the  check. 
Fill  out  the  coupon  below  and  send  it  along  with  your  $3,500  check. 


r 

i 

Manufactured  in  the  United  States  of  America  by: 

STER-O-LIZER® 

MANUFACTURING  CORPORATION 

Mailing  Address:  P.O.  Box  27488 
Salt  Lake  City,  Utah  84127  U.S.A 
Offices:  375  West  400  North 
Salt  Lake  City,  Utah  84103  U.S.A. 

Telephone:  (801)  532-5600 
Telex:  453048  SMC  SLC 


I accept  your  offer. 

Enclosed  find  my  check  for  $3,500  for  one  STER-O-LIZER  MD-200. 
Name  of  Doctor  or  Institution 


Address 

City State ZIP 

Phone  Specialty 

Hospital  affiliation 

Graduate  of  Year  _ 

Send  to: 


STER-O-LIZER  MANUFACTURING  CORPORATION 
P.O.  Box  27488,  Salt  Lake  City,  Utah  84127 
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(CAS)  which  has  to  be  included  on  the 
list  of  hazardous  substances  described 
previously.  The  Material  Safety  Data 
Sheet  is  a document  which  the  chemical 
suppliers  or  manufacturers  supply  to 
their  customers  when  the  particular 
chemical  or  substance  is  delivered. 
They  also  supply  these  data  sheets  to 
the  Department  of  Labor  and  Industry. 
They  contain  information  such  as  the 
chemical  substance  name,  the  number 
referred  to  previously,  the  physical  and 
chemical  properties  of  the  substance, 
full  hazard  information,  and  safe  han- 
dling procedures  and  emergency  first- 
aid  procedures.  Although,  these  docu- 
ments are  not  required  by  the  state  law 
until  one  year  after  the  regulations  are 
finalized,  they  are  extremely  important 
documents  and  non-manufacturing  em- 
ployers should  seek  to  receive  them 
from  the  chemical  suppliers  as  soon  as 
possible,  and  as  soon  as  they  get  them, 
begin  to  maintain  a file  in  anticipation 
of  the  future  legal  requirements. 

Although  this  may  seem  to  be  a lot  of 
paper,  these  particular  data  sheets  are 
extremely  valuable,  particularly  from 
the  physician’s  or  research  worker’s 
point  of  view.  They  contain  information 
which  the  individual  may  never  have  re- 
alized existed  before,  and  indicate  to  the 
user  the  care  necessary  when  dealing 
with  the  various  substances  described. 
This  part  of  the  regulation  seems  to  be 
particularly  valuable.  In  reviewing 
some  of  these  data  sheets,  I have  been 
impressed  by  what  there  is  to  learn 
about  substances  used  for  many  years 
but  not  always  fully  understood. 

Once  the  regulatory  time  period  has 
elapsed  (August  1987),  if  the  non- 
manufacturer does  not  receive  an 
MSDS  from  the  manufacturer,  he  can, 
under  the  law,  demand  that  it  be  in- 
cluded in  the  shipment. 

3.  Two  years  after  the  regulations  are 
finalized — August  1989 

At  this  time,  non-manufacturing  em- 
ployers must  label  all  chemicals  in  their 
workplace.  Exactly  the  same  rules  for 
labeling  apply  as  were  described  above, 
but  now,  instead  of  labeling  only  haz- 
ardous materials,  chemicals  of  all  de- 
scriptions must  be  labeled. 

4.  Additional  requirements 

a)  HSSF  and  EHSF  which  have 
been  requested  by  the  Department  of 
Labor  must  be  made  available  to  fire 


safety  chiefs  and  other  emergency  per- 
sonnel by  the  non-manufacturing  em- 
ployers beginning  30  days  after  final 
promulgation  of  regulations.  As  the 
other  provisions  of  the  law  become  ef- 
fective, at  the  future  dates  of  one  year 
(August  1987)  and  two  years  (August 
1989),  employers  also  must  provide  the 
additional  information  and,  in  particu- 
lar, the  Material  Safety  Data  Sheets  to 
the  same  extent  that  they  are  required 
to  provide  them  to  their  customers  or  to 
their  employees. 

b)  Rights  of  employees — The  worker 
or  employee  cannot  refuse  to  work  with 
hazardous  substances  except  in  very 
specific  circumstances.  The  “Refusal  to 
Work  Provision”  relates  particularly  to 
the  availability  of  Material  Safety  Data 
Sheets.  This  does  not  become  the  law 
until  one  year  after  the  regulations  are 
finalized.  When  that  time  comes,  em- 
ployees can  refuse  to  work  with  a sub- 
stance only  if  the  employer  refuses  to 
provide  the  appropriate  Material  Safety 
Data  Sheet  if  it  is  in  his  possession,  or 
the  employer  refuses  to  follow  the  pre- 
scribed procedure  for  obtaining  such 
Material  Safety  Data  Sheets.  In  no 
other  instances  does  the  law  provide  for 
a “Refusal  to  Work  Provision.” 
Penalties  for  violating  the  Act  are  au- 
thorized civil  penalties  ranging  from 
$500  to  $10,000  for  each  violation.  The 
size  of  the  violation,  the  gravity  of  the 
violation,  and  a history  of  previous  vio- 
lations may  affect  the  severity  of  this 
penality. 

Additional  information,  either  for  em- 
ployers or  employees,  can  be  obtained 
from  the  following  address: 
Department  of  Labor  and  Industry, 
Worker  and  Community  Right  to 
Know  Program,  Room  1404— Labor 
and  Industry  Building,  Seventh  and 
Forster  Streets,  Harrisburg,  PA 
17120;  (717)  783-2071. 

This  article  so  far  has  kept  quite 
closely  to  the  stated  rules  and  regula- 
tions in  the  law  and  to  certain  sugges- 
tions made  in  training  programs  for  per- 
sonnel who  will  be  involved  in  the  Right 
to  Know  Act.  There  follow  now  some 
observations  of  a personal  nature  in  an 
attempt  to  relate  the  legal  implications 
to  the  physician,  whether  in  private 
practice,  in  the  hospital,  or  in  labora- 
tory research.  It  must  be  pointed  out 
that  therapeutic  drugs  are  not  included 
in  the  categories  which  are  defined  in 
the  Right  to  Know  Act.  These  are  in 
themselves  well-defined  and  of  course, 
always  are  kept  locked  in  safe  places  by 
the  responsible  physician.  The  knowl- 


edge and  details  of  therapeutic  drugs 
are  well  explained  in  package  inserts  or 
in  the  Physicians ' Desk  Reference.  The 
Department  of  Labor  and  Industry  has 
no  intention  of  interfering  with  sub- 
stances which  are  normally  regulated 
by  the  Food  and  Drug  Administration, 
including  all  therapeutic  drugs. 

In  terms  of  research  laboratories, 
rights  of  secrecy  are  recognized  by  the 
law  and  the  exact  requirements  of  any 
particular  research  department  can  be 
identified  by  referring  to  the  address 
previously  given. 

Most  physicians,  including  me,  re- 
gard filhng  out  forms  and  keeping  rec- 
ords, other  than  those  directly  related 
to  patient  care  or  research  activities,  as 
somewhat  tedious.  The  Right  to  Know 
Act,  however,  does  make  one  aware  of 
potential  hazards  which  may  have  been 
ignored  for  various  reasons.  The  more  I 
think  about  this  Act,  the  more  I realize 
that  this  is  a reasonable  form  of  legisla- 
tion. The  problem  is  not  so  much  the 
identification  of  the  hazardous  sub- 
stance, but  the  ability  to  explain  to 
workers  how  to  handle  these  substance 
to  make  them  safe.  Substances  such  as 
formaldehyde,  or  some  of  the  solvents 
such  as  xylene,  are  well  known  and  the 
ways  of  controlling  them  are  relatively 
easy  to  explain  to  workers.  One  of  the 
principal  requirements  for  a physician, 
therefore,  is  explaining  to  workers  how 
to  handle  the  materials  and  a physi- 
cian’s ability  to  communicate  with  peo- 
ple should  make  this  a relatively  easy 
task.  The  labor  department  is  ready  to 
help  in  any  way  with  information  which 
may  not  be  readily  available  and  should 
be  contacted  in  any  cases  of  doubt.  Par- 
ticularly for  laboratory  workers,  care 
must  be  taken  in  the  disposal  of  hazard- 
ous material.  Sometimes  the  exact 
requirements  for  this  are  not  easy  to  de- 
termine unless  help  is  obtained.  Pour- 
ing substances  down  the  sink  is  not  an 
adequate  way  to  deal  with  most  hazard- 
ous waste  problems.  In  terms  of  radio- 
activity, the  rules  and  regulations  have 
been  present  for  such  a long  time  that 
those  engaged  in  using  radioactive  ma- 
terials are  aware  of  the  restrictions  and 
regulations  and  have  had  to  obtain  a li- 
cense in  order  to  practice  and  use  radio- 
active materials. 

What  may  seem  at  first  sight  to  be 
yet  another  tedious  requirement  of  bu- 
reaucracy, turns  out,  in  the  opinion  of 
this  observer,  to  be  a useful  law  which 
will  improve  our  ability  to  use  the  haz- 
ardous materials  that  are  necessary  for 
our  work.  □ 
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CARDIZEM:  FEW  SIDE  EFFECTS 

diltiazem  HCI/Marion  . . , 

Antianginal  action  includes  dilatation  or 
coronary  arteries,  a decrease  in  vascular  resis- 
tance/afterload, and  a reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina 1 

Compatible  with  other  antianginals 13 

A safe  choice  for  angina  patients  with  coexisting 
hypertension,  asthma,  COPD,  or  PVD4  5 

See  Warnings  and  Precautions. 

Please  see  brief  summary  of  prescribing  information  on  the  next  page. 


CARDIZEM  FEW  SIDE  EFFECTS 

diltiazem  HCl/Marion  IN  ANTIANGINAl  THERAPY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM’ 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1 ) patients  wild  sick 
sinus  syndrome  except  in  the  presence  of  a Mnctioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  ot  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  41/  block  (six  of  1,243  patients  for 
0 48%)  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with 
Prinzmetal's  angina  developed  periods  ot  asystole 
(2  to  5 seconds)  after  a single  dose  ot  60  mg  of 
diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited  Caution  should  be  exercised  when  using 
the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOT,  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  4s  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  wos 
discontinued  In  dogs,  doses  ot  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS  ) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  ot  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated.  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxm  levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  ot 
Fertility.  A 24-month  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats 
Pregnancy.  Category  C.  Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits.  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  tetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinotal/postnatal  studies, 
there  wos  some  reduction  in  early  individual  pup  weights 
and  survival  rates  There  was  an  increased  incidence  ot 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 
There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  it  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk.  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels.  If  use  ot  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 
Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  trials,  the  incidence  ot 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 
The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  ot  calcium  influx  inhibition 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  are:  edema  (2  4%), 
headache  (2  1%),  nausea  (1  9%),  dizziness  (1  5%), 
rash  (1.3%),  asthenia  (1.2%).  In  addition,  the  foliowing 
events  were  reported  infrequently  (less  than  1 %). 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning) 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusta,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings)  vomiting,  weight 
increase 

Petechiae,  pmritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difficulties 
The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia.  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing. 
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If  you  accept  that  each  person  is  unique— even  if  that  per- 
son has  a drinking  or  drug  problem— then  it’s  easy  to  see  why  a 
treatment  program  must  be  individualized.  One  man’s  successful 
treatment  is  another  man’s  failure. 

At  Sheppard  Pratt,  we  don’t  shoehorn  people  into  a program, 
sacrificing  individualization.  Instead  we  adapt  the  program  to  the 
individual. 

There  are  givens,  of  course.  We’re  abstinence-oriented,  and 
work  according  to  the  principles  of  Alcoholics  Anonymous  and 
Narcotics  Anonymous.  We  provide  a warm,  home -like  environ- 
ment. We  start  with  a thorough  evaluation  of  the  patient,  the 
problem  and  its  effects.  Then,  using  a multidisciplinary  team  of 
professionals,  we  move  each  patient  through  individual  and  group 
counseling  designed  to  get  results  as  quickly  as  possible,  including 
outpatient  follow-through. 

For  some,  this  means  intense  confrontation.  For  others,  gentle 
guidance.  Our  sensitivity,  experience  and  flexibility  enable  us  to 
determine  the  best  approach. 

If  you  are  sometimes  in  a position  to  refer  alcoholics  or  drug 
abusers  to  suitable  treatment  centers,  learn  more  about  the  indi- 
vidualized approach  at  Sheppard  Pratt. 

To  get  general  information  about  the  Shep- 
pard Pratt  Substance  Abuse  Program,  or  to 
discuss  an  individual  case,  contact:  Dr.  Barry 
Rudnick,  Director  of  Admissions,  Sheppard  and 
Enoch  Pratt  Hospital,  RO.  Box  6815,  Baltimore, 

Maryland  21204.  (301)  823-8200. 


SHEPPARD  & ENOCH  PRATT 
A COMPREHENSIVE  CENTER 
FOR  TREATMENT, 
EDUCATION  AND  RESEARCH 


And  five  even  brighter  answers. 


The  Pittsburgh  Laser 
Center  at  St.  Francis  has  been 
receiving  a great  deal  of  atten- 
tion lately.  Ads  are  running  on 
TY  radio  and  in  newspapers. 
Brochures  have  been  distrib- 
uted to  physicians  and  health 
care  consumers.  Now,  your 
patients  will  be  turning  to  you. 

To  help  you  with  their 
questions,  The  Pittsburgh  Laser 
Center  brings  to  light  the  five 
most-asked  questions  about 
laser  surgery,  and  five  illumi- 
nating answers. 

Q • Can  laser  surgery  get 
me  out  of  the  hospital  quicker? 


need  for 
drugs  before, 
during 
and  after 
surgery. 

In  fact, 
the  need 
for 

general 
anesthesia 
can  often  be  eliminated,  lower- 
ing the  risk  of  complications. 


A 


• Depending  on  your 
problem,  you  may  not  have  to 
stay  in  the  hospital  at  all.  Some 
surgeries  that  once  required  a 
lengthy  hospital  stay  can  now 
be  treated  with  lasers 
endoscopicaily,  _ 

avoiding  a 
major  in- 
cision. 

Such 
opera- 
tions can 
often  be 
performed 
on  an  outpatient 
basis. 


Q.  DwsbMrsurgCTy 

hurt  less? 

-A.#  Laser  techniques  can 
often  make  surgery  less  painful, 
and  therefore  greatly  reduce  the 


• Can  surgery  with  lasers 
reduce  the  need  for  transfusions? 

A • Because  the  heat  of  the 
laser  beam  seals  blood  vessels 
as  it  cuts,  the  amount  of  blood 
loss  is  much  less  than  with  tra- 
ditional surgery.  Plus,  proce- 
dures occurring  endoscopi- 
caily often  can  eliminate  the 
need  for  major  incisions  that 
may  result  in  massive  blood  loss. 
And  the  less  blood  loss,  the  less 
likelihood  of  needing  a 
blood  transfusion. 


Q • Can  having 
laser  surgery  save 
me  money? 

A.  YES.  Because 
laser  surgery  is  less  invasive, 
many  of  the  h 
costs  associated  - — 

with  major  $ fj 

surgery  can  : ' 

be  dramatically 
reduced  or 
completely 
eliminated. 


■■ 

PH 


• Where  is  the  best 
place  to  have  laser  surgery? 

A o The  Pittsburgh  Laser 
Center  at  St.  Francis.  You’ll  find 
a complete  staff  of  surgeons 
thoroughly  trained  in  the  latest 
laser  techniques,  with  a direct 
line  to  over  100  of  the  world’s 
leading  laser  specialists.  The 
staff  uses  state-of-the-art 
equipment,  with  immediate 
access  to  the  widest  variety  of 
laser  and  related  instruments 
available.  The  Pittsburgh  Laser 
Center  also  features  extensive 
outpatient  procedures,  specially 
developed  to  meet  the  unique 
requirements  of 
outpatient  laser 
surgery  candi- 
dates. 

This 
message 
was  de- 
signed 
to  help 
you  answer 
your  patients’  ques- 
tions about  laser  surgery.  If 
you  have  questions  of  your  own, 
or  if  you  have  not  received  your 
copy  of  our  brochure,  please  call 
The  Pittsburgh  Laser  Center  at 

1-800-648-8877 

TheRtbbmgh 


AT  ST.  FRANCIS 

Mgltened  Medicine. 
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A,  V Aedical  technologies.  Office  technologies. 
Keystone  Technologies  makes  the  connection  to 
streamline  your  office  operations. 

Using  the  power  of  the  personal  computer, 
Keystone  Technologies  can  organize  medical  and  dental 
offices  to  operate  on  a new  level— less  labor-intensive, 
more  cost-efficient. 


Keystone  Technologies’  Practice  Management 
System  converts  mountains  of  paper  to  compact  data 
files.  It  eliminates  hours  of  late-night  bookkeeping  in 
favor  of  automated  accounting  systems.  For  medical 
offices,  volumes  of  paper  claims  become  simple 
telephone  calls  which  transmit  claims  data  electronically. 

But  Keystone  Technologies,  a subsidiary j 
of  data  processing  leader  Pennsylvania  Blue 
Shield,  doesn't  stop  at  providing  individual 
practices  with  advanced  automation  systems. 

Health  maintenance  organizations  and 
preferred  provider  organizations  can  equip  their 
mainframe  computers  with  Keystone  Technologies’ 
software.  The  Alternative  Delivery  Health  Information 
System  features  enrollment/registration,  encounter/claim 
processing  and  utilization  review.  All  specially  designed 
to  increase  operational  efficiency. 

Whether  in  a private  medical  office  or  in  a large 
health  care  organization,  Keystone  Technologies’ 
software,  systems  and  support  meet  the  needs  of  today’s 
health  care  administration.  And  in  each  case  Keystone 
Technologies  makes  the  connection  between  medical 
technology  and  office  technology. 


a subsidiary  of  Pennsylvania  Blue  Shield 


Make  the  connection. 


For  more  information  on  computer  systems  for  health  care  administration  write:  Keystone  Technologies.  P.O. 
Box  8075,  Camp  Hill,  PA  17011,  or  call  (717)  975-7120.  In  the  Philadelphia  area  call  (215)  628-8380.  In  the 
Pittsburgh  area  call  (412)  829-1240. 


Do  you  know  someone  who  needs  nursing  care 
in  their  home?  _ _ _ 

we  have  a 
special  person  to 
take  care  of  your 

^ J Are  your  Patien,s  entitled  and/or  eligible  for 

■ I I Medicare  benefits?  If  you  are  not  sure  call  MEDI- 

IVfi.  CAL  PERSONNEL  POOL  and  we  will  help  you  get 
the  answer  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
I |P|  V||  1 ceive  Medicare  services.  People  who  are  dis- 

K,  • abled  for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer. 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home 


IP 


Medical  Personnel  Pool 


•Allentown  434-7277 
Harrisburg  233-2444 


Lebanon  272-5214  * Philadelphia  663-0700 

Monroeville  824-6730  ‘Pittsburgh  683-2227 
•Reading  372-4611 

•Medicare  Certified  Home  Health  Agency 


FOR  ORTHOPEDIC 
SURGEONS 
LOOKING 

FOR  A CHALLENGE. 

Your  challenge  could  be  the  Army  Reserve  unit  near  you  in  Pennsylvania. 
It’s  a unit  that  requires  the  services  of  orthopedic  surgeons. 

You  may  wish  to  explore  the  challenge  of  teaching  in  a major  medical 
center.  You  may  wish  to  explore  the  special  challenges  of  your  specialty  in 
triage.  Certainly  you’ll  be  confronted  by  challenges  very  different  from  your 
daily  routine. 

You’ll  also  have  an  opportunity  to  participate  in  a number  of  programs  in 
which  you’ll  be  able  to  exchange  views  and  information  with  other 
orthopedic  surgeons  from  all  over  the  country. 

The  Army  Reserve  understands  the  time  demands  on  a busy  physician,  so 
you  can  count  on  us  to  be  totally  flexible  in  making  time  for  you  to  share 
your  specialty  with  your  country.  We’ll  arrange  your  training  program  to 
work  with  your  practice. 

To  find  out  about  the  benefits  of  serving  with  a nearby  Army  Reserve 
unit,  we  recommended  you  call  our  Army  Medical  Personnel  Counselor: 

In  Pittsburgh,  MAJ  Charles  Schuder  (412)  644-4432 
In  Philadelphia,  CPT  Donna  LaFantasie  (215)  443-1702 

ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 


LIBRIUM" 

chlordiazepoxlde  HCI/Roche  (TV 
5-mg,  10-mg.  25-mg  capsules 
Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders: 
short-term  relief  of  anxiety  symptoms,  acute  alcohol 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety.  Usually  not  required  for  anxiety  or 
tension  associated  with  stress  of  everyday  life.  Effi- 
cacy beyond  four  months  not  established  by 
systematic  clinical  studies.  Periodic  reassessment  of 
therapy  recommended. 

Contraindications:  Known  hypersensitivity  to  the 
drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driving  or 
operating  machinery  may  be  impaired,  as  may  be 
mental  alertness  in  children,  and  that  concomitant 
use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
to  addiction-prone  individuals  or  those  who  might 
increase  dosage.  Withdrawal  symptoms  (including 
convulsions)  reported  after  abrupt  cessation  of 
extended  use  of  excessive  doses  are  similar  to  those 
seen  with  barbiturates.  Milder  symptoms  reported 
infrequently  when  continuous  therapy  is  abruptly 
ended.  Avoid  abrupt  discontinuation;  gradually 
taper  dosage 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several 
studies.  Consider  possibility  of  pregnancy 
when  instituting  therapy:  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six  limit  to  smallest  effective  dosage 
(initially  10  mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions 
(e  g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established  clinically.  Due 
to  isolated  reports  of  exacerbation,  use  with  caution 
in  patients  with  porphyria. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum 
beneficial  effects.  Oral  Adults:  Mild  and  moderate 
anxiety  disorders  end  symptoms,  5 or  10  mg  t.i.d  or 
q./d . severe  states,  20  or  25  mg  t.id.  or  q.i.d 
Geriatric  patients  5 mg  b id.  to  q./d.  (See 
Precautions.) 

Supplied:  Librium"'  (chlordiazepoxide  HCI/Roche) 
Capsules.  5 mg,  10  mg  and  25  mg-bottles  of  100 
and  500;  Tel-E-Dose*1  packages  of  100,  available  in 
boxes  of  4 reverse-numbered  cards  of  25.  and  in 
boxes  containing  10  strips  of  10.  Libritabs"' 
(chlordiazepoxide/Roche)  Tablets.  5 mg  and  10  mg- 
bottles  of  100  and  500;  25  mg  - bottles  of  100.  With 
respect  to  clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Librium 

brand  of 

chlordiazepoxide  HCI/Roche  ® 


Nobody  does  it  better. 


Copyright  © 1986  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  adjacent  page  for  summary  of  product  information. 


Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

influenzae'  f • S'rep,ococcus  Pneumoniae,  Streptococcus  pyogenes 


Note  Ceclor"  Is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Ceclor  (cefaclor) 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Summary  Consult  the  package  literature 
tor  prescribing  information 
Indications:  Lower  respiratory  infections 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae Haemophilus  influenzae,  and 
S pyogenes  (group  A beta-hemolytic 
streptococci] 

Contraindications:  Known  allergy  to 
cephalosporins. 

Warnings  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic 
patients 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics  It  must  be  considered  in 
ditferential  diagnosis  ot  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 

by  broad-spectrum  antibiotic  treatment. 

possibly  resulting  in  antibiotic-associated 

colitis 

Precautions 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins 

• In  renal  impairment,  safe  dosage  ol 
Ceclor  may  be  lower  than  that  usually 
recommended  Ceclor  should  be  admin- 
istered with  caution  in  such  patients 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Satety  and  eflectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother’s  milk  Exercise 
caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include 

• Gastrointestinal  (mostly  diarrhea)  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like  reactions)  1 5%,  usually  subside 
within  a few  days  after  cessation  of 
therapy  These  reactions  have  been 
reported  more  freguently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor  No  serious  seguelae 
have  been  reported  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  ol  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy 

• Other  eosinophilia,  2%,  genital  pruritus 
or  vaginitis,  less  than  1% 

Abnormalities  in  laboratory  results  of 
uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis,  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict's  or  Fehlings  solution  and 
ClinitesP  tablets  but  not  with  Tes-Tape" 
(glucose  enzymatic  test  strip.  Lilly) 

c 1986,  ELI  LILLY  AND  COMPANY  I060485LR I 
Additional  information  available  to  the 
profession  on  request  from  EliLilly  and 
Company  Indianapolis  Indiana  46285 

Eli  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  00630 


600332 


medical  feature 


Breast  cancer  in 

Demetrius  Albanes,  MD 

With  approximately  2,500  deaths 
from  breast  cancer  occurring  in 
Pennsylvania  during  1984,  cancer  of 
this  site  remains  the  leading  cause  of 
cancer  mortality  among  women  in  the 
state,  and  is  surpassed  only  by  cardio- 
vascular disease  as  a cause  of  death.1 
Although  from  the  standpoint  of  indi- 
vidual medical  practices  the  disease 
may  seem  uncommon  and  of  minor 
overall  importance,  with  regard  to  mor- 
bidity and  premature  loss  of  life  on  a 
community  or  state-wide  level  breast 
cancer  is  a major  public  health  issue. 
The  Cancer  Control  Program  of  the 
Pennsylvania  Department  of  Health 
has  targeted  cancer  of  this  site  as  one  of 
its  major  priorities  in  program  planning 
with  regard  to  reducing  cancer  mortal- 
ity in  the  coming  years. 

The  purpose  of  this  article  is  to  pro- 
vide an  update  on  breast  cancer  risk  fac- 
tors, early  detection  guidelines,  current 
self-reported  physician  screening  prac- 
tices, and  Cancer  Control  Program  ini- 
tiatives. 

Breast  cancer  risk  factors 

Several  individual  characteristics 
have  been  shown  to  affect  the  risk  or 
probability  of  developing  breast  cancer, 
including  some  that  are  amenable  to 
change.  Three  non-modifiable  factors 
include: 

• Age — Over  75  percent  of  the  breast 
cancers  occur  in  women  50  years  old  or 
[ older.  The  incidence  rate  of  breast  can- 
! cer  among  women  60-64  years  old  is 
over  seven  times  that  of  women  30-34 
years  old. 

• Family  history — First  degree  rela- 
tives (i.e.  sisters,  mothers,  or  daughters) 
of  breast  cancer  patients  have  twice  the 
risk  of  developing  the  disease  compared 
to  women  with  a negative  history,  while 
bilaterality  or  premenopausal  cancer 
enhances  this  risk  even  more. 

• Previous  benign  breast  disease  or 
other  cancer— A history  of  cancer  of  the 
breast,  ovary  or  endometrium,  as  well 
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as  dysplastic  fibrocystic  disease  of  the 
breast,  place  a woman  at  increased  risk 
of  subsequent  breast  cancer. 

Considerable  differences  in  breast 
cancer  rates  between  populations  and 
over  time  for  single  populations  has 
also  led  to  the  conclusion  that  there  are 
other  social,  environmental,  or  life-style 
factors  that  increase  a woman’s  chances 
of  developing  breast  cancer.  These  in- 
clude: 

• Radiation — Previous  exposure  to 
high  levels  of  radiation  such  as  chest 
fluoroscopy  or  among  atomic  bomb  sur- 
vivors has  resulted  in  increased  breast 
cancer  incidence.  Although  low  dosages 
(such  as  from  chest  x-ray  or  mammog- 
raphy) theoretically  increase  risk  mini- 
mally, various  studies  have  failed  to 
demonstrate  excess  cancer  among  re- 
cipients of  these  tests. 

• Age  at  childbirth— Women  who  expe- 
rience their  first  childbirth  after  age  30 
have  a slightly  increased  risk  of  devel- 
oping the  disease. 

• Body  size  and  diet — Being  over- 
weight (or  of  large  frame  size)  is  associ- 
ted  with  greater  risk  of  breast  cancer 
among  postmenopausal  women.  Also, 
there  has  been  some  evidence  linking 
higher  dietary  fat  consumption  to 
breast  cancer,  and  a diet  with  30  per- 
cent of  calories  from  fat  (compared  to 
current  average  levels  of  approximately 
40  percent)  is  currently  recommended 
by  the  National  Academy  of  Sciences/ 

Early  detection  and  treatment 

Breast  cancer  is  one  of  the  major  can- 
cer sites  for  which  early  detection  is  ef- 
fective in  reducing  associated  morbid- 
ity and  mortality.  However,  only  48%  of 


Dr.  Albanes  is  an  investigator  in  the  Division 
of  Cancer  Prevention  and  Control  of  the  Na- 
tional Cancer  Institute,  Bethesda , Maryland, 
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Control  Section  of  the  Pennsylvania  Depart- 
ment of  Health. 


the  cancers  among  whites  are  localized 
at  the  time  of  diagnosis;  33%  among 
blacks.3  Although  there  have  been  im- 
portant advances  in  the  successful 
treatment  of  this  disease,  including  a re- 
duction in  mortality  with  the  use  of  var- 
ious adjuvant  programs,4  10-year  sur- 
vival with  localized  disease  remains 
almost  twice  that  for  regional  disease 
(74%  vs.  39%),  and  many  times  that  for 
distant  or  metastatic  illness  (less  than 
5%).3 

Therefore,  primary  prevention  of  the 
illness  through  reduction  of  one  or  more 
of  the  modifiable  risk  factors  cited 
above,  and  secondary  prevention  or 
early  detection  of  the  disease  (i.e.  at  a 
less  advanced  stage)  are  critical  to  any 
decrease  in  the  number  of  breast  cancer 
deaths  which  occur.  Periodic  breast  self- 
examination  (BSE),  physical  examina- 
tion (PE),  and  x-ray  mammography  (in 
appropriate  age  or  high  risk  groups)  are 
the  mainstay  of  early  detection  efforts, 
and  current  guidelines  for  their  use  ap- 
pear in  Table  1. 

BSE 

Even  though  many  women  are  reluc- 
tant to  conduct  regular  BSE,  the  major- 
ity of  breast  malignancies  (7-9  out  of  10) 
are  found  by  women  themselves:  ap- 
proximately half  by  active  self- 
examination  and  half  by  chance.  Regu- 
lar (i.e.  monthly)  use  of  BSE  provides 
earlier  detection  of  smaller,  less  ad- 
vanced lesions;  however,  less  than  one 
third  of  women  practice  regular  BSE 
(range  18-35  percent).  Instruction  by 
the  physician  as  to  correct  technique  as 
well  as  clear  communication  of  the  im- 
portance of  regular  self-examination  are 
among  the  most  significant  factors  in- 
fluencing patient  acceptance  of  BSE, 
and  should  be  part  of  every  clinical 
practice. 

Physical  examination,  mammography 

Annual  screening  with  physical  ex- 
amination and  mammography  have 
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Table  1:  Current  Breast  Cancer  Early  Detection  Guidelines 

E Physical  exam  Mammography 

Baseline  40-49  >50 


American  Cancer 
Society 

monthly 

age  20-40,  every  3 yrs. 
> age  40,  annual 

age  35-40 

every  1-2  yrs. 

annual 

American  College 
of  Radiology8 

monthly 

> age  35,  annual 

< age  40 

every  1-2  yrs. 

annual 

National  Cancer 
Institute9 

monthly 

as  physician 
recommends 

none 

screening  use 
for  high  risk  women 
only  (see  text) 

annual 

been  demonstrated  to  reduce  long-term 
mortality  by  approximately  one-third  in 
women  50  years  of  age  or  older.5  Fur- 
thermore, a shift  to  detection  of  tumors 
1 cm  or  smaller  and  negative  nodal  sta- 
tus has  been  shown  convincingly  in  the 
Breast  Cancer  Detection  and  Demon- 
stration Projects  of  the  National  Can- 
cer Institute  (NCI)  and  the  American 
Cancer  Society  (ACS).1,  Other  screening 
trials  continue  in  both  Canada  and 
Sweden.  Studies  such  as  these  have  re- 
sulted in  widespread  recommendations 
(ACR,  ACS,  NCI)  for  annual  breast 
physical  examination  and  x-ray  mam- 
mography for  all  women  age  50  and 
over  (Table  1). 

Both  ACS  and  ACR  recommend  that 
baseline  mammograms  should  be  ob- 
tained for  all  women  prior  to  age  40. 
Results  from  the  study  by  the  Health 
Insurance  Plan  of  Greater  New  York  are 
less  clear  concerning  the  benefit  of  an- 
nual mammography  for  women  40-49 
years  old.5  In  contrast  to  NCI,  which 
recommends  screening  mammograms 
among  women  40-49  years  old  for  those 
at  high  risk  only  (i.e.  personal  or  family 
history  of  breast  cancer),  both  ACS  and 
ACR  recommend  annual  or  biennial 
screening  in  this  age  group  as  well.  Ac- 
ceptance of  the  above  guidelines  by  the 
medical  community  has  been  slow,  how- 
ever, leading  tc  unnecessary  deaths 
from  breast  cancer  every  year. 

Physician  screening  practices 
In  order  to  ascertain  breast  cancer  de- 
tection practices  in  Pennsylvania,  a 
questionnaire  was  sent  to  1,032  PMS 
physicians  (general  and  family  practi- 
tioners, internists  and  obstetrician- 
gynecologists)  during  February  and 
March  of  1986.  The  majority  (65  per- 
cent) responded  to  the  survey.  Although 
approximately  90  percent  of  the  physi- 
cians conduct  breast  physical  exmina- 
tions  on  their  adult  female  patients  an- 
nually, the  breasts  of  one  out  of  every 
four  women  seen  are  not  examined. 


With  regard  to  the  nondiagnostic  use 
of  x-ray  mammography  in  asymptoma- 
tic women.  Figure  1 demonstrates  that 
for  women  40-49  years  old,  an  interval 
of  3-5  years  is  the  most  common  prac- 
tice, while  for  older  women  (age  50  + ), 
annual  exams  are  the  mode.  However, 
52  percent  of  the  physicians  ordered 
mammograms  less  frequently  than  an- 
nually for  the  older  age  group  of 
women,  and  7 percent  do  not  recom- 
mend its  nondiagnostic  use.  Limited 
frequency  of  patient  visits,  high  cost  of 
the  procedure,  and  patient  refusal  were 
the  most  common  reasons  for  less  fre- 
quent mammography. 

In  addition,  only  60  percent  of  the 
physicians  who  believe  they  provide  op- 
timal screening  for  breast  cancer  among 
older  women  are  in  fact  doing  so.  When 
asked  why  patients  refuse  to  obtain  a 
mammogram,  fear  of  radiation  and  cost 
were  given  as  the  primary  reasons, 
while  one-third  of  the  doctors  claimed 
that  refusals  rarely  occurred. 

Three  of  every  four  of  the  doctors  be- 
lieve breast  cancer  screening  efforts 
should  be  increased  in  their  geographic 
areas,  with  public  and  physician  educa- 
tion, third  party  payment  changes,  and 
state  or  federal  programs  given  as 
likely  to  be  most  effective  toward  such 
a goal. 

In  comparison,  a nationwide  survey 
of  physicians  recently  conducted  by  the 
ACS  found  that  only  41%  of  the  sample 
agreed  completely  with  ACS  mammog- 
raphy recommendations,  and  95%  with 
recommendations  for  physical  examina- 
tion. However,  only  11%  actually  fol- 
lowed those  guidelines  (80%  for  physi- 
cal examination).  Expense  of  the  test, 
radiation  exposure,  and  questions  con- 
cerning regular  annual  use  were  the  pri- 
mary reasons  for  disagreement  with  the 
mammography  guidelines. 

Cancer  Control  Program 

Along  with  cancers  of  the  lung,  cer- 
vix, and  large  bowel,  breast  cancer  has 


been  targeted  for  state-wide  cancer  con- 
trol activity  in  Pennsylvania.  While  pri- 
mary prevention  of  breast  cancer  is  lim- 
ited to  efforts  at  reducing  modifiable 
risk  factors  such  as  obesity,  breast  can- 
cer mortality  can  be  decreased  through 
early  detection  efforts  (especially 
among  high  risk  groups  such  as  women 
50  years  old  and  older,  or  women  with  a 
personal  or  family  history  of  breast  can- 
cer), and  to  some  degree,  through  the 
use  of  state-of-the-art  treatment  modali- 
ties. 

The  Breast  Cancer  Detection  and  Ed- 
ucation Project  was  begun  in  1984  in  six 
areas  throughout  the  state  in  order  to 
identify  high  risk  women  (i.e.,  positive 
first-degree  family  history),  promote 
early  detection  practices,  and  initiate 
active  follow-up.  Initiatives  aimed  at 
further  promotion  of  community-based 
screening  mammography  are  being 
planned,  and  efforts  are  under  way  to 
modify  current  third-party  reimburse- 
ment criteria.  In  addition,  the  state’s 
cancer  registry  will  continue  to  serve  as 
an  important  source  of  information  on 
incidence  and  disease  stage. 

Aside  from  such  programs  and  ef- 
forts at  public  education  (which  should 
also  involve  physicians),  the  medical 
community  occupies  a critical  position 
with  respect  to  increasing  the  use  of 
methods  of  early  breast  cancer  detec- 
tion. Methods  such  as  combined  annual 
breast  physical  examination  and  mam- 
mography (in  appropriate  age  groups), 
and  the  teaching  and  reinforcement  of 
breast  self-examination  techniques  to 
all  adult  female  patients  can  reduce 
mortality  among  women. 

Findings  from  the  survey  of  Pennsyl- 
vania primary  care  physicians  suggest 
that  mammography  is  underused  pri- 
marily because  of  misinformation  con- 
cerning optimal  screening  frequency, 
limited  patient  visits,  patient  refusal, 
and  cost  of  the  examination.  These  are 
impediments  to  optimum  preventive 
care,  and  these  impediments  can  and 
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Figure  1 

Frequency  of  Ordering  Mammograms  for  Asymptomatic  Women  in  Two  Age  Groups 
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Personnel  concerns  in  the  medical  office 


Dorothy  R.  Sweeney 
Patricia  M.  Salmon 
M.  Eileen  McKiernan 

Medical  office  management  and  ad- 
ministration is  even  more  impor- 
tant today  as  outside  influences  require 
a practice  to  be  run  as  a business.  Even 
solo  or  small-group  physicians,  who 
never  really  worried  about  “manage- 
ment,” are  trying  to  become  more  orga- 
nized. Personnel  concerns,  billing  and 
collection  problems,  computerization, 
insurance  coding,  and  scheduling— all 
of  these  items  combine  to  require  some- 
one, a doctor  or  a manager,  to  be  knowl- 
edgeable about  the  intricacies  of  run- 
ning a business.  The  economic  realities 
of  competition,  government  pressures, 
consumerism,  and  third  party  reim- 
bursement also  warrant  the  business 
approach. 

In  our  work  with  medical  practices 
throughout  the  state  and  elsewhere,  we 
perform  “general  practice  surveys”  for 
all  sizes  of  practices.  These  assign- 
ments often  begin  when  physicians  or 
groups  recognize  the  need  for  organiza- 
tion and  management,  but  they  need 
help  in  implementing  new  methods. 

This  series  of  articles  will  deal  with 
the  major  problems  we  encounter  from 
these  surveys.  This  first  article  deals 
with  leadership  and  personnel  issues. 
Since  personnel  costs  are  the  major  ex- 
pense item  in  any  medical  practice  bud- 
get, sufficient  time  and  attention  must 
be  devoted  to  the  people  working  in  the 
practice.  Ineffective  employees  working 
in  a setting  with  poor  morale  will  not 
present  a pleasant  atmosphere  for  pa- 
tients or  doctors.  Even  efficient  busi- 
ness systems  will  be  ineffective  with  the 
wrong  staff. 

Article  two  will  discuss  biding  prob- 
lems we  routinely  encounter.  With  all  of 
the  various  insurances,  coding  head- 
aches, and  collection  delays,  finances 
play  a vital  role.  The  third  article  in  the 
series  will  discuss  a variety  of  other 
business  system  deficiencies. 

Medical  practices— solo,  small  group, 
or  large  group— are  businesses.  We  offer 
suggestions  in  these  articles  to  help  you 
structure  your  practice  accordingly. 


Physician  leadership 

In  small  and  medium  sized  medical 
practices,  tradition  has  been  to  have  a 
democratic  form  of  management.  All 
physicians  (or  all  “partners”)  have  an 
equal  voice  in  business  decisions.  This 
democratic  form  of  government  may 
keep  everyone  involved,  but  in  the  day- 
to-day  management  it  poses  problems. 
If  doctor-level  management  is  not 
structured  properly,  the  other  levels  of 
management  may  falter,  too. 

Managing  doctor 

One  popular  solution  is  to  designate  a 
member,  perhaps  on  a rotating  basis  ev- 
ery year  or  two,  as  the  group’s  “manag- 
ing doctor.”  Picking  that  “managing 
doctor”  is  often  very  difficult  if  no  busi- 
ness leader  is  apparent.  Rotating  lead- 
ership is  not  our  favorite  choice.  It 
causes  doctors  to  assume  important  re- 
sponsibility whether  or  not  they  are 
suited  for  it.  In  some  cases,  though,  it  is 
the  best  or  only  palatable  way  available 
to  have  a managing  doctor  structure  at 
all. 

The  selected  person’s  responsibilities 
will  be  better  carried  out  if  they  are  de- 
fined for  everyone  involved.  What  are 
those  responsibilities? 

Some  of  the  duties  are  specific;  they 
can  be  written  into  a managing  doctor’s 
job  description.  Others  are  subjective, 
depending  on  the  personalities  of  both 
that  individual  and  his  or  her  partners. 
The  latter  functions  include  serving  as 
the  communications  link  among  the 
physicians  and  providing  a leader’s  in- 
fluence over  the  physicians  and  staff 
members.  They  can  hardly  be  written 
down  despite  their  importance. 

Here  are  some  of  the  more  traditional, 


The  authors  are  medical  management  consul- 
tants with  the  Health  Care  Group,  Bala 
Cynwyd.  This  article  is  the  first  in  a series  on 
medical  office  management  and  administra- 
tion. 


specific  responsibilities— that  can  be 
listed  on  paper— we  recently  recom- 
mended to  a four-doctor  group  estab- 
lishing the  managing  doctor  concept: 

1.  Serve  as  chairman  of  the  partners’  r 
business  meetings,  preparing  an  agenda 
for  each  meeting  and  assuring  that  the 
meeting’s  decisions  are  carried  out. 

2.  Assign  tasks  to  the  lay  office  man-  | 
ager  and  outside  advisors,  and  see  that  I 
those  responsibilities  are  properly  han- 
dled. 

3.  Make  all  routine  decisions  and 
have  them  implemented  satisfactorily. 

4.  Meet  with  the  office  manager  on  a 
regularly  scheduled  basis  to  assure  a 
continuity  of  leadership  over  that  per- 
son’s work. 

5.  Take  responsibility  for  signing  or 
co-signing  checks,  approving  accounts 
receivable  write-offs,  etc. 

6.  Convene  periodic  office  staff  meet- 
ings to  provide  physician-level  involve- 
ment in  the  lay  employees’  concerns. 

While  many  other  duties  could  be 
added  to  the  list,  and  some  arise  with- 
out prediction  or  definition,  having  a 
basic  description  in  writing  will  help  the 
managing  doctor  carry  out  his  or  her  as- 
signment. 


Business  managers 

Almost  every  medical  practice  has  an 
office  manager  or  senior  assistant  who 
is  in  charge  of  the  office.  Often  those 
“managers”  perform  a variety  of  cleri- 
cal duties,  but  do  not  function  as  busi- 
ness managers.  The  trend  we  see,  and 
the  advice  we  often  give,  is  to  upgrade 
the  administrative  management  level, 
even  for  small  and  mid-sized  groups. 
This  sometimes  presents  a problem 
when  long-term  employees  initially  feel 
threatened  by  someone  new  coming  to 
“be  in  charge.” 

The  duties  for  such  a business  man- 
ager or  administrator  are  very  different 
from  the  former  “office  manager/ senior 
assistant’s.”  In  our  view,  a business 
manager  needs  to  be  concerned  with  the 
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broader  picture— delegating,  planning, 
supervising,  and  coordinating— with 
specific  responsibility  for  the  following: 
Coordination 

1.  Attend  doctors’  meetings  to  record 
discussions  from  decisions.  Implement 
any  ideas  arising  from  that  meeting,  in- 
vestigate alternatives,  etc. 

2.  Coordinate  activities  among  physi- 
cians on  a day-to-day  basis. 

Financial 

1.  Assist  with  proposed  annual  bud- 
get. 

2.  Approve  all  expenditures. 

3.  Prepare,  review,  and  analyze 
monthly  statements. 

4.  Prepare  special  financial  studies, 
and  reports  requested  by  doctors  or  as 
determined  necessary. 

5.  Contact  accountants,  attorneys 
and  other  advisors. 

6.  Do  all  practice  checkwriting,  in- 
cluding payroll  for  physicians  and  staff. 
Monitor  practice  savings  and  checking 
accounts. 

7.  Prepare  payroll  tax  reports  and  re- 
turns. 

Personnel 

1.  Recruit,  hire,  and  fire  office  person- 
nel. 

2.  Supervise,  including  salary  review 
and  proposed  adjustments. 

3.  Maintain  control  and  keep  records 
of  vacations,  sick  leave,  etc. 

4.  Organize  regular  office  meetings 
and  set  agendas. 

5.  Determine  and  change  personnel 
assignments  and  job  descriptions  as 
needed. 

Collections 

1.  Institute  a system  to  handle  delin- 
quent account  follow-up,  including  tele- 
phone and  preprinted  letter.  Work  with 
collections  clerk  to  monitor  results 

2.  Use  Small  Claims  Court  to  handle 
accounts  not  paying 

Audit  Controls 

1.  Review  and  supervise  internal  sys- 
tems for  handling  cash,  recording  mail 
receipts,  writing  checks,  etc. 

2.  Follow-up  audit  control  systems 
devised  by  accountants. 

There  is  no  set  background  or  experi- 
ence required  for  the  business  man- 
ager’s position.  We  prefer  a solid  busi- 
ness background  of  experience  and 
schooling  with  a strong  emphasis  on  fi- 
nances, computer,  and  personnel.  Medi- 
cal office  experience  is,  of  course,  a plus, 
but  not  essential.  Physicians  often  ar- 
gue with  us  on  this  point,  but  we  stress 


this  is  a business  leadership  position. 
We  are  not  looking  for  an  insurance 
clerk  or  a receptionist. 

This  business  manager  will  most 
likely  have  an  undergraduate  or  ad- 
vanced degree  and  can  command  a sal- 
ary in  the  wide  range  between  $25,000 
to  $45,000. 

While  we  talk  about  education  and 
business  experience,  there  are  also  in- 
tangible factors  required  of  a business 
manager. 

Finding  and  developing  these  charac- 
ter features,  though  vague,  can  make 
the  difference  between  effective  man- 
agement and  average  performance. 
Here  is  a list: 

1.  Initiative  Any  manager,  to  be  ef- 
fective, must  make  things  happen.  He 
or  she  needs  to  act— not  react— to  antic- 
ipate any  situation  or  problem.  While 
the  physician-owner(s)  are  ultimately  re- 
sponsible, an  effective  manager  cannot 
wait  for  them  to  initiate  action  in  the 
business  side  of  practice. 

2.  Flexibility  No  medical  practice,  no 
matter  how  well  organized,  always  runs 
in  a predictable  manner.  Disruptions 
and  emergencies  are  facts  of  life.  A 
manager  must  anticipate  these  possibil- 
ities so  the  office  runs  well  in  spite  of 
them. 

3 . Enthusiasm  The  best  managers 
must  enjoy  their  work,  their  co-workers 
and  the  office  environment.  This  does 
not  mean  a manager  should  overwhelm 
everyone  with  joy,  but  a sense  of  enjoy- 
ment and  personal  satisfaction  should 
be  apparent. 

4.  Innovative,  but  practical  While 
somewhat  at  odds  with  each  other,  both 
of  these  characteristics  are  vital.  New 
ideas  and  fresh  approaches  are  always 
needed  in  a medical  office.  Yet  the  new 
approaches  must  succeed  in  a day-to- 
day  setting,  often  requiring  delicate  bal- 
ance. 

Poor  hiring  techniques 

Inattention  to  proper  hiring  tech- 
niques ranks  high  on  the  list  of  medical 
practice  problems.  The  hiring  process 
takes  time  and  a busy  physician  or 
manager  will  sometimes  settle  for  the 
best  person  in  a mediocre  group  just  to 
fill  the  position,  especially  if  time  is 
short,  and  an  opening  is  not  filled  when 
the  former  employee  leaves.  This  can  be 
a costly  mistake,  since  the  marginal 
new  employee  does  not  usually  become 
an  effective  member  of  the  business 
team.  He  or  she  is  eventually  either  re- 
placed or  leaves. 

Another  common  pitfall  is  hiring 


friends  or  relatives  of  physicians  or  em- 
ployees. This  can  have  disastrous 
results.  Should  that  new  person  not 
work  out,  the  physicians  or  employees 
are  placed  in  an  awkward  position.  We 
hear  stories  of  mediocre  employees  be- 
ing kept  in  a medical  practice  merely  be- 
cause the  physician  is  too  embarrassed 
to  take  any  action  to  terminate  employ- 
ment. A good  rule  is  not  to  hire  friends 
or  relatives  of  the  physician,  the  physi- 
cian’s spouse,  or  other  members  of  the 
staff. 

This  rule  also  applies  to  physician’s 
children,  even  on  a part-time  basis.  Of- 
ten “make  work"  is  created,  or,  worse 
yet,  actual  duties  are  neglected  when 
the  doctor  (and  thus  the  whole  family)  is 
on  vacation.  In  group  situations  we 
have  seen  three  or  four  sets  of  children 
vying  for  clerical  duties. 

In  hiring,  many  practices  fail  to  ad- 
minister skill  tests  to  applicants.  Job 
related  tests  are  a legally  valid  measure 
to  assure  that  the  applicant  has  the  nec- 
essary skills. 

In  addition,  it  is  essential  that  a com- 
plete job  description  be  available  to  the 
prospective  applicant.  This  protects 
both  the  practice  and  the  applicant.  The 
applicant  will  be  able  to  judge  if  the  po- 
sition is  truly  what  he  or  she  is  seeking. 
Nothing  is  gained  by  hiring  someone 
overqualified  only  to  have  that  person 
leave  within  several  weeks,  necessitat- 
ing that  the  hiring  process  begin  again. 

Staff  involvement  in  hiring  is  over- 
looked by  many  physicians.  The 
present  staff  will  work  closely  with  this 
new  employee,  and  it  is  important  that 
a good  team  feeling  and  a mix  of  person- 
alities be  developed.  If  physicians  or 
managers  do  all  of  the  interviewing 
themselves,  they  might  hire  an  em- 
ployee whose  personality  does  not  mesh 
well  with  others  already  on  board.  This 
can  lead  to  dissension  and  unhappiness 
for  all  concerned. 

While  it  does  not  always  guarantee 
success,  it  is  a good  idea  to  have  the 
present  office  staff  (or  a staff  represen- 
tative) do  some  of  the  initial  interview- 
ing. Asking  the  present  staff’s  opinion 
of  an  employee  being  interviewed  also 
goes  a long  way  for  creating  good  mo- 
rale. 

Improper  staff  evaluations 

Too  many  medical  offices  have  no  reg- 
ularly scheduled  procedure  for  review- 
ing employees'  job  performances.  Simi- 
larly, many  practices  routinely  grant 
increases  of  the  same  amount  or  same 
percentage  to  everyone  without  criti- 
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;aUy  determining  if  they  are  deserved. 

Physicians  tell  us  they  grant  the 
same  salary  raise  to  everyone  because 
;‘it  is  easier”  and  because  they  do  not 
vant  to  hurt  someone’s  feelings  by  giv- 
ng  them  a lower  raise  than  others  (even 
|.f  it  is  deservedly  so).  This  is  a guaran- 
teed way  to  cause  morale  problems!  The 
good  employee  is  punished  for  good 
performance— a mediocre  employee  re- 
ceives the  same  increase. 

We  believe  each  office  should  have  a 
regularly  scheduled  (preferably  annual) 
job  evaluation  and  salary  discussion  for 
each  individual  employee.  This  evalua- 
tion should  be  an  open,  two-way  com- 
munication in  which  an  employee’s 
strengths  and  weaknesses  are  freely 
discussed. 

Salary  increases  should  be  discussed 
at  this  time,  reinforcing  the  fact  that 
job  performance  is  the  sole  determining 
factor  in  granting  raises.  It  is  unfair  for 
good,  hard-working  employees  to  re- 
ceive the  same  raise  as  someone  who  is 
not  as  conscientious,  often  absent  or 
late,  and  who  does  not  pull  his  or  her 
share  of  the  work  load.  And,  in  this  way 
the  doctor  can  stick  to  the  policy  of  an- 
nual evaluations  only.  Employees  will 
thus  recognize  salary  reviews  are  han- 
dled only  once  a year  and  not  at  other 
times. 

Communication 

Failure  to  communicate  is  often  a 
problem  in  medical  practices  as  the 
rush  of  day-to-day  problems  and  con- 
cerns fails  to  allow  time  for  the  commu- 
nication process.  Employees  need  to 
talk  to  management,  and  management 
needs  to  talk  (and  listen)  to  employees. 

Regular  office  staff  meetings  are  es- 
sential to  facilitate  this  communication 
process.  Meetings  should  be  at  a set 
time  and  day,  not  just  when  a crisis  oc- 
curs. Managers  are  the  key  to  making 
these  meetings  work  so  that  they  are 
handled  in  a professional  way.  Agendas 
of  topics  to  be  discussed,  two-way  dis- 
cussions, and  a set  routine  should  pre- 
; vent  the  meetings  from  deteriorating 
into  gripe  sessions. 

Physicians  should  periodically  attend 
office  staff  meetings,  but  they  are  often 
more  effective  if  the  doctors  do  not  at- 
tend routinely. 

Good  personnel  can  make  the  medical 
practice.  But  good  leadership,  morale, 
and  communication  do  not  happen  au- 
tomatically. The  development  of  these 
qualities  requires  time  and  attention, 
but  the  dividends  make  the  investment 
worthwhile.  □ 


Jefferson  Medical  College 
Thomas  Jefferson  University 
in  Historic  Philadelphia 

The  Department  of  Surgery 
and  the  Office  of 
Continuing  Medical  Education 
present 

CURRENT  ISSUES 
IN  MORBID  OBESITY 

at 

The  Barclay  Hotel 
Philadelphia,  Pennsylvania 
Thursday,  March  12,  1987 

This  is  a multi-disciplinary  program  designed  to  provide  insight  into  the 
consequences  of  morbid  obesity.  The  program  will  provide  physicians  with  a 
better  appreciation  and  understanding  of  the  current  medical,  surgical,  and 
psychological  treatment  of  morbid  obesity,  and  will  include  considerations  of 
history,  techniques,  and  biological  aspects  of  the  problem. 

• Limited  to  125  participants 

• 6 credit  hours  in  Category  I 

For  information  regarding  registration  call:  Office  of  Continuing  Medical 
Education  (215)  928-6992 

For  information  regarding  course  content  call:  James  E.  Colberg,  M.D., 
Course  Director;  Jerome  J.  Vernick,  M.D.,  Course  Director  (215]  928-6925 


Tear  out  and  mail  to:  Current  Issues  in  Morbid  Obesity,  Jefferson  Medical  College, 
Office  of  Continuing  Medical  Education,  1025  Walnut  Street — Room  G-3, 
Philadelphia,  PA  19107. 
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in  my  opinion 

The  failure  of  success 

Gregory  B.  Patrick,  MD 


One  Greek  myth  concerns  Sybil,  a 
woman  who  prayed  to  the  gods  for 
immortality.  The  gods  granted  her  wish. 
However,  her  body  was  not  indestructi- 
ble and  gradually  wore  out  over  the 
years  until  all  that  was  left  was  a pile  of 
ashes  enclosed  in  an  urn.  Children 
would  lean  over  the  top  of  the  urn  and 
ask,  “Sybil,  Sybil,  what  is  your  wish?” 
Sybil  would  answer,  “To  die.” 

Medical  technology  has  the  potential 
to  make  the  myth  of  Sybil  real.  As  mor- 
tality rates  for  acute  illness  drop  people 
live  longer.  However,  bodies  still  are  not 
indestructible,  and  as  they  live  longer 
the  prevalence  of  chronic  illness  in- 
creases. Thus,  as  the  population  grows 
older,  physicians  have  been  seeing  an  in- 
creasing number  of  patients  with  multi- 
ple medical  problems. 

In  my  office  I see  many  patients  with 
limiting  lung  disease  who  also  have  con- 
current diabetes,  hypertension,  heart 
disease,  renal  disease,  or  arthritis  that 
also  restrict  their  activities.  Others 
have  survived  earlier  therapies  and 
have  lived  long  enough  to  develop  prob- 
lems resulting  from  those  therapies. 
For  example,  I have  several  patients 
who  underwent  scarification  collapse 
therapy  for  tuberculosis  during  the 
1940s  who  now  have  severe  restrictive 
lung  disease  due  to  aging  of  their 
scarred  lungs.  These  patients  with 
chronic  conditions  due  to  successful 
medical  therapy  represent  “the  failures 
of  success.” 

For  the  physician,  caring  for  such  pa- 
tients is  a challenge.  Age  affects  the 
manifestations  of  lung  disease,  the  re- 
sponse to  pulmonary  medications,  and 
the  side-effects  of  medicine.  Similarly, 
concurrent  illness  in  other  organs  will 
affect  the  lungs.  To  treat  the  patient's 
lung  disease  requires  attempting  to  ma- 
nipulate a host  of  variables  in  order  to 
treat  a single  illness. 

For  such  patients,  too,  medical  care  is 
a challenge.  In  addition  to  the  limita- 
tions and  losses  imposed  by  age,  they 
must  endure  a variety  of  infirmities 
that  are  individually  and  collectively  de- 
pressing. They  may  have  to  see  a vari- 
ety of  physicians  or  consume  a multi- 


tude of  pills,  which  may  have  side 
effects.  Nothing  seems  to  guarantee  a 
return  to  their  peak  performance. 

In  addition  to  the  financial  concerns 
about  the  cost  of  illness,  patients  are  of- 
ten linked  to  loved  ones  of  equal  age  (or 
older)  who  are  also  “failures  of  success.” 
Studies  have  shown  that  those  85  years 
old  and  older  represent  the  fastest 
growing  segment  of  the  population. 
This  translates  into  the  fact  that  now  I 
often  see  an  elderly  patient  who  also 
has  an  elderly  parent.  One  common  con- 
sequence of  this  situation  is  depression. 
As  one  of  my  patients  puts  it,  “I  feel 
like  I am  sliding  down  a very  long  hill.  I 
pause  occasionally,  but  I am  sliding 
down,  down,  down  to  the  bottom.” 

In  the  hospital,  the  “failures  of  suc- 
cess” are  blurring  the  distinction  be- 
tween acute  and  chronic  illness.  The 
most  obvious  examples  are  found  in  the 
intensive  care  unit.  Acutely  critically  ill 
patients  are  admitted  to  the  ICU  for  ur- 
gent life-saving  treatment  and  diagno- 
sis. There  is  fast-paced  action  among 
physicians,  nurses,  and  therapists  with 
concurrent  excitement  and  drama.  As 
the  acutely  critically  ill  patient  is  stabi- 
lized, the  pace  begins  to  slow  and  the 
acutely  critically  ill  patient  begins  to  be 
transformed  into  a chronically  critically 
ill  patient.  Such  a patient  plateaus  at  a 
level  of  care  in  which  medical  technol- 
ogy can  maintain  his  life  but  cannot  cor- 
rect his  underlying  condition  to  the 
point  where  he  can  survive  without  this 
technology.  As  one  colleague  put  it,  “I 
can  keep  him  alive  but  I can’t  get  him 
better.” 

A visit  to  an  ICU  in  almost  any  of  the 
acute  care  hospitals  in  the  United 
States  will  reveal  some  patients  who 
have  been  in  the  ICU  for  several  weeks, 
sometimes  for  months.  Their  disease 
processes  have  persisted  so  long  that 


Dr.  Patrick,  of  Sewickley,  specializes  in  the 
treatment  of  pulmonary  diseases.  This  essay 
was  first  published  in  the  September 27,  1986, 
issue  of  the  Bulletin  of  the  Allegheny  County 
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they  cannot  be  considered  properly 
acutely  ill.  However,  they  cannot  sur- 
vive without  intensive  technology  and 
support  found  in  the  ICU.  Conse- 
quently, they  are  chronically  critically 
ill.  These  patients  can  be  incredibly 
complex  to  manage  and  may  consume 
large  amounts  of  technology,  time,  and 
money.  Those  who  care  for  them  and 
their  families  often  ride  an  emotional 
roller  coaster  as  the  patient’s  course  of 
illness  is  frequently  punctuated  by  re- 
current complications.  Also,  some  com- 
binations of  illness  such  as  ventilator- 
dependent  respiratory  failure  combined 
with  chronic  renal  failure  requiring 
chronic  dialysis  insure  that  these  pa- 
tients cannot  be  transferred  to  any 
other  facility,  let  alone  be  cared  for  at 
home.  They  may  appear  to  be  doomed 
to  a life  within  the  ICU  unit  until  some 
overwhelming  catastrophe  that  is  unre- 
sponsive to  medical  technology  inter- 
venes. 

For  the  hospital  administrator  and 
third  party  payor,  the  “failures  of  suc- 
cess’’ are  a disaster.  These  patients  con- 
sume extensive  medical  services.  Be- 
cause they  suffer  from  a combination  of 
illnesses  rather  than  from  a single  ill- 
ness, their  hospital  course  will  not  fit 
easily  into  a computer  program.  They 
may  require  frequent  hospitalizations 
raising  the  suspicion  of  inappropriate  or 
incompetent  care.  Such  patients  will  be 
shunned  by  health  maintenance  organi- 
zations and  capitation  programs.  Any 
physician  involved  in  their  care  may  ex- 
pect to  spend  a significant  amount  of 
time  explaining  such  patients  to  utiliza- 
tion review  boards  and  peer  review  or- 
ganizations. 

The  increase  in  the  number  of  the 
chronically  ill  will  be  a focus  of  intense 
debate  in  the  years  ahead.  A prime 
force  driving  this  debate  will  be  eco- 
nomic. In  1980,  the  aged  accounted  for 
11  percent  of  the  population  but  con- 
sumed 29  percent  of  health  care  expen- 
ditures. As  the  population  continues  to 
age,  the  expenditures  are  likely  to  in- 
crease. Here,  the  macroscopic  concerns 
of  society  (i.e. , to  allocate  resources 
most  appropriately)  may  come  into  di- 
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jrect  conflict  with  the  microscopic  con- 
cern of  the  doctor-patient  relationship 
(to  do  the  best  you  can  for  the  individ- 
ual patient  in  front  of  you). 

Then  what  should  be  the  goal  of  medi- 
cal technology?  As  Sybil  found  out,  im- 
mortality is  not  the  answer.  I find  a bet- 
ter image  in  Oliver  Wendell  Holmes’ 
poem,  “The  Minister’s  Cart."  In  the 
poem,  a minister  decides  that  the  rea- 
son things  break  down  but  won’t  wear 


out  is  because  all  the  parts  are  not  of 
equal  strength.  Consequently,  he  builds 
a cart  of  the  finest  materials  to  take  him 
on  his  pastoral  rounds.  He  uses  the  fin- 
est leather  for  the  seats,  the  finest  steel 
for  the  wheels,  the  finest  wood  for  the 
frame.  The  carriage  is  a marvel  and  out- 
lives its  creator.  One  day  his  son  (also  a 
minister)  is  driving  the  cart  when  he 
hears  a sigh  and  feels  a shudder  and 
suddenly  is  sitting  in  a pile  of  dust.  All 


of  the  components  of  the  carriage  wore 
out  and  collapsed  at  the  same  time.  I 
find  this  a marvelous  allegory. 

We  should  be  completely  intact  and 
productive,  carrying  our  rightful  load, 
with  all  of  our  components  made  of  the 
finest  materials  and  wearing  evenly. 
Our  end  would  come  quietly,  without 
lingering  or  longing.  This  should  be  the 
goal  of  medical  technology.  This  should 
be  the  goal  of  medicine.  □ 


The  family  physician  and  behavioral  science 

Fred  B.  Rogers,  MD 


In  a recent  review  of  “Behavioral  Sci- 
ence in  Family  Practice  Residen- 
cies,” Dr.  Donald  C.  Ransom  of  the  Uni- 
versity of  California  (San  Francisco) 
noted  that  a quiet  revolution  was  going 
on  in  that  area  of  physician  training. 
This  change,  he  said  was  due  to  the  im- 
pact of  social  and  behavioral  sciences 
upon  medical  attitudes  and  practice.1  A 
gradual  transformation  to  person- 
centered  care,  dating  back  many  years, 
is  linked  to  the  psychosocial  ramifica- 
tions of  health  and  illness— a logical  ex- 
tension of  family  medicine.  Such  em- 
phasis is  constructive  and  flows  over 
into  other  realms  of  patient  care/ 

Dr.  Walter  C.  Alvarez  of  the  Mayo 
Clinic  some  years  ago  stated  that  “ev- 
ery doctor  should  be  a psychiatrist 
whether  he  wants  to  or  not.”  And  the 
most  effective  doctors  have  been  skilled 
in  the  ways  of  the  mind  as  well  as  the 
body.3  In  family  practice  one  meets  a 
wide  range  of  behavioral  and  psychiat- 
ric problems,  from  borderline  personal- 
ity to  frank  psychosis.  Knowledge  of 
mental  hygiene  and  illness  is  vital  for 
prevention,  diagnosis,  and  treatment. 
The  vast  scope  of  human  emotion  and 
thought,  and  its  aberrations,  attests  to 
Dr.  Alvarez’s  assertion. 

Over  the  years  physicians  have 
known  that  behavior  determines  or  con- 
tributes much  to  human  illness  and  in- 
jury. Poor  living  habits,  trauma,  and  ne- 


glect account  for  many  ailments  that 
might  not  otherwise  happen.  The  emo- 
tional component  of  disease  is  also  sig- 
nificant in  its  genesis  and  outcome.  The 
etiology  of  schizophrenia,  relationship 
between  anxiety  and  depression,  and 
long-term  effects  of  stress  upon  an  indi- 
vidual are  often  related  to  life-style  of 
patient  and  family.  Such  problems  have 
called  forth  a new  basic  science  in  re- 
sponse to  clinical  needs. 

About  twenty-five  years  ago  Dr. 
James  G.  Miller  of  the  University  of 
Michigan  introduced  the  term  behav- 
ioral science  and  defined  it  as  follows: 
Behavorial  science  is  a combined 
endeavor  of  many  fields  investigat- 
ing all  aspects  of  behavior,  leading 
to  understanding  of  human  beings 
as  individuals  and  in  social  rela- 
tions. It  includes  many  studies  in 
the  fields  of  anthropology,  biochem- 
istry, ecology,  economics,  genetics, 
geography,  history,  linguistics, 
mathematics,  neurology,  pharma- 
cology, physiology,  political  science, 
psychiatry,  psychology,  sociology, 
statistics,  and  zoology.  ' 

The  first  department  of  behavioral 


Dr.  Rogers  is  professor  of  family  practice  and 
community  health  at  Temple  University 
School  of  Medicine. 


science  in  an  American  medical  school 
was  formed  at  the  University  of  Ken- 
tucky by  Dr.  Robert  Straus  and  his  col- 
leagues in  1958.  This  pioneering  effort 
related  behavioral  science  to  all  fields  of 
medicine,  its  chief  thrust  being  in  the 
social  sciences  of  anthropology,  psychol- 
ogy, and  sociology.  ’ In  this  state,  a de- 
partment of  behavioral  science  was  in- 
stituted in  1965  at  the  Pennsylvania 
State  University  College  of  Medicine 
under  the  direction  of  Dr.  Evan  G.  Pat- 
tishall  Jr.  Its  multidisciplinary  program 
was  described  by  Dr.  Pattishall  in 
Pennsylvania  Medicine  (May  1968). h 
Other  medical  schools,  including  Tem- 
ple University  School  of  Medicine,  sub- 
sequently assembled  departments  or 
units  of  this  type  in  their  organization. 
Today,  the  terms  behavioral  science  or 
human  behavior  are  frequently  linked 
to  neurology  and  psychiatry  as  well  as 
family  medicine  in  medical  schools  and 
postgraduate  instructional  activities. 
This  constructive  focus  has  also  helped 
foster  a better  understanding  of  the 
doctor-patient  relationship.' 

Over  a century  ago  Ralph  Waldo 
Emerson  wrote  that  “Health  is  the  con- 
dition of  wisdom,  and  the  sign  is 
cheerfulness— an  open  and  noble  tem- 
per.” As  to  health  maintenance  he 
added,  “The  physician  helps  (people), 
mainly  by  healthy  talk,  giving  a right 
tone  to  the  patient’s  mind.”  In  recent 
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years  author  Norman  Cousins,  teaching 
medical  humanities  at  the  University  of 
California  (Los  Angeles)  Medical 
School,  has  also  emphasized  the  role  of 
cheerfulness  in  healing.  He  surveyed 
patient  attitudes  toward  their  physi- 
cians and  found  that  some  claimed  that 
they  were  not  encouraged  by  a visit 
with  the  doctor,  and  a few  changed  doc- 
tors in  hopes  of  feeling  better  through 
his  or  her  personal  “tone.”8 
Medicine  advances  by  skills  that  aim 
to  benefit  people.  The  characteristics  of 
each  individual,  however,  must  be  con- 
sidered when  applying  these  skills.  A 
quiet  revolution  in  physician  involve- 
ment and  patient  compliance  is  under- 
way in  family  practice  through  the  ap- 
plication of  behavioral  science.  Broader 


knowledge  of  its  disciplines  is  facilitat- 
ing this  transformation.  The  Society  of 
Teachers  of  Family  Medicine,  in  its 
agenda,  emphasizes  awareness  and 
modification  of  behavior  for  health  pro- 
motion.9 To  this  end  the  editors  of 
Harrison's  Principles  of  Internal  Medi- 
cine have  written  the  following  creed: 
Tact,  sympathy  and  understanding 
are  expected  of  the  physician,  for 
the  patient  is  no  mere  collection  of 
symptoms,  signs,  disordered  func- 
tions, damaged  organs,  and  dis- 
turbed emotions.  He  is  human,  fear- 
ful, and  hopeful,  seeking  relief,  help 
and  reassurance.  To  the  physician, 
as  to  the  anthropologist,  nothing 
human  is  strange  or  repulsive.  . . . 
The  true  physician  has  a Shake- 
spearean breadth  of  interest  in  the 
wise  and  the  foolish,  the  proud  and 
the  humble,  the  stoic  hero  and  the 


whining  rogue.  He  cares  for  peo- 
ple.'0 □ 
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Ban  on  tobacco 

Daniel  C.  Lyons,  MD 


ads  not  denial  of  freedom 


Let  us  ban  tobacco  advertising  for  a enjoy  throwing  money  away!)  If  after 
trial  period.  If  no  effect  is  shown  on  con-  the  ban  there  are  fewer  nicotine  addicts 
sumption,  we  all  will  have  learned  a in  America,  all  of  us  will  share  some 

great  lesson,  and  advertising  can  be  re-  benefit,  and  freedom  will  benefit  the 

sumed  (providing  that  cigarette  makers  most.  □ 


With  due  respect,  the  editorial  on 
censorship  and  tobacco  advertis- 
ing (in  the  December  1986  issue)  is  mis- 
taken. First,  it  implies  that  enactment 
of  a ban  on  a specific  mode  of  free  ex- 
pression, namely,  tobacco  promotion, 
will  lead  to  more  general  censorship. 
Nothing  in  our  national  history  sug- 
gests this.  For  example,  the  ban  on  tele- 
vision advertising  of  cigarettes  has  not 
led  to  banning  of  beer  or  wine  ads.  To 
contend  that  a ban  on  an  addicting  sub- 
stance like  nicotine  would  lead  inexora- 
bly to  political  censorship  is  wrong. 

Second,  to  invoke  issues  of  freedom 
and  responsibility  is  misleading.  Nico- 
tine is  an  addicting  drug— powerfully 
so.  And  our  most  basic  freedoms,  to 
choose  and  to  act  on  choice,  are  lost  in 
physical  addiction.  I believe,  as  do 
many  others,  that  we  have  a responsi- 
bility to  protect  freedom  of  choice.  Not 
an  absolute  responsibility— because 
that  would  lead  to  political  extremism, 
such  as  prohibition— but  a relative  one. 
In  that  context,  banning  tobacco  adver- 
tising is  viewed  as  a tool  to  protect  free 
members  of  our  society,  especially 
young  people,  from  becoming  addicts. 
It  is  a tool  which  surely  will  be  effective, 
else  why  is  advertising  used  so  heavily? 


Dr.  Lyons  is  a family  practitioner  in  Ham- 
burg. 


Paperless  claims 

Robert  F.  Streight 

A new  way  to  submit  claims  electron- 
ically will  soon  be  available  to  physi- 
cians in  Pennsylvania.  Technology  de- 
veloped by  General  Electric 
Information  Service  Company  will  en- 
able medical  office  systems  to  routinely 
dial  a telecommunications  network  and 
submit  claims  to  over  thirty  carriers,  in- 
cluding Pennsylvania  Blue  Shield,  for 
private  and  Medicare  claims,  and  to  the 
National  Electronic  Information  Corpo- 
ration (NEIC)  for  commercial  carrier 
and  Railroad  Retirement  claims. 

The  claims  clearinghouse  network  is 
available  by  a local  call  from  23  cities  in 
Pennsylvania  and  a total  of  650  cities 
nationwide. 

Designated  the  EMC  Express™  Sys- 
tem, the  service  has  been  introduced  al- 
ready in  Illinois  and  Southern  Califor- 
nia. GE  Information  Services  is 
marketing  the  service  by  working  with 
vendors  of  physician  and  hospital  com- 
puter and  software  systems.  The  com- 


pany and  the  vendor  select  and  tailor 
appropriate  communications  technolo- 
gies. These  vendors  then  aid  medical  of- 
fices in  switching  from  paper  claims  to 
paperless  claims  systems. 

In  place,  the  system  works  something 
like  this:  A physician  has  an  existing 
personal  computer  and  a practice  man- 
agement software  package.  During  the 
day,  the  system  is  used  to  maintain  pa- 
tient records,  prepare  financial  reports 
and  provide  word  processing  capability. 
As  patient  claims  are  prepared  on  the 
computer,  they  are  stored  for  batch 
transmission  that  night.  At  the  appro- 
priate time  the  computer  dials  the  local 
telephone  number  of  the  teleprocessing 
network  and  transmits  the  claims  accu- 
mulated during  the  practice  day. 

Claims  are  sorted  by  a central  com- 

Robert  F.  Streight  is  manager  for  Health 
Care  EDI  at  General  Electric  Information 
Services  Company,  in  Rockville.  Maryland. 
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V 


ALLEY 

MEDICAL 

MANAGEMENT 


The  U.S.  health  care  system  is  undergoing  fundamental  and  lasting  change  driven  by 
cost-containment  pressures  exerted  by  public  programs,  private  businesses,  and  consumers. 
While  the  outlines  of  this  change  are  still  emerging,  it  will  result  in  major  shifts  in  the  financ- 
ing, delivery,  and  structure  of  the  health  care  system. 

The  most  important  characteristic  of  skillful  management  in  a changing  environment  is  the 
ability  to  anticipate  change.  VALLEY  MEDICAL  MANAGEMENT  is  a contract  management 
firm  engaged  in  the  administration  of  the  business  and  financial  affairs  of  medical  practices 
which  possesses  the  necessary  skill  to  perform  the  following  management  services. 

• Reimbursement  maximization  and  structure 

• Setting  up,  planning,  directing,  structuring,  and  marketing 

• Accounting 

• Physician  recruitment 

We  have  one  goal  in  mind,  and  that's  to  maximize  our  clients'  financial  security  and  per- 
sonal net  worth.  Call  us. 

166  HANOVER  ST.,  SUITE  103  WILKES-BARRE.  PA  18703  (717)  825-6234 


OR-D  is  a total  business  management  system  tor  single  & multi-doctor  practices. 
OR-D  will  monitor  a patient  from  his  entry  into  the  practice  all  through  his 
treatment  history.  At  your  fingertips  are  patient  records,  diagnosis,  3rd  party  billing, 
referral,  practice  building,  etc.  OR-D  is  surprisingly  simple  to  operate,  exceptionally 
reliable,  remarkably  fast  and  affordable— With  a user  base  of  over  200  offices  in 
the  East  Coast,  OR-D  is  one  of  the  most  experienced  and  reliable  vendors  in  the 
computerizing  of  Medical  offices— Find  out  about  OR-D  SHARE,  the  multi-user 
system  for  the  price  of  one. 

COMPARE!  Customization,  support,  training  at  your  location,  service  hotline,  warranty  . . . 


/ 


FOR  INFORMATION  OR  A FREE  DEMONSTRATION  IN  YOUR  OFFICE,  CALL  (609)  665-0RD3/665-2255  OR 
SEND  US  THE  COUPON  BELOW. 


□ I would  like  a free  demonstration  in  my  office 

□ Please  send  me  information  on  ORD  Systems 


L'L’L’L'LL 

Ll’LULU 

L'L'L’LL’L 


NAME 


ADDRESS 


PHONE 


OR-D  SYSTEMS 


1414  BRACE  ROAD 


CHERRY  HILL,  NJ  08034 


LLL'LLL 
LLLULL 
l:  L L L L'  L~ 

609-795-8300 


in  my  opinion 


puter  and  stored  in  “mailboxes”  to 
await  a phone  call  from  the  designated 
insurance  carrier.  Carriers  call  after  2 
a.m.  each  day  and  extract  the  claims. 
Claims  therefore  can  be  resident  in  the 
carrier’s  computer  within  24  hours  of 
the  patient  visit.  Error  reports  are  re- 
turned electronically  by  some  carriers. 

Some  vendors  also  offer  microcom- 
puters which  function  strictly  as  claims 
entry  workstations. 

The  benefits  to  physicians  are: 

• Faster  turnaround  of  claims— By 
eliminating  mail  delays  and  claims  en- 
try work  at  the  carrier  site,  a significant 
number  of  days  can  be  cut  from  the  pro- 
cess. 

• Lower  error  rates— Computer  sys- 
tems are  capable  of  checking  for  desig- 
nated errors  and  omissions  before  the 
claim  is  sent  and  normally  reduce  or 
eliminate  the  need  to  manually  re-enter 
data— the  process  which  is  most  suscep- 
tible to  human  error. 

The  claims  clearinghouse  supports 
the  two  major  health  care  industry 
standards  for  claims  forms:  the  HCFA 
1500  format  for  physician,  laboratory, 
and  durable  medical  equipment  claims 
and  the  UB-82  format  for  hospital  and 
home  health  care  claims.  The  network 
supports  a wide  variety  of  devices  and 
protocols  from  either  the  provider  side 
or  the  carrier  side.  This  means  that  sub- 
scribers to  the  clearinghouse  generally 
can  continue  to  use  existing  computer 
equipment  and  avoid  the  need  to  invest 
in  new  equipment. 

Subscribers  pay  for  the  use  of  the 
clearinghouse  on  the  basis  of  a per  docu- 
ment fee. 

In  effect,  the  network  acts  as  a single 
pipeline  to  the  primary  carriers,  accept- 
ing batches  of  claims  from  a number  of 
health  care  providers  and  preparing 
them  for  pickup  by  insurance  carri- 
ers. □ 


More  on  DRGs 

Edward  W.  Bixby,  MD 

The  article  by  Dr.  Hal  Broderson  on 
DRGs,  in  the  October  1986  issue, 
brings  to  mind  the  PSRO  (Professional 
Standards  Review  Organization)  pro- 
gram, which  was  supported  by  federal 
dollars  for  federal  patients  with  a man- 
date for  quality  medical  care.  A 
physician-supported  committee  was 
given  preference  over  any  “lay”  group 
in  designated  areas.  Despite  prolonged 
and  persistent  procrastination  in  Area 
Ten— Delaware  and  Chester  counties— 
doctors  became  committed  and  active. 
Not  more  than  10  percent  of  either  of 
the  counties'  medical  societies  ever  be- 
came interested  and  probably  less  than 
one  percent  ever  took  an  active  part  of 
any  kind!  Those  who  did  were  dedicated 
volunteers  who  believed  this  was  pri- 
vate practice  medicine’s  last  chance  to 
control  and  police  physicians. 

The  federal  dollars  went  almost  com- 
pletely to  “staff”  for  computerized  data 
of  patients’  records.  The  review  of  phy- 
sician performance  was  for  hospital 
care  only.  Three  stages  of  performance 
were  required  before  independent  incor- 
poration could  be  requested.  Only  about 
70  percent  of  PSROs  achieved  this  goal 
before  President  Carter  and  former 
health  and  welfare  secretary  Joseph  Ca- 
lifano  stopped  the  program,  despite  our 


Dr.  Bixby,  an  internist,  practices  in  Lans- 
downe. 


N.A.  Karakashian,  MD 

I recently  read  an  article  which  states 
the  Supreme  Court  banned  racial  bias  in 


request  to  continue  on  a purely  volun- 
teer effort  (1978).  Congratulations  to 
the  37  PSROs  that  got  the  government 
PRO  contracts;  they  are  physician- 
oriented  at  least.  Area  Ten  did  not  make 
it  due  to  early  Ostrich  Attitudinal  Ob- 
structionism (OAO),  rampant  in  our 
profession. 

In  our  “educated”  reviews,  we 
couldn’t  help  but  corral  physician  over- 
utilization and  therefore  dollars.  When 
we  “flagged”  someone,  federal  dollars 
ceased  for  that  physician  and  therefore 
that  hospital  also,  until  an  approved 
physician  took  over.  Blue  Cross  and 
Blue  Shield  usually  followed  suit,  so  the 
offending  physician  promptly  changed. 
It  turned  out  that  we  saved  as  many  as 
or  more  dollars  than  we  spent.  We  were 
never  permitted  to  review  any  federal  or 
state  institutions  of  any  kind.  We  were 
constantly  surprised  at  the  lack  of  disci- 
pline all  over  Area  Ten,  including  our 
own  hospitals.  On  several  occasions,  di- 
rectors of  service  would  ask  us  to  disci- 
pline their  own  staffs  for  them.  Those 
physicians  (and  I'm  now  convinced 
most  other  doctors,  too)  could  not  sepa- 
rate professional  from  social  associa- 
tions. 

As  Dr.  Broderson  said  in  his  article, 
DRGs  are  cost  containment.  They’d 
better  be!  We  doctors  wouldn’t  do  it  for 
ourselves.  We  had  our  chance.  Perhaps 
we  deserve  every  broadside  we  get!  □ 


picking  a jury.  This  decision  should 
have  been  extended  to  include  class  dis- 
crimination. 

The  way  our  juries  are  picked  today 
means  that  whole  segments  of  the  pub- 
lic are  completely  left  out.  This  is  con- 
trary to  our  constitutional  rights.  No 
professional  people  are  ever  selected  to 
juries.  We  need  more  of  this  class  to 
equalize  the  radicals  we  have  among  the 
jurors  at  this  time.  Steps  should  be 
taken  to  do  so  as  soon  as  possible.  □ 


The  PMS  Educational  and  Scientific  Trust  s 1986  Report 
of  Activities  and  Donors  will  appear  in  the  March  1987 
issue  of  Pennsylvania  Medicine. 


Jury  selection  unfair 
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Dr  Karakashian  is  a Philadelphia  ophthal- 
mologist. 


Geisinger  Medical  Center 

Continuing  Education  Programs 


Second  Annual  Timely  Topics  in  Internal  Medicine 

Wednesday-Friday 

February  25-27,  1987 

Seven  Springs  Resort,  Champion,  PA 

Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 
March  13  and  14,  1987 

Second  Annual  Horizons  in  Cardiac  Rehabilitation 

Friday  and  Saturday 
April  10  and  11,  1987 
Sheraton  Inn,  Danville 

Advances  in  Dermatology 

Wednesday,  April  15,  1987 

Update  in  Otolaryngology 

Thursday,  April  16,  1987 


Problems  in  Maternal  Fetal  Medicine 

Wednesday,  May  13,  1987 

First  Annual  Summer  Update  in  Clinical  Medicine 

Wednesday-Friday 

June  17-19,  1987 

Hilton  Head,  South  Carolina 

Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 
September  11  and  12,  1987 

Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 
November  13  and  14,  1987 

Second  Annual  Christmas  Symposium  in  Pediatric 
Immunological  and  Respiratory  Illnesses  and 
Therapies  (S.P.I.R.l.T.) 

Monday-Wednesday,  December  28-30,  1987 
Disney  World,  Florida 


As  an  organization  accredited  for  continuing  medical  education,  Geisinger  Medical  Center  certi- 
fies that  these  activities  meet  the  criteria  for  credit  hours  in  Category  1 of  the  Physician’s  Recog- 
nition Award  of  the  American  Medical  Association.  Please  refer  to  each  individual  program  flyer 
for  registration  fees,  starting  times,  and  number  of  credit  hours.  For  further  information  or  for 
copies  of  individual  programs,  call  Sharon  Hanley,  Program  Registrar,  collect,  at  717-271-6692. 
There  is  a 24-hour  answering  service  available.  You  may  also  write  to  her  at  1 20  Pleasant  Street, 
Danville,  PA  17822. 


Geisinger 


EUGENE  D.  ROBIN,  MD 

Professor  of  Medicine  and  Physiology 
Stanford  University  Medical  Center, 
Stanford,  CA 

Pulmonary  Emboli  And  The 
Risk-Benefit  Analysis  Of 
Critical  Care 

The  Pennsylvania  State  University 
Beaver  Campus 
Monaca,  PA 

Wednesday,  March  18,  1987 
2:00  - 4:00  p.m. 

Registration  Fee:  $25 — Preregistration 
required 

Sponsored  By  The  Beaver  County  Medical  Society 
The  Medical  Center,  Beaver,  Pa.,  Inc.  designates  this 
continuing  medical  education  activity  for  two  credit 
hours  in  Category  1 of  the  Physician's  Recognition 
Award  of  the  American  Medical  Association  and  the 
Pennsylvania  Medical  Society  membership  require- 
ment. For  additional  information  and  registration  please 
contact  the  Beaver  County  Medical  Society  at  (412)775- 
3330. 


HAHNEMANN  UNIVERSITY 

Department  of  Anesthesiology 

is  sponsoring  a one  day  symposium 

Current  Controversies 
In  Anesthesia 

Medical  and  Non-Medical 


Saturday,  April  25,  1987 
Trump's  Castle  Hotel  & Casino 
Huron  Avenue  & Brigantine  Boulevard 
Atlantic  City,  New  Jersey 


Participating  Faculty: 


Jeffrey  Apfelbaum,  M.D. 
Meir  Mazala,  M.D. 

Iqbal  F.  Paroo 
Ellison  Pierce,  Jr.,  M.D. 


Henry  Rosenberg,  M.D 
Alan  J.  Schwartz,  M.D. 
Tod  Sloan,  M.D.,  Ph.D. 
A.  Grant  Sprecher,  Esq. 


For  information  and  application: 

Office  for  Continuing  Education 
Hahnemann  University 
Broad  & Vine  Streets 
Philadelphia,  PA  19102 
215-448-8267 
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Confessions  of  a physician  gambler 

Naomi  Bluestone,  MD 


special  feature 


Poem  for  a Victorian  House 
Cascade  of  space  from  hearth  to  chimney  crest 
Inlaid  floors  aglow 
windows  jeweled 
ceilings  crowned 

and  corners  draped  in  patrician  dust! 

No  cozy  cottage  here,  bone  ascetic  shelter  of  the  poor. 
“Stand  tall  and  stop  slouching!”  commands  this  place. 
And  we  obey. 

To  gain  one  is  to  enter  a cathedral. 


A busy  professional  man  who  was  in 
a position  to  share  his  confidences 
with  me  confessed  that  during  inappro- 
priate moments  at  the  office,  he  would 
put  his  feet  up  on  the  desk  and  indulge 
in  long  sessions  of  daydreams.  He'd  no- 
ticed that  they  tended  to  occur  primar- 
ily when  he  was  depressed  and  that 
they  were  very  comforting  to  him.  He 
wanted  to  know  if  such  escapism  was 
common  to  others,  adding  only  that  his 
exciting  and  happy  fantasies  usually  in- 
volved slaughtering  his  closest  living 
kin. 

The  question  hit  home,  not  because  I, 
too,  indulge  violent  fantasies,  but  be- 
cause I d been  swept  away  by  a strange 
and  unaccountable  fantasy  of  my  own 
recently,  and  was  prompted  to  consider 
its  source.  Physicians  who  daydream  at 
the  office,  take  note. 

A month  ago  I found  an  interesting 
classified  ad  in  the  Old  House  Journal. 
The  owner  of  a stone  Victorian  town- 
house  ten  blocks  from  the  White  House 
was  offering  his  home  as  a prize  in  a 
contest.  Entrants  were  asked  to  send  a 
money  order  for  $100  to  a post  office 
box,  along  with  a 50  word  essay  on  “a 
description  of  a Victorian  house  and 
why  I'd  like  to  win  one.”  The  lucky  win- 
ner would  be  chosen  six  weeks  hence. 

I -sent  away  for  details,  my  appetite 
whetted  when  the  return  address  bore 
the  encouraging  hand-written  message, 
“Would  make  a great  suite  of  doctors' 
offices."  I called  the  mastermind  of  this 
intriguing  enterprise,  who'd  thought- 
fully included  his  telephone  number. 
“Not  a gimmick,"  he  reassured  me. 


“Local  law  does  not  permit  a lottery  so 
we’ve  gone  with  a contest.  The  house 
was  built  about  1894  by  a Supreme 
Court  justice.  It  has  crystal  chandeliers 
throughout,  parquet  floors  downstairs, 
crown  moldings  and  15  rooms  with  four 
baths.  There’s  an  English  basement 
with  a separate  apartment  and  bath, 
and  a flower  garden  with  statuary.  And 
it’s  right  on  the  main  public  transport 
lines.  Really  a great  house!" 

Like  a seasoned  contest  entrant,  I po- 
litely inquired  as  to  the  reason  for  his 
vacating.  “Well,”  he  said,  “I'm  old 
enough  to  leave  government  service 
and  too  young  to  retire  so  I’m  off  to  a 
second  career.  I figure  if  I get  5,000  en- 
trants, I'll  be  marketing  the  house 
O.K."  He  wished  me  luck,  and  I sat 
down  to  describe  a Victorian  house  and 
articulate  the  reasons  for  my  desire  to 
be  the  mistress  of  such  an  establish- 
ment. 

At  first  blush,  the  assignment 
seemed  a piece  of  cake.  I was  familiar 
with  those  baronial,  gorgeous,  space- 
wasting,  impossible-to-heat  old  ram- 
blers, with  their  voluptuous  detail.  I 
could  accommodate  easily  to  living  with 

Dr.  Bluestone  is  in  the  private  practice  of  psy- 
chiatry in  Great  Neck,  New  York.  A freelance 
writer,  she  contributes  frequently  to  PENN- 
SYLVANIA Medicine.  Besides  her  medical  de- 
gree from  the  Medical  College  of  Pennsylva- 
nia, Dr.  Bluestone  has  a master's  degree  in 
public  health.  She  is  the  author  of  the  book 
"So  You  Want  to  be  a Doctor,"  and  has  writ- 
ten and  published  over  150  articles  on  various 
health  care  topics. 


mahogany  stairwells,  stained  glass  win- 
dows, marble  mantels,  oak  built-ins, 
floor-to  ceiling  lintels,  mansards,  tur- 
rets, dentiles,  gew-gaws  and  other 
forms  of  gingerbread.  But  how  to  say  it 
in  50  words  or  less?  It  takes  words  to  be 
“sincere,  original,  with  demonstrated 
clarity  of  expression.” 

To  make  a long  story  short,  winning 
the  house  became  an  obsession.  There  is 
no  other  word  for  it.  Like  an  inveterate 
lotto  addict,  I convinced  myself  I could 
win.  I had  one  chance  in  5,000,  and  if  I 
entered  more  than  once,  I could  cut  that 
down  to  less  than  one  in  a thousand. 
And  besides,  I gloated,  I had  an  edge:  I 
was  a writer.  That  would  move  me  to  a 
ballpark  of  one  in  500  or  less.  This  was 
no  longer  a sweepstakes  for  the  con- 
sumer by  the  computer.  This  was  a con- 
test, to  be  decided  by  merit.  I could  do 
it!  Besides,  I now  rationalized,  how 
many  times  had  I blown  away  as  much 
money  on  plants  that  had  lasted  only 
until  the  next  draught?  By  now  a candi- 
date for  Gambler’s  Anonymous,  I re- 
minded myself  that  I could  earn  all  the 
money  back  in  no  time,  perhaps  even  by 
writing  an  article  about  my  experience. 
And  best  of  all,  if  I lost,  no  one  would  I 
have  to  know  my  folly.  (I  would  publish 
my  article  under  a pseudonym!) 

Having  covered  every  objection  for  a 
conscience  that  was  fast  discovering 
when  it  is  futile  to  argue,  I honed  my 
skills  in  brevity  of  expression.  The  task 
proved  to  be  quite  difficult.  Seduced  by 
my  raging  fantasies,  I sat  at  the  type- 
writer for  one  full  weekend,  desperately 
trying  to  say  something  prizeworthy  in 
50  words  or  less.  Try  it  sometime,  read- 
ers. It’s  impossible.  Every  “a,”  “and,” 
and  “the”  counts  as  a word.  Fifty  words 
or  less  is  about  what  a ten  year  old 
sends  home  from  camp  on  a pre- 
stamped postcard  supplied  by  a menac- 
ing counselor.  (“I’m  homesick.  Send  my 
panda.  How’s  Fido?”) 

I had  to  strip  my  narrative  to  the 
bare  bone,  coming  up  with  a cryptic  ab- 
breviated, almost  code-like  prose  that 
sounded  austere  and  stingy  to  my  ear. 
By  the  end  of  the  weekend,  however,  it 
became  refreshing  and  fun,  almost  a 
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whole  new  style.  Quite  accidentally,  one 
of  my  entries  even  turned  into  a free 
verse  poem,  the  first  I’d  ever  written. 
And  what  was  strangest  of  all  was  that 
at  the  close  of  my  self-imposed  and  soli- 
tary marathon,  I became  utterly  eu- 
phoric. The  creative  challenge  of  doing 
something  I’d  never  done  before  made 
me  feel  like  a million  bucks,  twice  the 
value  of  the  house  I might  or  might  not 
win.  I realized  that  though  I might  be 
wordy  and  overblown  many  more  times 
in  my  life,  my  writing  might  never  be 
quite  the  same  again.  F antasy,  I discov- 
ered, can  be  a powerful  spur  to  the  ac- 
quisition of  skills  for  reality. 

And  there  is  no  denying  that  during 
the  writing  of  these  small  pieces,  I cer- 
tainly indulged  pleasurable  fantasy  af- 
ter fantasy!  I would  acquire  a gorgeous 
house  that  would  be  restored  to  its 
former  magnificence.  Or  it  would  be 
converted  to  a professional  building 
where  doctors  could  practice  sur- 
rounded by  a beauty  far  surpassing  the 
traditional  gypsumboard  box.  I would 
keep  the  English  basement  apartment 
for  myself,  of  course,  for  periodic  visits 
to  the  cherry  blossoms  and  my  favorite 
Congress  staff  people.  Perhaps  some  be- 
loved relatives,  temporarily  impover- 


ished, would  wish  to  move  to  Washing- 
ton and  live  rent-free  under  my 
patronage.  I even  toyed  with  the  idea  of 
establishing  a retreat  for  artists  and 
writers  like  Yaddo,  or  the  McDowell 
Colony,  or  a home  for  unwed  medical 
students. 

Daydreaming  about  what  I was  rap- 
idly coming  to  consider  as  my  Victorian 
house.  I imagined  the  joyous  reaction 
when  the  winning  phone  call  would 
come.  I cautioned  myself  against  be- 
coming too  excited  when  the  great  mo- 
ment would  arrive,  and  how  I would 
break  the  news  to  husband  and  family 
without  precipitating  a coronary  event, 
or  an  unwelcome  puddle  on  the  rug. 
Mentally,  I remortgaged  my  home  to 
pay  for  the  taxes,  and  made  arrange- 
ments for  the  renovation,  deciding  to 
hire  a friend  to  go  down  there  and  be  a 
live-in  foreman  in  my  stead.  It  could 
have  gone  on  forever. 

But  as  the  deadline  approached,  the 
inevitable  mild  depression  set  in.  While 
I had  never  been  in  danger  of  seriously 
confusing  fantasy  with  reality,  as  some 
of  my  patients  do,  how  was  I going  to 
handle  not  having  anything  exciting  to 
dream  about  any  more?  The  possibility 
that  I might  need  this  brought  me  too 


close  to  the  man  who  made  himself  feel 
better  by  fantasizing  a large  cemetary 
to  which  he’d  send  all  his  familial  alba- 
trosses. What  could  be  going  on  in  my 
life  to  make  me  suddenly  subject  to 
needing  fantasy  to  escape  the  cares  of 
the  day? 

Making  conscious  efforts  to  give  up 
the  seductive  dream  of  being  a wealthy 
home  owner,  I faced  up  to  the  fact  that 
a physician’s  lot,  like  that  of  the  police- 
man, is  not  a happy  one.  Over  the  past 
few  months,  there  have  been  an  increas- 
ing number  of  insults  that  I have  been 
quietly  swallowing,  since  what  choice  is 
there?  And  like  other  undigested  an- 
gers, hurts,  and  irritations,  they  will  out 
somewhere.  None  of  them  are  all  that 
outrageous  or  unbearable.  They  are  just 
the  nuisances  that  breed  fantasy.  The 
list  is  familial'  to  all. 

I believe  that  part  of  my  Victorian 
home  dream  was  kicked  off,  fueled  and 
maintained  by  my  irritation  at  all  the 
insurance  forms  that  become  more  per- 
secutory and  accusational  every  day.  At 
increasing  intervals,  I must  submit 
progress  reports  on  patients  whose 
progress  is  unchanged,  not  because  I 
am  a bad  doctor,  but  because  their  un- 
fortunate status  is  consistent  with  the 
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course  of  their  illness  and  its  treatment. 
Why  do  insurers  deny  the  existence  of 
chronic  and  long-term  illness?  And  why 
are  they  so  rigid?  No  reasonable  meth- 
ods I have  devised  to  date  to  cut  down 
on  the  paperwork  seem  to  be  acceptable 
to  the  computer  monsters  who  demand 
that  the  medical  Sisyphus  keeps  push- 
ing his  paper  ball  day  and  night.  If 
there  is  a Prince  of  Darkness,  he  is 
surely  Lord  of  the  Health  Care  Indus- 
try. 

Another  source  of  irritation  comes 
from  demanding  patients  who  say,  “It's 


about  time!  when  I finally  have  a min- 
ute to  return  a phone  call  late  at  night. 
Usually  I’m  too  tired  to  punch  the  right 
touch  tones.  Entitled,  demanding  be- 
havior is  so  routine  in  my  business,  I 
would  have  thought  I’d  adapted  to  it 
completely  by  now.  But  even  as  my  con- 
scious mind  accepts  and  deals  with  it  as 
the  very  pathology  that  the  patient 
brings  to  me  for  fixing,  a more  primitive 
part  of  me  occasionaly  wants  to  tell  the 
offender  where  to  get  off. 

My  most  recent  beef  is  with  the  hos- 
pital administrators,  who  are  making 
sure  that  I conform  to  every  known 
statute,  standard,  and  regulation  to  hit 
the  medical  profession  since  Western 


Medicine  became  the  acme  for  all  civili 
zation.  I resent  having  to  sign  a form  oil 
a hospital  chart  which  loudly  inform; 
me  that  if  I he  about  the  condition  o 
my  patient,  I will  be  subject  to  fines 
penalties,  imprisonments,  scourging 
and  the  loss  of  one  hand,  as  if  I were  £ 
potential  shoplifter  in  a women’s  dis 
count  dress  outlet!  If  people  are  trust- 
ing me  with  their  lives,  and  I’m  willing 
to  take  up  the  challenge,  why  can’t  the 
regulators  trust  me  not  to  he  on  their 
miserable  forms?  From  this  I make  a 
living?! 

And  one  more  thing!  Why  are  psychi- 
atrists being  made  a sub-specialty  of 
medicine  by  the  promulgators  of  the 
Empire  Plan,  a huge  monohth  now  be- 
ing made  available  to  a goodly  chunk  of 
New  York  State?  Since  when  did  our 
specialty  get  demoted?  And  why  is  re- 
imbursement for  psychiatric  care  so 
niggardly?  Have  those  who  wield  the 
colored  pencils  never  suffered  from  an 
acute  anxiety  attack? 

Don't  get  me  started.  Somehow  it 
seems  easier  to  win  a Victorian  house 
than  to  convince  the  legislators,  cost- 
efficiency  experts,  and  commercial  dis- 
pensers of  health  care  that  ah  doctors 
are  not  venal,  corrupt,  money-grubbing 
con  persons,  who  put  patients  in  vend- 
ing machines  and  only  release  them 
when  the  money  lever  has  been  pulled. 

Perhaps  patrician  dreams  are  healthy 
outlets  when  the  drubbery  of  the  world 
descends  on  us  and  contaminates  the 
good  feelings  we  have  when  we  do  right 
by  our  patients.  There  was  a time  when 
just  being  a doctor  was  reward  in  itself. 
Now  we  need  other  dreams.  We  need 
dreams  of  early  retirement,  packing  it 
in,  changing  careers,  and  sending  our 
kids  off  into  some  other  profession 
where  they  won’t  have  to  defend  them- 
selves at  social  gatherings,  in  malprac- 
tice courtrooms  and  actuarial  confer- 
ences. 

I suppose  for  me,  one  of  the  appeals 
of  the  Victorian  house  is  that  it  was 
built  at  a time  when  money,  space,  and 
art  were  there  to  be  spent.  Certainly  the 
poor  and  sick  lingered  in  back  alley- 
ways  then,  as  now,  and  little  social 
progress  had  yet  been  made  toward 
their  care.  But  at  least  the  middle  men 
and  scavengers  were  not  as  powerful  or 
organized  as  they  are  today,  and  the 
spirit  of  personal  attention  to  the  needs 
of  the  helpless  was  still  alive.  I sup- 
pose I should  have  said  that  in  one  of 
my  contest  entries  . . . but  how  could 
anyone  articulate  that  quiet  frustration 
in  fifty  words  or  less?  □ 
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ro  showyou  how  many 
hypertensives  stayed  on 

INDERAL  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 

INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


■ UNO  t-UAIILY  h mm 

INDERAL  LA 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information. 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 
INDERAL  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  ol  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg.  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  stimulating  agents  tor  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re 
sponses  to  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  hall-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
limes  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1 ) decreased 
cardiac  output,  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  read|usts  to  or  below  the  pretreatment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  Ihe  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
sub|ect  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage 
ment  of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  'NDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  ih  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


ONCE-DAILY 


Inderal  la  a 8 


(PROPRANOLOL  HCI) 

LONG  ACTING  CAPSULES 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


to  rnapr  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  Ihe 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor  agonists  and  its  elfects  can  be  reversed  by  administration  of  such  agents,  e g , dobutamme 
or  isoproterenol  However,  such  patients  may  be  subiect  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
ad|ust  the  dosage  ol  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  ol  hyperthyroidism 
Therefore,  abrupt  withdrawal  ol  propranolol  may  be  followed  by  an  exacerbation  o'  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  lunction  tests 
IN  PATIENTS  WITH  WOLrF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  Ihe  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  lunction  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pme  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis . Mutagenesis,  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the 
dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  Ihe 

Raynaud  type 

Central  Nervous  System  lightheadedness; 
mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental 
depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsycho- 
metrics 

Gastrointestinal  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis. 

Allergic  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 

Respiratory  bronchospasm 

Flematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  coniunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care'should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  —Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued , reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS  - 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  Ihe  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

REFERENCES: 

1.  INDERAL  LA  National  Compliance  Evaluation  Program  Data  on  file,  Ayerst  Laboratories 

2.  Ravid  M Lang  R,  Jutrin  I The  relative  antihypertensive  potency  of  propranolol,  oxprenolol, 
atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985;145:1321-1323 
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Cushing’s  monsters 

James  H.  Buchanan,  PhD 

‘Nature  knows  no  differences  but  rather  believes  that  all  is 
beautiful,  all  is  sublime  and  precious  that  is  its  own.  It  is 
we  humans  who  speak  of  gods  and  monsters,  of 
mis'formed  and  welkformed,  of  beauty  and  ugliness.  Nature 
knows  nothing  of  this.’ 


Briton  Hadden,  Esq. 

25  West  45th  Street 
New  York  City 
May  3,  1927 

Dear  Mr  Hadden: 

Time  is  an  excellent  journal  which  I 
read  with  interest  and  often  with  enter- 
tainment. But  I am  quite  sure  that  you 
would  not  wish  to  be  entertaining  at  the 
risk  of  being  cruel. 

May  I accordingly  tell  you  something 
of  the  woman  whose  picture  you  pub- 
lished on  page  17  of  your  issue  of  May 
2nd  under  the  caption  of  “ Uglies "? 

This  unfortunate  woman  who  sits  in 
the  sideshow  of  Ringling  Bros.  “ be- 
tween fat  lady  and  Armless  Wonder ” 
and  “ affects  white  lace  hats,  woolen 
mittens,  and  high  laced  shoes ” has  a 
story  which  is  far  from  mirth-provok- 
ing. Could  it  have  been  written  for  you 
by  O.  Henry,  it  would  have  provoked 
tears  rather  than  laughter.  The  facts  are 
as  follows: 

She  is,  as  you  say,  a peasant  of  Kent 
and  four  times  a mother.  The  father  of 
these  four  children,  a truck  gardener, 
died  some  years  ago  and  left  her  their 
sole  support.  She,  previously  a vigorous 
and  good-looking  young  woman,  has  be- 
come the  victim  of  a disease  known  as 
acromegaly.  This  cruel  and  deforming 
malady  not  only  completely  transforms 
the  outward  appearance  of  those  it  af- 
flicts but  is  attended  with  great  suffer- 
ing and  often  with  loss  of  vision. 

One  of  Mr.  Ringling's  agents  pre- 
vailed upon  her  to  travel  with  the  circus 
and  to  pose  as  the  ugliest  woman  in  the 
world  as  a means  of  livelihood.  Mr.  Rin- 
gling is  kind  to  his  people  and  she  is 


well  cared  for.  But  she  suffers  from  in- 
tolerable headaches,  has  become  nearly 
blind,  and  permits  herself  to  be  laughed 
at  and  heckled  by  unfeeling  people  in  or- 
der to  provide  the  wherewithal  to  edu- 
cate her  four  children.  Beauty  is  but 
skin  deep.  Being  a physician,  I do  not 
like  to  think  that  Time  can  be  frivolous 
over  the  tragedies  of  disease. 

Very  sincerely  yours, 

Harvey  Cushing,  MD 

Acromegaly— The  chromophil  ade- 
noma leads  to  the  endocrine  symptoms 
of  hyperpituitarism,  especially  in  the 
sphere  of  the  growth  hormone.  When 
the  tumor  arises  before  growth  has 
ceased,  gigantism  occurs.  When,  as 
more  frequently  happens,  the  tumor  be- 
gins during  adult  life,  acromegaly  is  the 
result.  This  is  characterized  by  slow 
changes  in  the  skin  and  subcutaneous 
tissue,  bones,  viscera,  general  metabo- 
lism, and  sexual  activity.  The  skin  and 
subcutaneous  tissues,  especially  of  the 
fingers,  lips,  ears,  and  tongue,  exhibit  a 
fibrous  hyperplasia.  Overgrowth  of  the 
bones  is  most  evident  in  the  skull,  face, 
mandible,  and  at  the  periphery  of  the 
extremities.  The  calvarium  is  thickened, 
the  malar  bones  enlarged,  and  as  the 
result  of  overgrowth  of  the  mandible  the 
lower  jaw  becomes  prognathous  and 
separation  of  the  feeth  occurs.  The 
hands  become  broad  and  spade-like,  and 
hyperostoses  may  develop  on  the  termi- 
nal phalanges  (tufting).  Similar  changes 
occur  in  the  feet,  and  the  patient  fre- 
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phy at  the  University  of  Akron,  Ohio. 


quently  notices  that  he  requires  a larger 
size  in  gloves  and  boots.  Kyphosis  in 
the  upper  thoracic  spine  is  common  and 
enlargement  of  many  of  the  viscera  has 
been  described.  Carbohydrate  meta- 
bolism is  often  disturbed,  leading  to 
hyperglycemia  and  glycosuria.  The 
metabolic  rate  is  usually  increased.  Im- 
pairment of  sexual  function  occurs  in 
both  gigantism  and  acromegaly. 

Brain  and  Bannister 

Clinical  Neurology 

I 

Do  not  trust  nature!  Do  not  ask  of  it 
aesthetic  questions  requiring  the  beau- 
tiful to  be  distinguished  from  the  gro- 
tesque. It  knows  no  differences,  but 
rather  believes  that  all  is  beautiful,  all  is 
sublime  and  precious  that  is  its  own.  It 
is  we  humans  who  speak  of  gods  and 
monsters,  of  mis-formed  and  well- 
formed,  of  beauty  and  ugliness.  Nature 
knows  nothing  of  this! 

Wherein  consists  the  difference  be- 
tween the  sculptured  brow  of  an  Adonis 
and  the  prominent  supraorbital  ridge  of 
frontometaphyseal  dysplasia?  Is  it  not 
merely  one  of  degree,  of  curvature  and 
kind?  What  is  the  proper  dimension  and 
proportion  of  the  cranial  vault?  Should 
it  be  10  or  20  or  30  or  40  inches  in  cir- 
cumference? Are  microcephalies  more 
beautiful,  more  perfect,  more  delicate  in 
their  symmetry  than  macrocephalics? 
And  what  of  eyes,  spines,  bones,  and 
brains?  Should  they  be  large  or  small, 
hidden  or  revealed,  of  this  color  or  that? 
Nature  accepts  them  all  and  believes 
that  anything  it  creates  is  beautiful  and 
good. 

These  endless  experiments  of 
nature— in  which  life  serves  as  the  dis- 
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play  room— are  conducted  without  re- 
gard to  beauty  and  ugliness.  Blind  nat- 
ural forces  palpate  their  creations  and 
seem  pleased  with  life  at  any  level,  at 
any  cost,  of  any  structure,  shape  or  de- 
gree. So  there  are  no  monsters,  but  only 
experimental  entanglements  of  re- 
peated architectural  designs,  different 
motifs,  varying  shapes  and  sizes  in  a 
constant  quest  for  adaptation  and  sur- 
vival. 

We  have  devised  our  own  categories 
of  perfection  which  nature  quite  ig- 
nores. For  us,  it  is  the  average,  the  mul- 
tiple imprints  of  the  same  design,  the 
copies  upon  copies  with  nothing  re- 
markable about  them  that  are  ideal. 
There  is  safety,  solace,  and  security  in 
repetition. 

But  nature’s  ennui  causes  it  to  devise 
distractions,  amusements,  and  differ- 
ences of  an  extraordinary  kind.  It  pre- 
fers the  unusual  within  the  usual;  and 
while  the  average,  the  ordinary,  and 
common  multiplicity  will  be  tolerated, 
there  must  also  exist  extraordinary 
kinds  and  degrees  of  creatures.  Not  lim- 
ited by  a few  overused  templates,  these 
are  the  latest  and  most  recent  inspira- 
tions of  a restless  nature  that  con- 
stantly becomes  bored  with  itself. 

It  is  only  our  vision— which  con- 
stantly seeks  similarity  rather  than 
difference— that  reduces  that  which  is 
unique  and  powerful  about  these  speci- 
alities to  the  monstrous  and  malformed. 
One  wonders  with  what  vision  mon- 
sters see  themselves:  whether  they  feel 
their  monstrosity  or  their  special 
uniqueness:  are  they  frightened  of 
themselves;  disgusted  with  themselves; 
do  they  see  themselves  as  glorious  testi- 
monials to  the  extraordinary,  and  there- 
fore privileged,  or  rather  as  failed  pro- 
ductions of  the  ordinary  and  usual? 


On  Sunday  afternoon,  April  11,  1909, 
Harvey  Cushing  sat  down  to  write  his 
father  a letter.  Despite  endless  interrup- 
tions from  his  own  son  about  stamp- 
collecting, it  was  quite  a long  letter  and 
filled  with  all  the  usual  things  a son 
writes  about  to  a father  until  near  the 
very  end  when  he  mentioned  an  acro- 
megaly patient  sent  to  him  by  Charles 
Mayo  from  Rochester,  Minnesota. 

J.H.  was  a farmer  from  South  Dakota 
who  was  relatively  healthy  until  the  age 
of  27  when  he  began  having  intolerable 
headaches.  These  continued— and  in- 
creased in  severity— over  the  next  eight 


years  while  several  other  alarming 
symptoms  also  appeared.  For  example, 
his  hands  and  feet  grew  not  only  in  size 
but  also  in  thickness  and  density;  while 
his  fingers  and  toes  elongated  in  a fi- 
brous and  spade-like  fashion.  His  Ups 
became  thick  and  rubbery  and  the  skin 
on  his  face  became  more  leathery,  more 
hide-like,  as  subcutaneous  tissues  un- 
derwent fibrous  hyperplasia.  Most 
alarming  of  all,  however,  was  the 
growth  of  his  tongue  which  was  soon  a 
cumbersome  protrusion  now  too  dense 
to  perform  the  subtle  measures  re- 
quired of  it.  Finally  within  the  past  two 
years,  the  disturbance  of  his  carbohy- 
drate metabolism  left  him  hyperglyce- 
mic, lethargic,  and  fatigued.  His  impo- 
tence and  lack  of  energy  were 
particularly  troublesome  to  him,  and  at 
the  age  of  35  he  sought  medical  counsel 
at  the  Mayo  Clinic. 

The  only  successful  pituitary  opera- 
tion had  been  performed  three  years 

‘The  photophobia  and 
headaches  were  immediately 
relieved  and  within  weeks  the 
thickening  of  hands,  feet 
tongue,  and  face  were  greatly 
reduced.  It  was,  as  Cushing 
himself  remarked,  a brilliant 
success!’ 

previously  by  the  German  surgeon 
Schloffer  in  1907.  Cushing  decided  to 
attempt  pituitary  removal  on  March  25, 
1909,  just  18  days  before  writing  to  his 
father.  Access  was  achieved  through 
the  frontal  sinuses— the  route  recom- 
mended by  Schloffer — and  invasion  of 
the  sella  turcica  disclosed  a greatly  en- 
larged anterior  lobe  of  the  pituitary. 
About  one-third  of  this  was  removed,  a 
technique  often  used  with  the  thyroid  in 
exophthalmic  goiter,  and  the  patient 
was  up  and  about  within  six  days  time. 
His  photophobia  and  headaches  were 
immediately  relieved  and  within  weeks 
the  thickening  of  hands,  feet,  tongue, 
and  face  were  greatly  reduced.  It  was, 
as  Cushing  himself  remarked,  a brilliant 
success! 

Harvey  Cushing  was  at  this  time 
within  two  weeks  of  his  fortieth  birth- 
day and  already  an  established  neuro- 
surgeon; however,  his  work  on  acro- 
megaly would  soon  earn  him  an  interna- 
tional reputation.  In  fact,  he  reported 
on  this  case  at  the  International  Medi- 
cal Congress  held  in  Budapest  during 
August  of  1909.  By  the  time  his  mono- 


graph, “The  Pituitary  Body  And  Its 
Disorders,”  appeared  in  1911  (the  pref- 
ace being  dated  September  11,  1911), 
Cushing  had  almost  46  patients  with  pi- 
tuitary dysfunction  and  most  of  these 
had  undergone  operations. 

In  addition  to  Cushing’s  professional 
interest,  however,  he  had  a fascination 
for  anything  that  was  extraordinary  or 
unusual.  For  years,  he  wrote  back  and 
forth  to  the  magician  Karl  Germain, 
who  incidentally  was  from  Cushing’s 
boyhood  town  of  Cleveland,  Ohio,  and 
he  liked  nothing  better  than  to  visit  the 
circus.  He  maintained  a correspondence 
with  a large  number  of  circus  personali- 
ties including  giants  and  midgets  over 
the  years,  and  visited  them  frequently. 
In  fact,  it  was  exactly  under  such  cir- 
cumstances that  Cushing  came  to  know 
the  English  lady  whose  picture  Time 
published  under  the  caption  “Uglies,” 
and  to  whose  defense  Cushing  rushed  in 
his  letter  to  the  editor  of  May  2,  1927. 


What  then  of  Cushing  and  monsters? 
Mrs.  Albert  Bigelow,  the  Cushing’s 
next  door  neighbor  in  Brookline  when 
they  lived  at  305  Walnut  Street,  remem- 
bers when  Cushing  first  visited  his  acro- 
megalic patient  at  the  circus.  We  shall 
call  her  Edith  for  convenience’  sake, 
and  we  know  certain  facts  about  her 
from  Cushing’s  judgmental  letter  to 
Time  magazine  on  her  behalf.  She  ap- 
parently had  four  children  whose  sup- 
port and  education  she  provided 
through  her  work  at  the  circus.  This  she 
was  able  to  do  in  return  for  becoming  a 
spectacle,  a monster  of  ugliness  to  the 
gawking  ridicule  of  those  paying  visi- 
tors who  stared  at  her  night  after  night. 

The  year  was  1909  and  such  enter- 
tainment was  regarded  as  proper  for 
the  whole  family  and  in  the  spirit  of 
good,  clean  fun.  One  need  only  recall 
John  Merrick,  whose  neurofibromatosis 
baptized  him  the  Elephant  Man  at  Lon- 
don’s Bartholomew  Fair  just  a few 
years  before,  to  appreciate  the  climate 
of  these  times.  Edith  had  been  on  dis- 
play for  some  years  at  the  Ringling 
Bros.  Circus  where  her  life  had  adjusted 
to  a familiar  routine  among  the  midg- 
ets, giants,  and  other  freaks.  Originally 
from  Kent,  England,  her  husband  died 
leaving  her  with  four  children  and  no 
means  of  income.  An  entrepreneur  con- 
vinced her  to  profit,  rather  than  merely 
suffer,  from  her  illness  and  she  accepted 
the  proposal.  How  she  originally  came 
to  be  Cushing's  patient  is  not  clear,  but 
his  interest  in  circuses  and  acromegaly 
does  not  make  it  hard  to  imagine. 
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Mrs.  Bigelow  recalls,  after  Cushing’s 
first  visit  to  Edith’s  living  quarters  in  a 
circus  railroad  car,  his  description  of 
that  evening. 

In  one  corner  at  the  end  of  the  car 
Harvey  made  his  call  on  his 
strangely  pathetic  patient.  She  had 
arranged  her  children’s  photo- 
graphs on  the  walls  and  had  a few 
little  knick-knacks  about  and  had 
courageously  made  a semblance  of 
a room  of  her  own.  She  introduced 
him  to  her  friends,  Half-a-Lady  and 
the  giants  and  dwarfs,  before  he 
left,  and  he  said  it  was  all  such  a 
strange  combination  of  something 
slightly  comic  and  yet  really  so  ex- 
ceedingly tragic  that  he  felt  torn  be- 
tween smiles  and  tears  in  telling 
about  it.  (Quoted  in  Fulton’s  biog- 
raphy of  Cushing) 

Cushing’s  interest  in  acromegaly 
would  continue  for  the  rest  of  his  life. 
There  is  the  charming  story  that  his  cu- 
riosity about  a giant's  skeleton  on  dis- 
play at  the  Hunterian  Museum  was 
powerful  enough  to  finally  allow  him  ac- 
cess to  the  skull  where  he  took  measure- 
ments of  the  sella  turcicia.  Yes,  indeed, 
it  was  enlarged. 

On  June  13,  1927,  Cushing  gave  one 
of  his  last  public  addresses  on  acromeg- 
aly to  the  Medical  Society  of  London 
with  the  title  “Acromegaly  From  a Sur- 
gical Standpoint.”  His  surgical  work 
continued  and  on  April  15,  1931,  Cush- 
ing performed  his  2,000th  verified  brain 
tumor  operation;  it  was,  of  course,  for 
the  removal  of  a pituitary  tumor. 

II 

Edith  Kennelworth-Hughes  was— 
considering  all  that  fate  had  done  to 
her— a kind  and  generous  woman  who 
forgave  far  more  readily  than  she  for- 
got. She  never  forgot  that  she  was  dif- 
ferent, and  therefore  quickly  seemed  to 
forgive  those  who  ridiculed  her.  In  fact, 
the  more  she  suffered  at  the  hands  of 
others,  the  more  accepting  and  gentler 
she  became.  Why  this  was  so,  of  course, 
no  one  can  truly  say.  Perhaps  it  was 
simply  her  nature  to  be  so,  perhaps 
some  deep  psychological  compensation 
so  compelled  her,  perhaps  the  Divine 
had  blessed  her  with  this  special  gift  of 
forgiveness.  Who  can  say?  Sufficient  to 
note  that  she  was  a good  and  decent 
woman  who  was  grateful  for  all  that  she 
had,  despite  the  fact  that  she  deserved 
far  more. 


She  was  grateful  for  her  children: 
Stephen,  Robert,  Elizabeth,  and 
Stephanie,  and  grateful  as  well  that 
they  were  all  healthy  and  in  no  way  bore 
the  curse  which  she  so  bravely  bore.  It 
had,  upon  occasion  now  and  then,  oc- 
curred to  her  that  she  might  be  cursed, 
but  if  so,  she  just  as  quickly  concluded, 
only  because  she  deserved  it.  What  a 
strange  person  who  would  blame  herself 
more  readily  than  others.  There  seemed 
within  her  nature  to  be  some  quality  of 
acceptance  which  silenced  outrage,  an- 
ger, and  bitterness  within  her.  She  was 
not  happy  with  life,  of  course  not,  but 
she  was  content  and  far  more  grateful 
for  what  she  had  than  bitter  over  what 
she  didn’t. 

What  did  she  think  of  those  long,  and 
no  doubt  boring  hours,  spent  in  display 
on  the  Freak’s  Rack  at  Ringling  Bros. 
Circus?  Well,  frequently  of  her  children, 
of  course,  and  how  they  were  doing  at 


‘For  us,  it  is  the  average,  the 
multiple  imprints  of  the  same 
design,  . . . with  nothing 
remarkable  about  them  that 
are  ideal.  There  is  safety, 
solace,  and  security  in 
repetition.’ 


school.  Robert  would  soon  be  going  to 
the  university  on  a scholarship,  but 
Stephanie  was  still  in  English  schools 
while  living  with  relatives.  The  children 
knew  nothing  of  their  mother’s  profes- 
sion, and  she  had  always  insisted  that  it 
remain  that  way.  So  she  thought  often 
of  them  and  worried  about  their  grades, 
their  friends,  and  longed  to  see  them. 

Also,  there  were  her  friends  at  the  cir- 
cus and  she  spent  much  time  attending 
to  their  needs.  These  were  special 
friends  because  in  their  company  she 
was  ordinary,  common,  and  absolutely 
unremarkable  and  for  these  reasons  she 
worried  all  the  more  about  their  safety, 
their  health  and  well-being.  They  were 
more  than  merely  friends,  but  also  her 
community,  her  support  group,  and  her 
confidants.  She  knew  who  among  them 
suffered  from  desperate  illnesses,  who 
slept  with  whom,  and  who  plotted,  re- 
venged, and  tried  to  destroy  whom.  She 
knew  it  all  because  the  circus  commu- 
nity was  a close  family  in  which  nothing 
could  be  kept  secret. 

Did  she  sometimes  long  for  a lover? 
Yes,  indeed,  what  woman  would  not  and 


she  just  as  often  thought  of  her  beloved 
husband  Richard  and  of  how  beautiful 
she  once  had  been.  But  survivors— and 
make  no  mistake  Edith  Kennelworth- 
Hughes  was  alive  today  only  because 
she  was  a survivor— quickly  learn  not 
to  yearn  for  that  which  is  strictly  for- 
bidden to  them.  They  learn  to  bend  in 
the  storms  of  misfortune  rather  than 
break,  and  that  is  precisely  why  they  do 
survive.  So,  yes,  a man  who  was  loving 
and  kind  would  have  been  so  very  wel- 
come on  some  of  those  darker  nights. 
But  she  adjusted.  She  survived.  She  en- 
dured. 

Need  it  be  noted,  however,  that  the 
world  is  generally  not  kind  to  the  unfor- 
tunate, the  deformed,  and  the  misbegot- 
ten? It  is  a cruelty  born  out  of  the  out- 
rage that  such  people  should  impose 
themselves  upon  the  rest  of  us.  John 
Merrick  certainly  felt  this  prejudice  as 
did  Lisa  H.  Both  had  neurofibrometo- 
sis,  which  would  often  elicit  similiar 
comments.  One  day  when  Lisa  H.  rode 
the  school  bus  to  grade  school,  the 
driver  enacted  the  following  scene  in 
front  of  the  other  children: 

He  looked  at  her  now  and  smiled 
and  cupped  both  his  hands  around 
her  face,  tenderly,  as  though  he 
were  her  own  father.  Then  he  leaned 
over,  put  his  face  close  to  hers  and 
said  to  her  softly:  “My  God,  you 
are  the  ugliest  thing  I have  ever 
seen  in  my  life.”  (Quoted  from  Rich- 
ard Severo’s  Lisa  H.) 

Yes,  every  monster  knows  that  he  or 
she  is  a monster  for  we  of  the  normal 
world  insist  on  reminding  them.  But 
why  is  that  so?  What  mixture  of  hatred 
and  pity  could  inspire  such  loathing  and 
why  are  we  so  monstrous  to  monsters? 
Do  we  fear  becoming  one  of  them  and 
thus  innoculate  ourselves  against  infec- 
tion through  a defensive  aggression?  Or 
is  it  rather  that  monsters  do  in  fact  lit- 
ter the  beautiful  with  their  deformities 
and  need  to  be  reminded  of  their  capac- 
ity to  contaminate?  Whatever  the  rea- 
son, it  is  certain  that  Edith  was  repeat- 
edly reminded  of  the  disgust  she 
inspired. 

“Oh,  my  God,  look  at  that!  Look 
at  that.  What  is  it?” 

“Is  it  a man  or  a woman?  Or  a 
what!” 

“Bertie,  Bertie,  over  here,  look 
over  here.  My  God,  did  you  ever  see 
anything  like  it?” 

“Oh,  God,  I can't  look;  I can’t 
look  at  it.” 

“God,  are  you  ugly!” 

No  doubt  Edith  had  heard  them  all 
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before  and  could  even  predict  on  any 
given  night  the  hideous  words  her  hid- 
eous self  would  inspire.  Perhaps,  it  no 
longer  even  hurt  to  hear,  having  now 
heard  them  all  already.  Perhaps,  during 
such  times,  she  thought  of  her  children, 
of  her  husband  Richard,  of  how  beauti- 
ful she  once  had  been,  of  how  her  friends 
were,  of  what  she  had  had  for  dinner  or 
a dozen  other  commonplace  topics  of 
far  greater  interest.  The  public  had 
become— in  their  savagery— strangely 
predictable  and  therefore  harmless. 

After  all,  the  cutting  edge  of  the  vio- 
lent and  the  vicious  lies  precisely  in  be- 
ing unexpected.  When  you  lose  that 
edge  you  are  no  longer  dangerous  but 
only  a nuisance.  Yes,  at  best,  they  were 
an  annoyance,  a bother  whose  stings 
had  departed  from  their  barbs  precisely 
through  overuse  and  continual  repeti- 
tion. 

She  forgave  them.  She  forgave  them 
everything  and  anything  both  because 
they  were  harmless  and  also  because 
they  were  boring.  In  the  meantime,  she 
thought  of  other  things  and  simply  tol- 
erated their  anonymous,  annoying  pres- 
ence. 

Although,  it  must  be  admitted,  there 
were  days  in  which  she  regarded  them 
and  herself  as  well  in  quite  different 
terms  entirely.  For,  you  see,  there  was  a 
sense  in  which  she  had  been  baptized 
royalty  through  her  infirmities.  After 
all,  they  came  to  see  her;  they  paid  to 
see  her  and  even  paraded  in  courtly 
fashion  before  her  throne.  In  being  sin- 
gular and  unique  while  they  were  multi- 
ple and  many,  she  enjoyed  a specialness 
which  they  could  only  dream  about. 
They  were  her  public,  her  fans,  her  con- 
gregation, and  she  could  do  with  them 
as  she  liked;  withold  herself,  flaunt  her- 
self, and  in  every  possible  way  so  glo- 
rify herself. 

There  was  an  immense  and  sinister 
power  in  being  feared  and  mocked  by  so 
many.  It  made  her  almost  giddy,  cer- 
tainly prideful,  to  realize  that  she  occu- 
pied such  an  indispensible  place  in  their 
lives.  For  once  having  seen  her,  they 
could  not  forget  her;  she  held  their 
memory  captive  and  subject  to  her  will 
through  the  most  powerful  emotions  of 
revulsion  and  disgust.  Yes,  in  her  own 
domain  and  by  her  own  rules,  she  was  a 
queen  without  successor  having 
thereby  a following  of  subjects  who 
were  bound  and  captive  by  their  very 
own  fear  and  disgust. 


And  yet,  there  were  the  headaches. 
Those  terrible,  sinister  headaches  which 
seemed  to  tear  the  brains  apart  and 
then  reassemble  them  the  following 
morning.  Dear  God,  the  pain  was  in- 
credible in  its  intensity  and  was  often 
far  more  than  she  could  bear. 

Ill 

The  pituitary  gland  celebrates  its  im- 
portance through  the  sella  turcicia 
which  guards  and  protects  it.  No  other 
gland,  no  other  structure,  can  make 
such  boastful  claims  on  its  own  behalf. 
And  yet  it  has  a right  to  boast  for 
herein  lies  the  metabolic  factory  for  so- 
matotropin, corticotrophin  (ACTH), 
thyrotropin  and  half  a dozen  other  fac- 
tors responsible  for  growth,  lactation, 
thyroid  function,  sexuality  and  meta- 
bolic equilibrium.  Moreover,  it  resides 
in  the  company  of  other  great  systems. 
Not  far  away  is  the  hypothalamus 
whose  regulatory  factors  harmonize  the 


‘The  pituitary  gland  celebrates 
its  importance  through  the 
sella  turcica  which  guards  and 
protects  it.  No  other  gland,  no 
other  structure  can  make  such 
boastful  claims  on  its  own 
behalf.’ 


metabolic  tunes  emitted  from  the  ever 
active  pituitary.  Just  above  lies  the 
great  optic  chiasm  with  its  decussating 
fibers  fanning  about  the  sella  turcica. 
All  in  all,  perhaps  we  can  forgive  the  ar- 
rogance of  an  organ  that  lives  in  such  a 
neighborhood  and  controls  so  much 
around  it. 

And  yet,  it  sometimes  misbehaves— 
perhaps  not  out  of  mischief,  but  rather 
from  the  influence  of  either  chromophil 
or  acidophilic  adenomas.  When  it  mis- 
behaves, it  creates  tremendous  havoc 
and  confusion  within  the  delicate  chem- 
istry of  its  own  metabolism.  Strange 
^hat  these  epithelioblastomata  should 
choose  this  closely  guarded  sanctuary 
for  their  proliferation,  but  perhaps  it  is 
the  secretiveness  of  such  environs 
which  so  attracts  them. 

The  effects  of  such  mischief  are  not 
readily  discerned  by  the  heavy,  gross 
measures  of  our  daily  behavior.  But 
eventually  all  this  haphazard  and  er- 
ratic chemistry  makes  its  point— 
although  occasional  and  intermittent 
forages  known  as  fugitive  acromegaly 
do  occur— and  the  increase  in  glove  or 


shoe  size,  the  prognathism  of  jaws,  tl 
hyperostoses  of  the  fingers  inscribe  a 
unmistakable  configuration  whic 
refuses  to  be  ignored.  Should  the  eosii 
ophilic  aspect  of  the  pituitary  begin  it 
hypersecretion  of  GH  before  epiphysi, 
closure  is  achieved  pituitary  gigantisi 
will  result,  but  if  the  same  events  occu 
after  epiphysial  closure  then  periostei 
and  cortical  thickening  will  increase  th 
acral  parts  and  acromegaly  results. 

It  is  all  very  strange,  this  series  c 
contradictory  consequences  from  ider 
tical  causes  and  yet  it  appears  that  i 
growth  cannot  be  promoted  at  a gros 
level  it  will  be  promoted  at  a discrete 
one.  Thus,  heart,  kidneys,  and  other  in 
temal  organs  also  increase  as  well  a 
fingers,  jaws,  hands,  feet  and— it  woul< 
seem— whatever  else  is  not  tied  down 
As  intracranial  pressure  increases 
headaches  become  frequent  and  finalh  . 
constant  in  bitemporal  distribution.  A 
the  same  time,  the  optic  chiasm  begin: 
to  choke  upon  the  ever  expanding  selli 
turcicia,  and  compression  produces  op 
tic  atrophy.  The  bitemporal  hemianopia  i 
headaches,  and  endocrine  dysfunction: 
produce  an  internal  cauldron  of  agony 
to  go  with  the  external  evidences  of  th( 
disease  process. 

There  are  so  many  afflictions  of  bone 
and  tissue  that  can  twist  the  plasticity 
of  the  developing  face  into  the  strang 
est  designs  and  diameters.  The  dys- 
plasias—such  as  craniometaphyseal  or 
frontometaphy seal— have  the  power  tc 
bend  and  boss  bone  into  outrageous  for- 
mations, while  hyperostoses  of  bone, 
such  as  craniotubular  or  endosteal,  will 
distort  by  overgrowth  and  entrapment 
what  would  have  otherwise  been  a 
pleasing  mandible  or  brow.  These  are 
the  cost-overuns  of  a metabolic  chemis- 
try which  has  totally  lost  its  sense  of 
proportion  and  priority.  Here  chemical 
equations  and  formuli  transcend  their 
invisibility  to  enunciate  bone  and  tissue 
into  patterns  and  avatars  of  their  own 
structure. 

This  then  is  a monster:  a metabolic 
furnace  which  consumes  itself  in  a des- 
perate search  for  balance  and  equilib- 
rium. Its  agony  causes  it  to  constantly 
experiment  with  overproductions  and 
underproductions  of  chemical  combina- 
tions as  it  strives  to  discover  the  proper 
integration  which  will  finally  restore 
harmony.  But  ultimately  exhausted  and 
disoriented  by  internal  chaos,  it  will  em- 
ploy radical  measures  to  correct  minor 
miscalculations  and  thereby  serve  only 
to  intensify  the  fuels  which  consume  it. 
What  is  hideous,  ugly,  and  repulsive  to 
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, Dehold  about  such  creatures  is  precisely 
all  this  inner  chaos,  disorder,  and  confu- 
sion which  merely  maddens  and  en- 
flames  itself  with  its  own  failures. 

IV 

About  12  years  before  his  death,  and 
within  5 years  of  his  retirement  from 
Harvard,  Cushing  was  invited  to  give 
the  annual  oration  before  the  Medical 
Society  of  London.  The  date  was  June 
13,  1927,  and  he  chose  as  his  topic,  nat- 
urally, “Acromegaly  from  a Surgical 
j Standpoint.”  It  is  a rather  long  paper 
i (though  perhaps  not  for  Cushing)  and 
was  published  in  two  sections  in  the 
British  Medical  Journal  first  on  July  2 
and  then  one  week  later  on  July  9 of 
1927. 

After  reviewing  some  experimental 
evidence  on  acromegaly  with  animal 
studies,  Cushing  proceeds  to  recount 
some  of  his  own  surgical  cases.  These 
are  quite  interesting,  both  for  what 
they  tell  us  about  Cushing  (who  inher- 
ited Sir  William  Osier’s  charm  of  per- 
sonalizing everything  he  observed),  as 
well  as  for  what  they  reveal  about  the 
early  treatment  of  acromegaly.  Despite 
Cushing’s  own  confession  that,  “in  the 
report  of  these  few  cases  I have  put  my 
best  foot  forward  so  far  as  it  concerns 
the  influencing  by  operation  of  the  sec- 
ondary effects  of  hyperpituitarism,”  it 
must  be  admitted  that  his  results  are 
impressive.  Two  cases  in  particular 
should  be  mentioned  as  well  as  the  de- 
tails of  his  2,000th  verified  brain  tumor 
operation  on  April  15,  1931. 

[Surg.  No.  26204]:  A Russian  tai- 
loress,  23  years  of  age,  unmarried, 
was  admitted  to  hospital  on  April 
22,  1926,  with  the  usual  complaint 
of  severe  headaches.  She  had  been 
known  to  have  acromegaly  for  a 
number  of  years,  and  on  the  advise 
of  her  physician  she  had  been  given 
a series  of  deep  x-ray  treatments, 
which  had  failed  to  alleviate  her  dis- 
comforts. Meanwhile  her  catame- 
nia, which  had  set  in  at  the  age  of 
14  years,  continued  without  inter- 
ruption, though  she  had  become 
somewhat  masculinized  and,  for  her 
sex,  extremely  hirsute. 

She  had  the  typical  enlarged  ex- 
tremities, hypertrophic  nose,  Ups, 
and  tongue  of  a fairly  advanced 
case  of  acromegaly,  and  the  spine 
showed  well-marked  kyphosis.  Her 
height  was  171  cm,  and  her  weight 
84.6  kg.  The  sella  turcica  was  not 
greatly  enlarged  and  there  were  no 
local  pressure  signs.  The  basal 


metabolic  rate  was  +24  percent, 
though  the  thyroid  was  not  palpa- 
ble. 

On  May  10,  1926,  by  the  custom- 
ary transsphenoidal  route  a fairly 
radical  removal  of  the  glandular 
contents  of  the  sella  was  accom- 
plished by  pituitary  rangeurs  and 
sucker.  The  tissue  showed  a typical 
acidophilic  adenoma.  Within  a week 
after  the  operation  there  had  taken 
place  a marked  diminution  in  the 
puffiness  of  the  hands,  the  skin 
having  become  thinner,  softer,  and 
more  pliant. 

There  are  several  interesting  points 
to  be  noted  about  Cushing’s  working 
methods.  First,  was  his  compulsion  for 
detail  and  precision.  He  was  known  to 
be  an  avid  doodler  and  a very  accom- 
plished sketcher,  and  thus  one  finds 
quite  detailed  drawings  accompanying 
his  surgical  notes.  But  this  same  preci- 
sion also  demanded  absolute  quiet 

‘There  evolved  a natural 
integrity  to  Cushing’s  life 
which  appropriately  begins 
and  ends  with  disorders  of  the 
pituitary  body.  Even  satellite 
interests  . . . find  their 
centrality  in  this  consuming 
interest.’ 

within  the  operating  amphitheater  un- 
less the  conversation  was  on  the  busi- 
ness at  hand. 

Cushing’s  need  to  control  every  as- 
pect of  the  situation  made  him  a great 
surgeon,  but  it  also  made  him  a fair 
number  of  enemies.  It  is  said  that  he 
and  Walter  Dandy— who  once  had  been 
Cushing’s  resident— would  only  ac- 
knowledge one  another’s  presence  with 
a curt  nod.  Another  resident  recalls  de- 
scribing a patient’s  glass  eye  to  Cush- 
ing as  perfectly  normal  only  to  have  his 
claim  contradicted  by  the  snap  of  Cush- 
ing’s ballpoint  pen  on  glass. 

However,  to  his  patients,  and  espe- 
cially with  children,  he  was  kind  almost 
to  a fault.  When  necessary,  he  could  re- 
move a cerebellar  tumor  from  a young- 
ster using  only  local  anesthesia  and 
charm.  Cushing  was  a remarkable  man 
and  part  of  what  made  him  a great  sur- 
geon was  not  simply  his  willingness  to 
go  where  no  man  had  ever  gone  before- 
after  all,  Horsley  had  done  that  with  hu- 
miliating failure— but  rather  the  strict 
attention  to  detail  which  personalized 
everything  he  did.  It  was  this  character- 


istic which  led  him  to  develop  the 
transsphenoidal  access  route  to  the  pi- 
tuitary rather  than  the  more  direct,  but 
far  more  disfiguring  method  of  going 
through  the  frontal  sinuses,  used  by 
Schloffer. 

Cushing’s  diagnostic  and  surgical 
skills  are  clearly  illustrated  in  the  next 
case  of  a 22-year-old  female  whose  head- 
aches began  following  her  first  preg- 
nancy. Her  features  increased  in  size 
and  density,  her  weight  increased  to  213 
lbs  and  she  had  considerable  hirsute- 
ness. 

[Surg.  No.  25410]:  She  had  an  en- 
larged and  palpable  thyroid  and  a 
basal  metabolic  rate  of  +25  per- 
cent. There  was  also  a slight  glycos- 
uria. She  was  looked  upon  as  a pos- 
sible case  of  acromegaly,  but  there 
was  some  uncertainty  about  this, 
and  as  her  sella  turcica  was  not  def- 
initely enlarged  she  was  given  some 
general  directions  and  referred  to 
the  ambulatory  clinic. 

She  was  kept  under  observation 
for  a month  of  ineffectual  study. 
She  might  well  enough  have  been 
regarded  as  having  polyglandular 
syndrome  of  some  sort,  not  neces- 
sarily hypophyseal  in  origin,  al- 
though, as  a matter  of  fact,  all 
hypophyseal  disorders  are  po- 
lyglandular. On  the  basis  of  her  en- 
larged metabolism  and  enlarged 
thyroid,  Lugol’s  solution  was  given 
a prolonged  trail,  but  this  failed  to 
lower  her  basal  metabolic  rate  in 
the  slightest.  It  was  finally  decided 
that  primary  hyperpituitarism 
could  alone  account  for  her  symp- 
toms, and  in  spite  of  the  small  sella, 
it  was  proposed  to  operate,  with  the 
double  purpose  of  checking  her  sub- 
jective discomforts,  if  possible,  and 
at  the  same  time  combating  the 
constitutional  effects  of  the  disor- 
der. 

Accordingly,  on  September  20, 
1926,  by  the  customary  transsphe- 
noidal route  a fairly  radical  extirpa- 
tion of  the  sellar  contents  was 
made.  The  tissue  proved  histologi- 
cally to  be  a typical  chromophil  ade- 
noma. 

She  made  an  excellent  operative 
recovery  with  immediate  cessation 
of  the  headaches.  Her  glycosuria, 
which  had  been  constantly  present 
during  the  preoperative  period  of 
study,  had  disappeared  on  the  fol- 
lowing day,  and  the  urine  remained 
sugar-free  for  the  next  month  while 
she  was  kept  under  observation. 


Pennsylvania  Medicine,  February  1987  73 


special  feature 


There  was  a coincidental  drop  in 
blood  sugar  to  below  0.1  percent. 
Successive  48-hour  metabolism  de- 
terminations showed  a progressive 
fall  from  +25  percent  on  the  morn- 
ing of  operation  to  +3  percent  on 
September  30,  10  days  afterward, 
at  which  level  it  remained.  There 
was  a definite  diminution  in  the 
measured  size  of  her  hands,  the  pre- 
viously wet  and  puffy  skin  became 
normally  dry  and  supple.  At  the 
time  of  her  discharge,  on  October 
20,  without  dietary  restrictions,  she 
had  lost  3kg  in  weight. 

Both  of  the  cases  cited  from  Cushing 
are  of  patients  with  few  radical  second- 
ary characteristics  of  hyperpituitarism. 
Moreover,  in  both  instances,  improve- 
ment of  symptoms  was  immediate  and 
dramatic.  Cushing  did,  as  he  himself  ad- 
mitted, present  his  most  encouraging 
cases;  they  were  not  all  such  splendid 
successes.  By  May  1,  1927,  he  had  per- 
formed 291  operations  for  suspected  ad- 
enoma with  264  of  these  being  verified. 
Of  the  253  operations  performed  by 
transsphenoidal  route,  there  was  a 6.7 
percent  mortality  rate  (17  patients)  and 
of  the  38  performed  by  transfrontal 
route  there  was  a 5 percent  fatality  rate 
(2  patients).  We  have  no  figures  for  post- 
operative recovery  nor  are  we  certain, 
as  Cushing  again  admits,  whether  “the 
fragments  of  adenomatous  tissue  al- 
most inevitably  left  behind  may  not  re- 
vive and  produce  further  hyperpitui- 
tary  symptoms.” 

Cushing’s  2,000th  verified  tumor  op- 
eration was  quite  an  affair.  He  was  62 
years  old  and  soon  to  retire.  Thus,  his 
entire  staff  assembled  for  the  occasion 
on  a Wednesday  afternoon  on  April  15, 
1931,  and  Louise  Eisenhardt  took  care 
to  provide  tumor  statistics  which  dem- 
onstrated a steadily  lowered  mortality 
rate  over  the  past  ten  years.  The  opera- 
tion was  carefully  photographed  by 
both  aerial  camera  as  well  as  conven- 
tional cameras.  Afterwards,  there  was  a 
tea  party  which  rivaled— so  John 
Fulton,  Cushing’s  biographer,  tells  us— 
only  that  of  the  party  held  for  his  sixti- 
eth birthday.  Cushing’s  postoperative 
notes  detail  the  procedure: 

This  woman  has  a mild  grade  of 
acromegaly  associated  with  bad 
headaches  and  a moderately  en- 
larged sella.  The  fields  of  vision 
have  not  been  particularly  definite 
and  I consequently  was  somewhat 


uneasy  in  regard  to  what  we  would 
find,  fearing  that  there  might  be  a 
prefixed  chiasm  between  the  legs  of 
which  I would  be  unable  to  accom- 
plish very  much  in  the  way  of  re- 
moving the  adenoma.  As  a matter 
of  fact  the  chiasm  was  found  widely 
expanded  and  I am  sure  that  the  bi- 
temporal hemianopia  must  have 
been  much  more  definite  than  was 
supposed.  The  operation  was  re- 
layed with  Dr.  Horrax.  It  happened 
to  be  our  2,000th  verified  tumor 
which  led  to  a display  of  cameras 
and  searchlights  somewhat  inhibit- 
ing one’s  customary  surgical  re- 
flexes which  are  at  their  best  when 
a surgeon  is  unconscious  of  his  sur- 
roundings and  the  fact  that  anyone 
is  looking  on. 

Of  all  that  Harvey  Cushing  did  for 
medicine— and  he  did  so  very  much— it 
would  be  difficult  to  find  a single  dis- 
ease process  which  more  fully  con- 


‘How  does  one  distinguish  the 
biologically  acceptable  from 
the  biologically  repugnant? 
There  appears  to  be  a 
security — even  a salvation — in 
isolating  ourselves  from  the 
disorder  of  differences.’ 


sumed  the  length  and  breadth  of  his 
professional  life  than  the  surgical  treat- 
ment of  hyperpituitarism.  The  only 
near  rival  would,  of  course,  be  the  mon- 
umental monograph  on  meningiomas, 
published  in  1938,  but  actually  started 
in  1915,  after  completion  of  the  1912 
monograph  on  the  pituitary  body.  Thus, 
there  evolved  a natural  integrity  to 
Cushing’s  life  which  appropriately  be- 
gins and  ends  with  disorders  of  the  pitu- 
itary body.  Even  satellite  and  suburban 
interests,  such  as  circuses,  magicians, 
monsters,  freaks,  and  the  curious  in 
general,  find  their  centrality  in  this  con- 
suming interest. 

V 

The  world  is  unforgiving.  It  will  for- 
give evil,  injustice,  and  cruelty  far  more 
readily  than  it  will  forgive  ugliness.  Per- 
haps, the  crimes  of  the  latter  are  more 
hideous  precisely  because  they  are  the 
more  irresponsible.  Horatio  was  right  in 
saying  “we  can  forgive  men  for  what 
they  do  in  the  name  of  evil,  but  God 
help  us  for  what  they  do  in  the  name  of 
good!” 


In  the  name  of  good,  the  monsters  of 
the  world  have  been  persecuted  by  de- 
cent folk.  In  the  name  of  good,  the  ordi- 
nary and  unexceptional  have  been  glori- 
fied precisely  for  what  they  lack  rather 
than  what  they  have.  In  the  name  of 
good,  monsters  have  been  jailed,  se- 
questered, and  institutionalized  in  order 
to  contain  the  seeds  of  their  infectious 
deformity.  In  the  name  of  good,  we  iso- 
late ourselves  from  all  that  endangers 
our  mediocrity.  In  the  name  of  good, 
persecution  becomes  pardonable,  fear 
becomes  righteous  hatred,  and  in  the 
name  of  good  we  draw  the  standard 
which  distinguishes  the  beautiful  from 
the  grotesque. 

Precisely  what  is  it  that  we  find  so 
hateful  about  monsters?  Do  we  fear  in- 
fection or  contamination?  Is  it  perhaps 
natural  to  despise  the  unnatural?  How 
does  one  distinguish  the  biologically  ac- 
ceptable from  the  biologically  repug- 
nant? There  appears  to  be  a security — 
even  a salvation— in  isolating  ourselves 
from  the  disorder  of  differences.  Blacks 
with  blacks,  whites  with  whites,  men 
with  men,  and  women  with  women,  nor- 
mals with  normals,  and  the  beautiful 
contradistinct  to  the  ugly.  It  is  a form  of 
prejudice,  this  business  of  identifying 
the  monsters  of  the  world  and  then  exil- 
ing them  to  their  own  domain  of  side- 
shows, circuses,  and  institutions.  One  is 
safe  in  knowing  he  is  not  one  of  them. 
And  safe  also  in  realizing  that  the  im- 
mense chasm  between  the  privileged 
and  the  damned  cannnot  be  traversed 
by  a single  leap  or  bound. 

We  shall  therefore  glorify  ourselves 
through  their  damnation.  We  shall  en- 
noble, enrich,  and  empower  ourselves 
through  their  impoverishment.  And  all 
that  is  wrong,  disabled,  and  depraved 
about  them  shall  be  right,  good,  and 
proper  about  us.  For  we  are  the  ap- 
pointed privileged  of  the  earth;  it  is  the 
certainty  of  our  genetic  fitness  which 
provides  for  our  continuance  in  just  the 
same  way  that  their  imperfections  de- 
mand extinction  of  all  that  they  are  and 
have  become.  They  are  weak;  whereas 
we  are  strong.  They  are  damaged; 
whereas  we  are  perfect.  They  are 
turned,  twisted,  and  therefore  wrought 
asunder;  whereas,  we  are  straight,  to 
the  mark,  and  correctly  formed.  More- 
over, we  know  who  we  are  precisely  be- 
cause we  know  who  they  are.  As  such, 
they  are  the  yardstick  by  which  we  cal- 
culate the  dimensions  of  our  own 
health.  How  grateful  we  are  for  mon- 
sters, for  without  them  there  could  not 
be  gods  and  goddesses!  □ j 
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obituaries 


• Robert  B.  Brown,  Waynesboro;  Hahne- 
mann University  School  of  Medicine,  1917; 
age  92,  died  November  16,  1986.  Dr.  Brown, 
a general  practitioner  in  Waynesboro,  also 
served  that  community  as  burgess  and 
mayor  for  28  years. 

• Homer  V.  Capparell,  Whitehall;  University 
of  Pittsburgh  School  of  Medicine,  1946;  age 
65,  died  November  23,  1986.  Dr.  Capparell 
was  a psychiatrist  at  the  Western  Psychiatric 
Institute  and  Clinic  in  Pittsburgh. 

• David  S.  Cristol,  Jenkintown;  University 
of  Pennsylvania  School  of  Medicine,  1939; 
age  72,  died  December  17,  1986.  Dr.  Cristol 
was  former  chief  of  urology  and  a member  of 
the  staff  at  Jeanes  Hospital  and  a former 
professor  at  University  of  Pennsylvania 
School  of  Medicine.  He  served  as  a member 
of  the  board  of  directors  of  the  Philadelphia 
County  Medical  Society  for  35  years. 

• Hiram  Thompson  Dale,  State  College;  Uni- 
versity of  Pennsylvania  School  of  Medicine, 
1937;  age  75,  died  November  21,  1986.  Dr. 
Dale  served  as  a general  practitioner  in  State 
College  for  43  years. 

• Robert  C.  Lecher,  Wallingford;  Hahne- 
mann University  School  of  Medicine,  1964; 
age  48,  died  December  2,  1986.  Dr.  Lecher 
was  a family  practitioner. 

• Frederick  A.  Parsons,  McMurray;  Hahne- 
mann University  School  of  Medicine,  1937; 
age  72,  died  December  3,  1986.  Dr.  Parsons 
served  on  the  staff  of  Shadyside  Hospital 
from  1937  to  1963. 

• Walter  A.  Redel,  Dalton;  McGill  Univer- 
sity School  of  Medicine,  Montreal,  Canada, 
1922;  age  93,  died  November  24,  1986.  Dr. 
Redel  was  a surgeon. 

• William  J.  Rick  Jr.,  Kingston;  Temple  Uni- 
versity School  of  Medicine,  1969;  age  43,  died 
December  9,  1986.  Dr.  Rick  specialized  in 
psychiatry. 

• Philip  A.  Schifalacqua,  Drexel  Hill; 
Hahnemann  University  School  of  Medicine, 
1940;  age  71,  died  November  16,  1986.  Dr. 
Schifalacqua  was  an  otolaryngologist. 

Samuel  M.  Joffee,  Rydal;  Temple  University 
School  of  Medicine,  1936;  age  77,  died  No- 
vember 6,  1986.  Dr.  Joffee  was  a general  sur- 
geon. 

Robert  A.  Whinney,  Huntingdon  Valley;  Phil- 
adelphia College  of  Osteopathic  Medicine; 
age  74,  died  November  16,  1986.  Dr.  Whin- 
ney specialized  in  urology. 
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physicians  in  the  news 


Robert  D.  Reinecke,  MD,  Philadelphia, 
and  Thomas  R.  Hedges  Jr.,  MD, 
Moorestown,  New  Jersey,  both  received 
Senior  Honor  Awards  at  the  91st  An- 
nual American  Academy  of  Ophthal- 
mology Symposium,  held  recently  in 
New  Orleans.  Dr.  Reinecke  is  director  of 
the  Foerderer  Center  for  the  study  of 
Eye  Movement  Disorders  in  Children, 
which  is  part  of  Wills  Eye  Hospital.  Dr. 
Hedges  is  assistant  surgeon  for  the  gen- 
eral ophthalmology  service  at  Wills  Eye 
Hospital. 

Gerald  S.  Lazarus,  MD,  Rosemont, 
gave  the  1986  Marion  B.  Sulzberger 
Lecture  to  the  American  Academy  of 
Dermatologists.  Dr.  Lazarus  is  Hartzell 
Professor  and  chairman  of  the  depart- 
ment of  dermatology  at  the  University 
of  Pennsylvania. 

Martha  Gilmore  Farber,  MD,  Wynne- 
wood,  has  been  named  chief  of  ophthal- 
mic pathology  and  a member  of  the  gen- 
eral ophthalmology  department  at 
Scheie  Eye  Institute  of  the  University 
of  Pennsylvania.  She  previously  served 
as  chief  of  the  University  Eye  Service 
at  Washington  University  in  St.  Louis, 
Missouri. 

George  H.  Davis,  DO,  Cherry  Hill,  New 
Jersey,  has  been  appointed  instructor  of 
obstetrics  and  gynecology  at  Jefferson 
Medical  College  and  a member  of  the 
medical  staff  of  Thomas  Jefferson  Uni- 
versity Hospital. 

Joseph  F.  Nowoslawski,  MD,  was  in- 
stalled as  president  of  the  Doctors  for 
Disaster  Preparedness  at  the  organiza- 
tion's annual  meeting.  Dr.  Nowoslawski 
is  chairman  of  the  Trauma  Service 
Group  in  Philadelphia. 

The  Milton  S.  Hershey  Medical  Center, 
Hershey,  has  named  Mary  A.  Sim- 
monds,  MD,  as  its  field  liason  to  the 
American  College  of  Surgeons  Commis- 
sion on  Cancer.  Dr.  Simmonds  is  assis- 
tant professor  of  medicine  in  the  divi- 
sion of  medical  oncology  at  Hershey 


Medical  Center  and  vice  president  of 
the  Pennsylvania  chapter  of  the  Ameri- 
can Cancer  Society. 

Steven  G.  Gabbe,  MD,  Bryn  Mawr,  is 
senior  editor  of  the  textbook,  Obstet- 
rics: Normal  and  Problem  Pregnancies, 
which  was  published  recently  by  Chur- 
chill Livingstone,  Inc.  Dr.  Gabbe  is  pro- 
fesssor  of  obstetrics  and  gynecology 
and  pediatrics  at  the  University  of 
Pennsylvania  School  of  Medicine.  He 
directs  the  Jerrold  R.  Golding  Division 
of  Maternal  and  Fetal  Medicine  at  the 
Hospital  of  the  University  of  Pennsyl- 
vania. 

Bruce  I.  Hoffman,  MD,  Bala  Cynwyd, 
has  been  appointed  chief  of  the  division 
of  rheumatology  at  the  Medical  College 
of  Pennsylvania  (MCP).  Dr.  Hoffman  is 
clinical  associate  professor  of  medicine 
at  MCP. 

Bernard  Fisher,  MD,  Pittsburgh,  was 
named  the  winner  of  the  American  Can- 
cer Society’s  Medal  of  Honor.  Dr.  Fisher 
is  chairman  of  the  National  Surgical 
Adjuvant  Breast  and  Bowel  Project. 
He  is  Distinguished  Service  Professor 
of  Surgery  at  the  University  of  Pitts- 
burgh. 

Charles  R.  Shuman,  MD,  Philadelphia, 
and  Thomas  M.  Bryan,  MD,  Harrisburg 
have  been  elected  to  three-year  terms 
on  the  Board  of  Directors  of  the  Penn- 
sylvania Diabetes  Academy.  Dr.  Shu- 
man is  professor  of  medicine  at  Temple 
University  School  of  Medicine.  Dr. 
Bryan  is  clinical  assistant  professor  of 
medicine  at  the  Pennsylvania  State 
University  College  of  Medicine, 
Hershey. 

Frank  A.  Briglia,  MD,  Voorhees,  New 
Jersey,  has  been  appointed  assistant 
professor  of  clinical  pediatrics  and  med- 
ical director  of  the  pediatric  intensive 
care  program  at  Hahnemann  Univer- 
sity. Dr.  Briglia  recently  completed  a 
two-year  fellowship  in  pediatric  critical 
care  medicine  at  the  Children’s  Hospital 
National  Medical  Center  in  Washing- 
ton, DC. 


The  American  College  of  Nuclear  Medi- 
cine installed  Joseph  S.  Burkle,  MD,  as 
president  at  its  recent  annual  meeting. 
Dr.  Burkle,  former  chairman  of  the  de- 
partment of  nuclear  medicine  at  York 
Hospital,  is  currently  on  the  consulting 
staff  at  Harrisburg  Hospital. 

Stanley  K.  Brockman,  MD,  Narberth, 
has  been  appointed  professor  and  chair- 
man of  the  department  of  cardiothora- 
cic  surgery  at  Hahnemann  University. 
Joining  Dr.  Brockman  at  Hahnemann 
are  Scott  Goldman,  MD,  and  Michael 
D.  Strong  III,  MD,  who  have  been 
named  assistant  professors  of  car- 
diothoracic  surgery. 

Michael  J.  Vergare,  MD,  Philadelphia, 
has  been  elected  to  the  American  Col- 
lege of  Psychiatrists.  Dr.  Vergare  is  as- 
sociate chairman  of  the  department  of 
psychiatry  at  Albert  Einstein  Medical 
Center’s  Northern  Division. 

Schuylkill  County  Medical  Society  hon- 
ored six  physicians  for  completing  50 
years  of  medical  practice.  They  are: 
Francis  M.  Dougherty,  MD,  and  Doro- 
thy Johnston,  MD,  of  Pottsville;  Mark 
P.  Holland,  MD,  Mahanoy  City;  Mary 
Malishaucki,  MD,  and  Thomas  J.  Ma- 
lishaucki,  MD,  of  Tamaqua;  and 
Edward  T.  Ryscavage,  MD,  St.  Clair. 

Leonard  Snydman,  MD,  and  Abraham, 
Kauffman,  MD,  were  honored  on  their 
retirement  from  medical  practice  by 
Episcopal  Hospital  in  Philadelphia. 
Both  physicians  were  members  of  the 
medical  staff  there.  The  physicians 
were  recognized  for  their  many  years  of 
service  to  the  hospital  and  the  commu- 
nity. 

Lucille  E.  Tucker  Greene,  MD,  was  hon- 
ored by  the  Reading  community  for 
over  50  years  of  service  as  an  obstetri- 
cian and  pediatrician  in  that  area. 

Michael  J.  Barrett,  MD,  clinical  associ- 
ate professor  of  medicine  at  the  Medical 
College  of  Pennsylvania,  has  been 
elected  president  of  the  college's  medi- 
cal and  dental  staff  for  1986-87. 
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classified  advertising 


Pennsylvania  — Emergency  physician  sys- 
tem. Needs  several  fulltime  emergency  physi- 
cians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee-for- 
service”  basis.  Contact:  (412)  228-3400  for 
interview  appointment. 

Neurosurgeon  — Excellent  opportunity  for 
Board  certified  or  Board  eligible  neurosur- 
geon to  establish  a private  practice  affiliated 
with  a medium-sized,  progressive,  acute-care 
hospital  located  in  northeastern  Pennsylva- 
nia. Significant  growth  opportunities  avail- 
able. Generally  located  between  two  major 
cities  and  in  close  proximity  to  a variety  of  ski 
resorts.  Send  curriculum  vitae  and  references 
to  Box  138,  Pennsylvania  Medicine.  20  Erford 
Road,  Lemoyne,  PA  17043. 

General  surgeon,  Board  eligible  or  certified 
to  join  surgeon  in  private  practice.  Experi- 
ence in  traumatology  and  peripheral  vascular 
surgery  desirable.  Southcentral  Pennsylva- 
nia. Reply  to  Box  174,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne,  PA  17043. 

Physician  — emergency  career  opportunity 
in  the  northeast  Pocono  area.  Must  be  experi- 
enced, at  least  Board  eligible,  and  ACLS/ 
ATLS  certified.  Salary  range  $80K  + mal- 
practice and  benefits.  Call  (717)  825-5333  or 


PHYSICIANS  WANTED 

send  resume  to:  AES,  Box  2510,  Wilkes- 
Barre,  PA  18701 . 

Western  Pennsylvania  — 450-bed  teaching 
hospital  reviewed  for  level  II  trauma  center 
designation  seeking  Board  certified/prepared 
emergency  physician.  Sophisticated  emer- 
gency care  with  nearly  30,000  visits  per  year, 
resident  teaching,  and  a hospital-based  para- 
medic program.  70  miles  east  of  Pittsburgh. 
Call  or  send  CV  to  Richard  M.  McDowell,  MD, 
FACEP,  Department  of  Emergency  Medicine, 
Conemaugh  Valley  Memorial  Hospital,  Johns- 
town, PA  15905-4398;  (814)  533-9769. 

State  College,  PA  — 94-bed  private  psychiat- 
ric hospital  seeks  general  psychiatrist  and/or 
adolescent  and  child  psychiatrist  for  positions 
as  staff  psychiatrist  with  inpatient  and  outpa- 
tient responsibilities.  The  hospital  is  in  its  sec- 
ond year  of  operation  and  is  expanding  clini- 
cal services.  The  community  is  the  home  of 
Penn  State  University.  It  offers  a cosmopoli- 
tan atmosphere  in  an  area  free  of  traffic,  pol- 
lution, and  crime;  yet  offering  numerous  cul- 
tural, athletic,  and  outdoor  activities.  The 
hospital  clinical  programs  are  eclectic  with  a 
strong  dynamic  orientation.  Salary  and  guar- 
antee arrangements  are  extremely  attractive. 
Please  call  (814)  364-2161,  or  send  your  CV 
to  Magnus  Lakovics,  MD,  Medical  Director, 
The  Meadows  Psychiatric  Center,  R.D.  #1, 


Box  259,  Earlystown  Rd.,  Centre  Hall,  PA 
16828. 

Anesthesiologist  — BC/BE  needed  to  join 
group  of  three  anesthesiologists  and  thirteen 
CRNA’s  in  a 275-bed  suburban  Pittsburgh 
community  hospital.  All  types  of  surgery  ex- 
cept cardiac.  Send  curriculum  vitae  to  Box 
187,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

ER  physicians  — Full-time/part-time  posi- 
tions available  NJ,  PA,  NY.  Emergency  medi- 
cine experience  preferred.  Guaranteed  com- 
pensation and  paid  malpractice.  For  more 
information  call  (215)  521-5100  (within  PA), 
1 -800-TRAUMA  6 (outside  PA),  or  send  CV  to 
Trauma  Service  Group  PC,  Scott  Plaza, 
Building  Two,  Suite  114,  Philadelphia,  PA 
19113. 

Diagnostic  radiologist  — Position  open  im- 
mediately with  hospital-based  group  in 
northcentral  PA  Very  active  growing  practice 
with  all  imaging  modalities,  including  MRI. 
Must  be  Board  certified/eligible.  Replies  — 
Gordon  Shaw,  MD,  Radiology  Department, 
Williamsport  Hospital,  777  Rural  Avenue,  Wil- 
liamsport, PA  17701 . 

Immediate,  attractive  position  available  for 
BE/BC  internal  medicine  specialist,  American 


Medical  Practice  Sales 
And  Appraisals 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  Listed  are  a few  available 
practices:  ALLERGY— Philadelphia  (2)  and 
Kansas;  DERMATOLOGY— Pennsylvania  and 
Kansas;  FAMILY  PRACTICE  — Ohio,  Hew  Jersey, 
Virginia  and  Delaware;  INTERNAL 
MEDICINE  — Pennsylvania,  Maryland  and 
Arizona;  OPHTHALMOLOGY—  Illinois; 
PEDIATRICS— Pennsylvania; 

RADIOLOGY— Pennsylvania  (2); 

UROLOGY— Arkansas.  If  interested  in  buying 
or  selling  a medical  practice,  contact  our 
brokerage  division  at  The  Health  Care  Group, 
400  GSB  Bldg.,  Bala  Cynwyd,  PA  19004  or  call 
(215)  667-8630. 


Emergency  physicians: 
You're  dedicated, 
hardworking  & smart. 
Are  you  being 
rewarded  for  it? 

You're  talented.  Ambitious.  And  fully  committed 
to  being  the  best.  But  can  you  achieve  your  professional 
goals  in  your  present  setting?  Are  you  interested  in 
better  opportunities  to  practice  medicine  in  a challenging 
environment? 

TSG  will  help  .you  realize  your  goals.  With  10  years 
of  experience  in  placing  first-rate  physicians  in  first-rate 
hospitals,  we  offer  full-time  emergency  and  trauma 
positions  to  both  board  certified  and  board  prepared 
physicians.  Think  of  it:  career-stability,  flexible  hours, 
highest  rate  paid  and  as  much  responsibility  as  you  want. 

Well  provide  the  support  you  need  through  incentive 
programs,  professional  education  and  career  development. 
Of  course,  we  provide  full  liability  coverage. 

Call  us  7 days  a week,  9am-9pm  to  discuss  your 
future.  If  you're  too  busy  to  call,  send  us  your  resume 
and  well  call  you. 


TRAUMA  SERVICE  GROUP,  P.C. 

An  Eniergency  and  Trauma  Care  Consortium 

Suite  114,  Scott  Plaza  Two,  Philadelphia,  PA  19113 
215-521-5100  800-TRAUMA-6 
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trained  Extremely  successful,  up-to-date 
practice,  including  x-ray,  lab  facilities.  Excel- 
lent nearby  hospitals.  Friendly  community  in 
S.W.  PA.  Good  terms.  Please  reply  as  soon  as 
possible  to  Box  197,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne  PA  17043. 

Primary  care  physicians  — Multi-state  prac- 
tice association  seeks  BE/BC  primary  care 
physicians  for  unique  opportunities  in  PA,  NJ, 
New  England,  MD,  FL,  and  other  areas  of  the 
U S.  Most  positions  offer  Monday-Friday  8 
a.m.  to  5 p.m.  schedules  with  up  to  five  weeks 
paid  time  off.  Paid  malpractice.  Contact  or 
send  CV  to  Liberty  Healthcare  Corporation, 
399  Market  Street,  Suite  400,  Philadelphia, 
PA  19106;  (215)  592-7400  or  outside  PA 
1-800-331-7122. 

Internists  — Board  eligible  or  Board  certified 
to  join  the  staff  of  a 180-bed  hospital  in  Penn- 
sylvania. Interest  in  cardiology  is  preferred. 
Educational  opportunities  available  as  well  as 
abundant  outdoor  recreation.  Send  CV  to  Box 
189,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Emergency  medicine  positions  — Full/part 
time  emergency  medicine  physicians  sought 
by  multi-state  professional  association.  Open- 
ings in  metropolitan  NY,  NJ,  PA,  MD,  DC,  FL, 
and  throughout  U.S.  Contact  or  send  CV  to 
Liberty  Healthcare  Corporation,  399  Market 
Street,  Suite  400,  Philadelphia,  PA  19106; 
(215)  592-7400  or  outside  PA  1-800-331-7122. 

Family  physician  wanted  — We  re  having 
fun  practicing  good,  honest  family  practice  in 


a pleasant  rural  setting.  If  you  might  like  to 
join  us  in  1987,  contact  Dr  Lovett  or  Brown- 
Bieber,  PO  Box  #9,  Fredericksburg,  PA 
17026;  (717)  865-6644. 

Dermatologist  — Practice  opportunity  avail- 
able for  a Board  certified  or  Board  eligible 
physician  in  eastern  Pennsylvania.  Send  CV 
to  Box  194,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Otolaryngologist  — Pennsylvania  health 
care  center  seeking  the  services  of  a full  time 
ENT  specialist  to  establish  practice  in  our  ser- 
vice area.  Multiple  recreational  and  educa- 
tional opportunities  available.  Send  CV  to 
Box  193,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Psychiatrist  — A country  practice  awaits 
you.  Join  the  staff  of  a progressive  commu- 
nity hospital  and  long  term  care  facility.  Board 
certified  or  Board  eligible.  Our  Pennsylvania 
location  offers  some  of  the  finest  outdoor  rec- 
reation available.  Send  CV  to  Box  192,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Family  Practitioner  — Established  family 
practice  in  northeastern  Pennsylvania  seeks 
the  services  of  a Board  certified  or  Board  eli- 
gible family  practitioner.  Thirty  minutes  away 
from  the  Pocono  resort  area.  Send  CV  to  Box 
191,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

State  College,  Pennsylvania.  General  psy- 
chiatrist to  serve  as  clinical  director  of  a dual 
diagnosis  adult  psychiatric  and  chemical  de- 


pendency inpatient  and  outpatient  program. 
Prefer  Board  certification  and/or  experience 
with  chemical  dependency.  Will  accept  bright 
and  energetic  individual  who  is  Board  eligi- 
ble. The  hospital  is  a 94-bed  private  psychiat- 
ric hospital  constructed  two  years  ago.  The 
orientation  is  eclectic  but  with  a strong  dy-  1 
namic  focus.  The  community  is  the  home  of 
Penn  State  University.  It  offers  a cosmopoli- 
tan atmosphere  in  an  area  free  of  traffic, 
crime,  and  the  problems  of  a large  city  Op- 
portunities for  cultural,  recreational,  and  edu- 
cational activities  are  numerous.  Salary  and 
guarantee  arrangements  are  extremely  at- 
tractive and  flexible.  Send  CV  or  call  Magnus 
Lakovics,  MD,  The  Meadows  Psychiatric 
Center,  Box  259,  Earlystown  Road,  Centre 
Hall,  Pennsylvania  16828.  (814)  364-2161. 

Urologist  — Pennsylvania  hospital  with  ser- 
vice area  of  40,000  needs  the  service  of  a full 
time  urologist.  Candidates  should  be  Board  i 
certified  or  Board  eligible.  Ideal  location  for 
family  with  good  schools  and  many  educa- 
tional and  recreational  opportunities.  Send 
CV  to  Box  190,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Internist  — to  join  progressive  primary  care 
internal  medicine  group.  Active  office  and 
hospital  practice,  associated  with  592-bed 
teaching  hospital  in  southcentral  Pennsylva- 
nia. Initial,  competitive  salary  with  eventual 
partnership.  CV  to  box  200,  Pennsylvania 
Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Psychiatrist  — part-time  consultant.  Consult- 
ing psychiatrist  sought  for  position  (up  to  one 


Health  Care 
Personnel  Consulting... 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

"Dr.  Mew  & You." 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 
One  Belmont  Avenue 
Bala  Cynwyd,  PA  19004  J 

(215)  667-8630 

A Division  of  JJJ 

Health  Care  Group 


STUART 

UPDATE 


The  Name  to  Watch  In 
Therapeutic  Drug  Development 

Stuart  Pharmaceuticals,  one  of  America’s  top  fifteen 
pharmaceutical  organizations,  is  the  company  be- 
hind the  introduction  of  Nolvadex®,  Hibiclens®, 
Tenormin®,  and,  most  recently,  Cefotan™ 

We’re  a world  leader  in  a wide  range  of  therapeutic 
drugs  and  one  of  the  fastest  growing  pharmaceutical 
organizations  in  the  United  States.  We’ve  created  an 
environment  which  will  encourage  your  best  ideas  and 
foster  your  personal  and  professional  growth.  Our 
Clinical  Research  and  Medical  Affairs  Department 
currently  seeks  Physicians  with  or  without  industry  ex- 
perience who  have  specialized  in  the  following  areas: 

• ANESTHESIOLOGY  • CARDIOLOGY 

• NEUROLOGY  • PULMONARY 

• ENDOCRINOLOGY 

Our  Wilmington  location  affords  you  and  your  family 
the  best  of  rural,  suburban  or  urban  living  in  three 
states.  And  all  within  a short  drive  from  our  modern 
headquarters.  We  invite  you  to  forward  your  CV  in 
confidence  to:  J.C.  Gearhart,  Employment-PM 

STUART  PHARMACEUTICALS 

Division  of  ICI  Americas,  Inc. 
Wilmington,  DE  19897 


We  are  an  equal  opportunity  employer. 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 

The  Army  has  more  sol- 
diers with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Fam- 
ily Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums, or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profes- 
sionals, you  can  receive 
assignments  almost  anywhere 
in  the  United  States;  the  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive.  'You’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edu- 
cation and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart- 
ment Counselor  for  more  information. 

(312)  668-2190 
CPT  D.  J.  DeSimone 
200  E.  Liberty  Street 
Ann  Arbor,  MI  48107 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 


HEALTH  CARE  AT  ITS  BEST 

AIRFORCE 

MEDICINE 

★ 

Air  Force  medicine  is  one  of  our  best  benefits.  The  Air 
Force  needs  physicians  such  as  you  to  keep  it  that  way. 

Most  administrative  responsibilities  are  in  the  hands  of 
others,  giving  you  the  time  to  give  full  attention  to  the  patients' 
needs.  Our  hospitals  are  staffed  with  dedicated,  competent 
professionals  to  assist  you. 

You'll  have  time  for  your  family  and  to  keep  abreast  of 
the  latest  methods  and  technologies  that  you  don't  have  time 
for  now.  We  also  offer  unlimited  professional  development 
and  financial  security. 

Find  out  more  about  Air  Force  medicine.  Contact  your 
nearest  Air  Force  recruiter.  Call 

In  Pittsburgh  call  collect 
(412)  687-7313  Capt  Elliott  Sarantakos 

In  Philadelphia  call  collect 
(609)  667-9208  TSgt  James  Simmons 
In  Harrisburg  call  1-800-USAF-REC 


Practice  Family  Medicine 
The  Way  You  Want  To 


Job  Satisfaction  and  Personal  and  Family 

Challenge  Satisfaction 


Large,  very  busy  and  growing,  seven-year  old  family  practice 
needs  third  doctor.  Well-rounded  practice  with  entire  range 
from  OBSTETRICS  to  geriatrics.  Two  offices— one  in 
medium-sized  town,  one  rural.  Excellent  office  staff.  Well 
equipped  hospital  with  separate  Family  Medicine  Department. 

Ideal  working  conditions  for  family-oriented  physician.  Many 
excellent  recreation  facilities  within  5 miles  and  2 major  cities 
within  90  minutes. 

Short-term  Medical  Missions  Opportunities 

Exceptional  Benefits  Package:  Excellent  salary,  4 weeks 
paid  vacation,  paid  conference  time,  malpractice  insurance, 
life  and  disability  insurance,  health  insurance  for  doctor  and 
family,  very  active  profit  sharing  plan.  Salaried 
Position— Could  buy  in  if  desired. 

Contact  R.  H.  Martsolf,  M.D.,  912  E.  State  Street,  Sharon, 
Pa. 16146. 


Physician 

Placement 

Service 


• Looking  for  the  right  practice  opportu- 
nity? 

• Looking  for  a qualified  physician? 

The  PMS  Physician  Placement  Service 
publishes  two  registers  bimonthly:  one 
listing  physicians,  the  other,  practice  op- 
portunities. 

All  entries  are  coded.  Names  and  ad- 
dresses are  not  published. 


To  register,  contact 
Tim  Smith  at 


(717) 763-7151. 


PENNSYLVANIA 

ffiPMS 


( ouncil  on  Medical  Practice 


SKIPPACK  AREA  MEDICENTER 


A 6,000  square  foot,  fully  equipped 
ultra  modern  outpatient  medical  facility 
is  available  for  leasing  or  subleasing  by 
physicians,  medical  group,  or  related 
parties. 


Terms  and  conditions  are  completely 
negotiable.  Please  call  ANTHONY  R. 
BRASACCHIO  at  (215)  327-7004. 


Westmoreland  Hospital  has  an 
immediate  need  for  the  following 
stibspecialists: 

1 . Trauma  director— Board  certified  general  surgeon 
with  a special  interest  in  trauma.  Some  experience 
preferred. 

2.  Otolaryngologist— Must  have  completed  formal 
training.  Solo  practice  or  possible  association. 

3.  Emergency  room  physician — for  active,  growing 
emergency  department.  Pursuing  level  II  trauma 
designation,  developing  helicopter  rescue  service. 

ER  presently  has  4 1 ,000  patient  visits  annually. 
Emergency  residency  trained  applicant  preferable, 
but  interested,  qualified  family  practice  physician 
should  also  apply.  ABEM  certified,  ACLS  and  ATLS 
desirable.  Competitive  salary  and  benefits. 

Westmoreland  Hospital  serves  a community  of 
30,000 — 100,000.  It  is  a cosmopolitan  area  30 
miles  east  of  Pittsburgh,  with  excellent  schools, 
churches,  and  recreational  areas,  located  near  the 
base  of  the  Laurel  Mountains. 

For  more  information  about  these  opportunities, 
contact  Dr.  Gerald  S.  Browdie,  Director  of 
Recruitment,  Westmoreland  Hospital,  West 
Pittsburgh  Street,  Greensburg,  PA  15601; 
412-832-4037. 
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day  per  week)  in  northwest  Pennsylvania.  At- 
tractive per  diem.  Malpractice  paid.  Some 
flexibility  in  scheduling.  Contact  Liberty 
Healthcare  Corporation,  399  Market  Street, 
Philadelphia,  PA  19106.  Telephone  outside 
PA  1-800-331-7122;  in  PA  (215)  592-7400. 

Family  practice  — Board  certified  family 
practitioner,  graduate  of  Jefferson  Medical 
College  1978,  seeking  associate  to  replace 
retiring  physician  in  well  established  practice 
in  this  semi-rural  community  of  15,000,  thirty 
miles  north  of  Pittsburgh,  PA.  Enjoy  country 
living  with  proximity  to  a major  city.  Position 
available  July  1987.  No  obstetrics.  Call  (412) 
758-8528  or  send  CV  to  Anthony  B Col- 
angelo,  MD,  510  Park  Avenue,  Ellwood  City, 
PA  16117. 

Diagnostic  radiologist  — Board  certified  or 
eligible.  Full-time  hospital  position  available 
immediately  in  Pittsburgh  and  neighboring 
town.  Candidate  must  have  competence  in  all 
diagnostic  modalities  except  MRI.  Long-term, 
reliable  locum  tenens  relationships  would  be 
considered  as  a possible  alternative  for  right 
individual.  Hours  flexible,  but  at  least  three 
days  per  week.  Also,  we  are  seeking  a quali- 
fied individual  to  provide  some  weekend  film 
reading  (no  call)  in  Pittsburgh  area.  Please 
contact  Morris  Z.  Gardner,  MD,  at  (412)  562- 
3106. 

Northwest  Pennsylvania  — seeking  part- 
time  physicians  for  moderate  volume  emer- 
gency department.  Malpractice  insurance 
provided.  Contact  Emergency  Consultants, 
Inc.,  2240  S.  Airport  Road,  Room  27,  Tra- 
verse City,  Ml  49684;  1-800-253-1795,  or  in 
Michigan  1-800-632-3496. 

Urologist  wanted  to  join  two-man  practice 
near  Pittsburgh,  working  in  teaching  hospital 
with  university  affiliation.  Drawing  area  of 
over  200,000.  Experience  in  prosthetics  and 
endourology  desirable.  Reply  to  Box  203, 
Pennsylvania  Medicine,  20  Erford  Road,  Le- 
moyne,  PA  17043. 

Georgia,  director  — low  volume  emergency 
department  in  pleasant,  smaller  community. 
Located  1 V2  hours  from  Georgia’s  Golden 
Isles.  Competitive  compensation,  benefit 
package,  no  on-call  responsibilities.  Profes- 
sional liability  insurance  procured  on  your  be- 
half. For  more  information  contact:  Sheila 
Murphy,  Coastal  Emergency  Services,  Inc., 
PO.  Box  925,  Augusta,  GA  30903;  collect 
(404)  724-3368. 

Family  physician  — Immediate  position  for 
BC/BE  FP  in  newly  developing  practice  in 
Bethlehem,  PA.  Team  approach  with  regis- 
tered nurse  and  pastoral  counselor.  Two  hos- 
pitals nearby  with  full  services.  Contact:  The 
Rev.  Raymond  C.  Hittinger,  Rosemont  Health 
Center,  533  16th  Avenue,  Bethlehem,  PA 
18018;  (215)  867-4888 

Child  psychiatry  — director  of  clinical  ser- 
vices Eastern  State  School  and  Hospital  is 
seeking  a highly  qualified  psychiatrist  to 
serve  as  the  director  of  clinical  services.  East- 
ern State  is  the  largest  hospital  in  Pennsylva- 
nia devoted  solely  to  the  psychiatric  care  of 
children  and  adolescents.  Its  programs  are 
on  the  cutting  edge  of  child  psychiatric  treat- 


ment and  staff  have  a close  working  relation- 
ship with  several  of  the  medical  schools  in  the 
Philadelphia  area.  The  individual  selected  will 
be  an  innovative  leader  who  is  capable  of  de- 
veloping a strong  treatment  milieu  through 
the  coordination  of  the  psychiatric,  medical 
and  nursing  services  within  the  hospital.  Ap- 
plicants must  possess  a license  to  practice 
medicine  in  Pennsylvania  and  be  Board  certi- 
fied in  child  psychiatry.  An  active  affiliation 
with  an  academic  program  in  psychiatry  and 
a demonstrated  ability  to  coordinate  research 
programs  is  also  preferred.  A minimum  of 
four  years  of  clinical  experience  in  child  and 
adolescent  psychiatry  is  required.  The  base 
salary  is  $61,000  with  separate  bonuses  of 
$9,000  to  $23,000  for  quality,  retention,  and 
certification.  The  benefits  package  is  approxi- 
mately 40  percent  of  the  base  salary.  Please 
address  all  inquiries  to:  Theodore  J.  Barry, 
MD,  Superintendent,  Eastern  State  School 
and  Hospital,  3740  Lincoln  Highway,  Tre- 
vose,  PA  19047. 

Family  practice  physician  — full-time  for 
three  physician  primary  care  center,  located 
30  miles  southwest  of  Pittsburgh.  Position 
available  Spring  1987,  but  will  consider  ear- 
lier starting  date.  Please  send  CV  to:  Henry  B. 
Levith,  Administrator;  Community  Medical 
Center  of  Northwest  Washington  County,  Inc., 
PO.  Box  167,  Burgettstown,  PA  15021;  or  call 
(412)947-2255. 

POSITIONS  WANTED 

Internal  medicine  resident  in  Harrisburg,  BE 
in  7/87  seeks  partnership  or  single  specialty 
group  practice  opportunity  in  Pennsylvania. 
Please  contact  Box  199,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Ivy  league  trained  group,  all  with  fellow- 
ships, desires  to  take  over  radiology  depart- 
ment of  small  to  medium-sized  hospital,  pref- 
erably in  northeast  corridor.  All  modalities 
including  MRI,  interventional.  Reply  to  Box 
202,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Physician  specializing  in  internal  medicine/ 
emergency  medicine/ambulatory  care  seek- 
ing position  in  a solo,  partnership,  or  institu- 
tional setting.  Teaching  hospital  affiliation 
considered  desirable  but  not  essential.  Size 
of  community  preferred:  30,000  and  greater. 
Respond  to  PMS  Physician  Placement  Ser- 
vice, Department  NRM-0687-IM108,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Physician  available  7/87  for  pediatric  posi- 
tijn.  Type  of  practice  preferred:  partnership, 
single  specialty  group  or  multi  specialty 
group.  Size  of  community  preferred:  100,000 
and  greater.  Respond  to  PMS  Physician 
Placement  Service,  Department  NRN-0687- 
PD10,  20  Erford  Road,  Lemoyne,  PA  17043. 

Physician  seeking  a position  as  an  emer- 
gency room  physician/surgical  assistant/ 
general  practitioner.  Available  7/87.  Inter- 
ested in  an  institutional  setting.  Size  of 
community  preferred:  10,000-30,000.  Re- 
spond to  PMS  Physician  Placement  Service, 
Department  NPM-0687-EM08.  20  Erford 
Road,  Lemoyne,  PA  17043. 

FOR  SALE 

50%  off  previously  owned  medical,  labora- 


tory, office,  x-ray,  ultra-sound  equipment  in 
excellent  condition.  We  buy,  sell,  broker,  and 
repair.  Appraisals  by  Certified  Surgical  Con- 
sultants. Medical  Equipment  Resale  and  Re- 
pair, Inc.,  24026  Haggerty  Road,  Farmington 
Hills,  Ml  48018.  (313)  477-6880  anytime. 

8,000  foot  medical  facility  in  NE  Philadel- 
phia for  sale,  office  space  immediately  avail- 
able. Owner  (internist)  desires  to  stay  as  ten- 
ant, or  sell  practice  over  (300K);  equipment, 
furnishings  also.  Reply  to  Box  201,  Pennsyl- 
vania Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Family  practice  for  sale.  Active  and  growing 
solo  practice.  Philadelphia  area.  Established 
30  years.  Excellent  opportunity,  six  figure 
gross.  Home/office  combination  or  rental  in- 
come potential.  For  details:  Professional 
Practice  Consulting,  997  Old  Eagle  School 
Road,  #202,  Wayne,  PA  19087.  Call  (215) 
687-4013. 

FOR  RENT 

Medical  offices  available  in  west  Philadel- 
phia and  Delaware  County.  Newly  renovated, 
well-maintained,  multi-office  locations.  Exclu- 
sive or  time  sharing.  Accommodations  for 
special  needs  will  be  considered.  Off-street 
parking  and  easy  access  to  public  transporta- 
tion. Call  Barbara  Kelman,  (215)  623-4542, 
weekdays  9 - 5. 

Downingtown,  Chester  County  — Medical 
offices  in  established  professional  building. 
High  growth  area.  Three  hospitals  nearby. 
Liberal  rental  adjustment  to  assist  startup. 
High  quality  building/location.  Plenty  of  park- 
ing. Call  (215)  269-5937. 

Doctor’s  office  — immediately  available, 
ideal  for  the  doctor  starting  out,  1 ,500  square 
feet  of  space,  ready  to  move  in.  Located  in 
the  Morton  business  district.  Newly  renovated 
front  and  interior.  Carpeted  personal  office, 
seven  examination  rooms,  carpeted  waiting 
and  reception  area,  accessible  to  public 
transportation,  reasonable  rent,  high  traffic 
area.  Call  R.E.H.  Associates,  Morton,  PA, 
(215)  328-6499. 

Doctor’s  office  to  sublet  in  greater  north- 
east. Bustleton  and  Byberry  area.  Beautiful, 
modern  suite  in  major  business  district.  Avail- 
able 3/87.  Call  (215)  938-1769  after  6 p.m. 

MISCELLANEOUS 

Holter  monitor  — Quality  scanning  for  reel  or 
cassette-type  recorders  by  qualified  techni- 
cians and  certified  cardiologists’  interpreta- 
tion, scan  price  $35.  Recorders  loaned, 
leased,  or  purchase  new  dual-channel  holter 
recorder,  $750,  with  two  year  warranty.  For 
more  information,  call  collect,  Advanced 
Medical  and  Research  Center,  Inc.,  (313) 
373-1199. 

Discount  holter  scanning  services  starting 
at  $35.  Spacelabs  holter  recorder  (cassette) 
available  from  $1275.  Cardionostic  holter  re- 
corder (cassette)  available  from  $1125. 
Smallest  & lightest  holters  update.  Fast  ser- 
vice (24-48hrs)  turnover.  Hookup  kits  starting 
at  $4.95.  Special  introductory  offer  of  three 
free  tests  with  any  purchase  or  lease  of  the 
recorder.  Cardiologist  overread  available  for 
$15.  If  interested  call  (301)  870-3626. 
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I Freedom 
from  pain 

Just  one  part  of 
pain  relief  therapy. 


Vicodin®  provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL  1 
DEPENDENCE  | 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB.  The 
medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975, 
2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 
management.  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.1 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.2 

Plus... 

♦ Vicodin  offers  the  convenience  of  CHI 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 

The  original  hydrocodone  analgesic. 


Specify  "Dispense  as  written"  for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 


WARNINGS:  , . , 

Drug  Abuse  and  Dependence:  VICODIN  * is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODI-N  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 

Revised,  April  1982.  5685 

1 Hopkmson  JH  III;  CurrTherRes  24:  503-516,  1978 

2 Beaver,  WT  Arch  Intern  Med , 141:293-300,  1981. 


Knoll  Pharmaceuticals 
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hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
.forming)  with  acetaminophen  500  mg. 
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(BBgjgZP  THE  BROWN  PHARMACEUTICAL  CO.,  INC 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR 


IBuccal, 


Methyltestosterone  U.S.R  Tablets 


Fluoxymesterone  U.S.R  Tablets,  10 


new  members 


BEAVER  COUNTY 

Nagamani  K.  Kasi,  MD,  General  Practice,  2315  Mill  Street, 
Aliquippa  15001 

BERKS  COUNTY 

Philip  C Slavish,  MD.  Family  Practice,  RD  4,  Box  112A, 
Reading  19606 

CAMBRIA  COUNTY 

Dilip  I.  Bharucha,  MD,  Obstetrics/Gynecology,  905  Menoher 
Blvd.,  Johnstown  15905 

CENTRE  COUNTY 

Jeffrey  L Heimer,  MD,  Ophthalmology,  507  Locust  Lane, 
State  College  16801 

Dorothy  S Pan,  MD,  Family  Practice,  522  West  Beaver 
Street,  State  College  16803 

COLUMBIA  COUNTY 

Mark  C Pyles,  MD,  General  Surgery,  699  East  16th  Street, 
Berwick  18603 

DAUPHIN  COUNTY 

Robert  M Lombard  Jr.  MD,  Pulmonary  Diseases.  2645 
North  Third  Street,  Suite  360,  Harrisburg  17110 

Ronald  A.  Savrin,  MD,  Cardiovascular  Surgery,  2645  North 
Third  Street,  Harrisburg  17110 

Bernard  I.  Zeliger,  DO,  Orthopaedic  Surgery,  450  Powers  Av- 
enue, Harrisburg  17109 

DELAWARE  COUNTY 

Kevin  H Browngoehl,  MD,  Pediatrics,  Nine  Selwyn  Drive, 
Broomall  19008 

Alfred  J.  Carlson  Jr.,  MD,  Pediatrics,  420  Township  Line, 
Havertown  19083 

Ginger  D.  Constantine,  MD,  Rheumatology,  401  Moore 
Road,  Wallingford  19063 

Edward  N Foxhall,  MD,  General  Surgery,  1002  Hamstead 
Road,  Penn  Wynne  19151 

Dominic  E,  Marsico.  DO,  Internal  Medicine,  2900  Highland 
Avenue,  Broomall  19008 

Lorraine  C.  Palos,  MD,  Pediatrics,  3030  Garrett  Road, 
Drexel  Hill  19026 

FAYETTE  COUNTY 

I.  William  Grossman,  MD,  Pathology,  500  West  Berkeley 
Street,  Uniontown  15401 

GREENE  COUNTY 

Jim  T.  Long,  MD.  Anesthesiology,  RD  3,  Box  125AA,  Waynes 
burg  15370 


JEFFERSON  COUNTY 

Kanchan  S Joglekar,  MD,  Pediatrics,  957  Fifth  Avenue, 
Brockway  15824 

Alexander  A Krot,  DO,  Orthopaedic  Surgery.  100  Freas 
Lane,  Punxsutawney  15767 

Albert  L Varacallo.  MD,  Family  Practice,  Six  North  Third 
Street,  Reynoldsville  15851 

LANCASTER  COUNTY 

Jorge  Albm,  MD,  Diagnostic  Radiology.  555  North  Duke 
Street,  Lancaster  17604 

Victor  L.  Buckwalter,  MD.  Family  Practice,  Norlanco,  418 
Cloverleaf  Road,  Elizabethtown  17022 

Richard  J.  Elkin,  DO,  Internal  Medicine,  1875  Lititz  Pike, 
Lancaster  17601 

Joseph  H Lanzillo,  MD,  Radiology.  555  North  Duke  Street, 
Lancaster  17602 

Brian  R Melamed,  MD,  Anesthesiology.  519  Ashton  Place, 
Lititz  17543 

LEBANON  COUNTY 

James  W.  Keller,  MD,  General  Surgery,  Fourth  Street,  Hatha- 
way Pike,  Lebanon  17042 

LEHIGH  COUNTY 

Richard  W Henmg  Jr.,  DO.  Internal  Medicine,  1621  Turner 
Street,  Rear  Apartment,  Allentown  18102 

LUZERNE  COUNTY 

Anilkumar  T.  Shah,  MD,  Internal  Medicine,  166  Hanover, 
Wilkes-Barre  18701 

MONTGOMERY  COUNTY 

Fred  H.  Adelman,  DO,  Internal  Medicine,  224  Valley  Road, 
Merion  Station  19066 

Marc  D Cotier,  MD,  Allergy  and  Immunology,  35  East 
Wynnewood  Road,  Wynnewood  19096 

TIOGA  COUNTY 

Maria  L.  Cruz.  MD,  Gastroenterology,  Three  Purple  Street, 
Wellsboro  16901 

WESTMORELAND  COUNTY 

Bruce  D.  Bullock,  MD,  Family  Practice,  23  West  Second  Ave- 
nue, Latrobe  15650 

Mary  L Talamo,  MD,  Pediatrics,  1100  Summit  Drive, 
Greensburg  15601 

YORK  COUNTY 

Kenneth  R Higgins,  DO.  Gastroenterology,  2471  South 
Queen  Street,  York  17402 

Jean  A.  Kelly,  MD,  Diagnostic  Radiology,  York  Hospital,  De- 
partment of  Radiology,  York  17405 


STUDENTS 

Nicholas  A Abidi,  3600  Chestnut  Street.  Box  081,  Philadel- 
phia 19104 

Richard  W Bailey,  1025  Spruce  Street,  Philadelphia  19107 
Mark  A Bennett,  126  University  Manor,  Hershey  17033 
Kevin  Braat.  3904  Spruce  Street,  Philadelphia  19104 
Scott  R Cartwright,  2845  Warren  Road,  Indiana  15701 
Colleen  M Connor,  University  Manor  East  #23,  Hershey 
17033 

Joseph  C Daley  III,  347  Devon  Drive,  Exton  19341 
Anthony  V Damico,  3600  Chestnut  Street,  Box  1166,  Phila- 
delphia 19104 

Christopher  C Dankmyer,  263  South  Third  Street,  Philadel- 
phia 19106 

J Rush  S Fisher  Jr,  2411  Panama  Street,  Philadelphia 

19103 

Carlo  J Gamaitoni,  1720  Clay  Avenue,  Dunmore  18509 
Maryellen  E Gusic,  PO  Box  854,  3600  Chestnut  Street, 
Philadelphia  19104 

Jeffrey  W Hamilton,  325  North  15th  Street,  Apartment  1605- 
B,  Philadelphia  19102 

John  P Hegarty,  1017  Scenery  Drive.  Harrisburg  17109 
Sandra  M Hurlado,  4730  Pine  Street,  Apartment  A-2,  Phila- 
delphia 19143 

James  S Kuo,  Box  621, 3600  Chestnut  Street,  Philadelphia 

19104 

Mark  T Lau.  1000  Walnut  Street,  Apartment  408,  Philadel- 
phia 19107 

Lilly  C Lee-Lettvm,  2017  Spruce  Street,  Apartment  1MR, 
Philadelphia  19103 

Michelle  S Levitin,  3512  Lancaster  Avenue,  Apartment  310, 
Philadelphia  19104 

Michelle  Lin,  4233  Regent  Square,  Philadelphia  19104 
Sheldon  S Lin,  1000  Walnut  Street,  Apartment  605,  Phila- 
delphia 19107 

John  Matzko,  3911  henry  Avenue,  Philadelphia  19129 
Bernadine  A Moglia.  71  University  Manor,  Hershey  17033 
Joseph  A Mott,  Stiles  Alumni  Hall  Room  805B.  325  North 
15th  Street,  Philadelphia  19102 
Cary  A Ostergaard.  4429  Baltimore  Avenue.  Second  Floor 
Apartment,  Philadelphia  19104 
Judith  A Parks,  1794  Lehman  Street,  Hershey  17033 
Theodore  B Phillips  Jr.  541  Arbutus  Street,  Philadelphia 
19119 

Michael  D Pressel.  3500  Powelton  Avenue.  Apartment  A- 
104,  Philadelphia  19104 

Ramakota  K Reddy,  4029  Locust  Street.  Philadelphia  19104 
Luis  J.  Rodriguez,  1117  Rodman  Street,  Philadelphia  19147 
Michael  F.  Saulino,  University  Manor  East,  Apartment  78, 
Hershey  17033 

Alexander  Y.  Shin,  4300  Spruce  Street.  Apartment  C102. 
Philadelphia  19104 

David  H Silber.  University  Manor  West.  Apartment  307d. 
hershey  17033 

Paul  S.  Singer,  228  South  Madison  Avenue.  Apartment  Two, 
Upper  Darby  19082 

Adrienne  A Spirt,  4628  Spruce  Street,  Apartment  Two,  Phil- 
adelphia 19139 

Todd  A Sponsler,  3109  Fourth  Street.  Altoona  16601 
Dagmar  Stein,  857-A  Rhue  Haus  Lane,  Hummelstown 
17036 

David  T.  Superdock,  166  University  Manor  Apts.  Hershey 
17033 

John  W Swisher,  919  Clinton  Street,  Philadelphia  19107 
Michael  Tatarko,  1713  Linden  Hill  Apartments,  Lindenwold, 
NJ  08021 
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A HELPING  HAND 
FOR  THE  TROUBLED  PHYSICIAN 


Alcoholism.  Drug  abuse.  Mental  and  physical  disability.  The  problems  of  aging. 
All  take  their  toll  on  the  medical  community. 

But  there's  help— through  the  Impaired  Physician  Program  of  the  Pennsylvania 


Medical  Society.  The  program  offers  peer  support 
treatment  agencies  . . . 
and  compassionate  follow- 
up throughout  the  reha- 
bilitation process. 

All  efforts  are  voluntary 
and  strictly  confidential. 

If  you  need  help — or 
know  someone  who  does 
call  the  Impaired 


referral  to  professional 

Physician  Hotline:  (717) 
763-7937. 

To  learn  more  about  the 
Impaired  Physician 
Program,  write:  Impaired 
Physician  Program, 
Pennsylvania  Medical 
Society,  20  Erford  Road, 
Lemoyne,  PA  17043. 
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In  depression  and  anxiety 

FEELING  BETTER  FASTER... 


OVERNIGHT-SLEEP  IMPROVED1 

Sleep  improved  in  74%  after  only  one  h.s.  dose  in  selected  patients 


FIRST  WEEK-OTHER  SOMATIC  SYMPTOMS 
MARKEDLY  REDUCED1 


FOURTH  WEEK-PATIENT 
COMPLIANCE  WAS  BETTER2 

More  than  three  times  as  many  amitriptyline  patients  as 
Limbitrol  patients  dropped  out  of  therapy  because  of  side 
effects,  although  the  incidence  of  side  effects  was  similar 
Caution  patients  against  the  combined  effects  of  Limbitrol 
with  alcohol  or  other  CNS  depressants  and  about  activities 
requiring  complete  mental  alertness,  such  as  operating 
machinery  or  driving  a car  In  general,  limit  dosage  to 
lowest  effective  amount  in  elderly  patients. 

References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  NJ  2.  Feighner  JP,  eta i Psycho- 
pharmacology  61  217-225,  Mar  22,  1979 


Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /ry 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  UV 

Limbitrol  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  /["> 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  UV 

A brighter  perspective... sooner 


Limbitrol " @ Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety. 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concomi- 
tant use:  then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved. 
Contraindicated  during  acute  recovery  phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  ot  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  anticholin- 
ergic-type  drugs  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and 
prolongation  of  conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  ot  this  class  of  drugs  ) Caution  patients 
about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous 
occupations  requiring  complete  mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase 
dosage,  withdrawal  symptoms  following  discontinuation  of  either  component  alone  have  been 
reported  (nousea,  headache  and  malaise  for  amitriptyline,  symptoms  [including  convulsions] 
similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or 
those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  function  Because  of 
the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in 
these  patients.  Periodic  liver  function  tests  and  blood  counts  are  recommended  during  prolonged 
treatment  Amitriptyline  component  may  block  action  of  guanethidine  or  similar  antihypertensives. 
When  tricyclic  antidepressants  are  used  concomitantly  with  cimetidme  (Tagamet),  clinically  signif- 
icant effects  have  been  reported  involving  delayed  elimination  and  increasing  steady  state  concen- 
trations of  the  tricyclic  drugs.  Concomitant  use  of  Limbitrol  with  other  psychotropic  drugs  has  not 
been  evaluated;  sedative  effects  may  be  additive  Discontinue  several  days  before  surgery.  Limit 
concomitant  administration  of  ECT  to  essential  treatment  See  Warnings  for  precautions  about 
pregnancy  Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended  in  children 
under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia, 
oversedation,  confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently 
occurring  reactions  include  vivid  dreams,  impotence,  tremor,  confusion  and  nasal  congestion 
Many  depressive  symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy  have 
been  repoded  as  side  effects  of  both  Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and 
hepatic  dysfunction  have  been  observed  rarely. 


The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomama 
and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of 
urinary  tract. 

Allergic  Skin  rosh,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus. 

Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste, 
diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea 
and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar  levels,  and 
syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion. 

Other:  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaun- 
dice, alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product  information  for 
manifestation  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of  daily  dose  may  be 
taken  at  bedtime  Single  h s dose  may  suffice  for  some  patients.  Lower  dosages  are  recom- 
mended for  the  elderly. 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses, 
increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  Tablets,  initial 
dosage  of  three  or  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg  chlor- 
diazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablets,  blue,  film-coated, 
each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt). 
Available  in  bottles  of  100  and  500,  Tel-E-Dose*  packages  of  100,  Prescription  Paks  of  50 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


Each  tablet  contains  5 mg  chlordiazepoxide  and 
'12.5  mg  amitriptytine  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


CLEARING  SYMPTOMS  FASTER 


Please  see  revetse  side  for  summary  of  product  information. 
Copyright  c 1986  by  Roche  Products  Inc  All  rights  reserved 
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They’re  Talking  About 
Quality  Again! 

By  William  R.  Fifer,  M.D.,  F.A  C.P. 


MEDICAL  JOURNALISM 
SPECIAL  PRIZE  1936 


A poetic  understatement 

The  actual  number  is  in  the  billions.  For  more  than  15  years, 
Dalmane  (flurazepam  HCI/Roche)  has  been  providing 
sleep  that  satisfies  patients— sleep  that  comes  quickly  and 
lasts  through  the  night. 8 

Sleep  that  satisfies  you- you  can  count  on  an  exceptionally 
wide  margin  of  safety.7'9  As  always,  caution  patients 
about  driving  or  drinking  alcohol. 
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Please  see  adjacent  page  for  references  and  summary  of  product  information 
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brand  ol 

flurazepam  HCI/Roche  <S 

sleep  that  satisfies 

15-mg/30-mg  caps 

Before  prescribing,  please  consult  complete  product 
information,  o summary  of  which  follows 
Indications:  Effective  in  all  types  ot  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awaken- 
ings and/or  early  morning  awakening:  in  patients  with 
recurring  insomnia  or  poor  sleeping  habits,  in  acute  or 
chronic  medical  situations  requiring  restful  sleep  Objective 
sleep  laboratory  dato  have  shown  effectiveness  for  at  least 
28  consecutive  nights  of  administration  Since  insomnia  is 
often  transient  and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended  Repeated  ther 
apy  should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  flurazepam 
HCI:  pregnancy.  Benzodiazepines  may  cause  fetal  damage 
when  administered  during  pregnancy  Several  studies  sug- 
gest an  increased  risk  of  congenital  malformations  associ- 
ated with  benzodiazepine  use  during  the  first  trimester. 

Warn  patients  of  the  potential  risks  to  the  fetus  should  the 
possibility  ot  becoming  pregnant  exist  while  receiving 
flurazepam  Instruct  patients  to  discontinue  drug  prior  to 
becoming  pregnant.  Consider  the  possibility  ot  pregnancy 
prior  to  instituting  theropy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An  additive 
effect  may  occur  it  alcohol  is  consumed  the  day  following 
use  for  nighttime  sedation.  This  potential  may  exist  for  sev- 
eral days  following  discontinuation  Caution  against  haz- 
ardous occupations  requiring  complete  mental  alertness 
(e  g.,  operating  machinery,  driving)  Potential  impairment 
of  performance  of  such  activities  may  occur  the  day  follow- 
ing ingestion  Not  recommended  for  use  in  persons  under 
15  years  of  age  Withdrawal  symptoms  rarely  reported, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for  a 
prolonged  period  of  time  Use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase 
dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk 
of  oversedation,  dizziness,  contusion  and/or  ataxia  Con- 
sider potential  additive  effects  with  other  hypnotics  or  CNS 
depressants  Employ  usual  precautions  in  severely 
depressed  patients,  or  in  those  with  latent  depression  or 
suicidal  tendencies,  or  in  those  with  impaired  renal  or 
hepatic  (unction 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheaded 
ness,  staggering,  ataxia  and  falling  have  occurred,  particu- 
larly in  elderly  or  debilitated  patients  Severe  sedotion, 
lethargy,  disorientation  and  coma,  probably  indicative  of 
drug  intolerance  or  overdosage,  have  been  reported.  Also 
reported  headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare  occurrences  of 
leukopenia,  granulocytopenia,  sweating,  (lushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes,  faintness,  hypo 
tension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restless- 
ness, hallucinations,  and  elevated  SGOT,  SGPT.  total  and 
direct  bilirubins,  and  alkaline  phosphatase:  and  paradoxi- 
cal reactions,  e g , excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage:  15  mg  may  suffice  in  some 
patients  Elderly  or  debilitated  patients  15  mg  recom- 
mended initially  until  response  is  determined 
Supplied:  Capsules  containing  1 5 mg  or  30  mg  fluraze 
pam  HCI 
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Do  you  know  someone  who  needs  nursing  care 
in  their  home?  m A 'l 

We  have  a 
special  person  to 
take  care  of  your 
special 
person. 

Medical  Personnel  Pool 


Are  your  patients  entitled  and/or  eligible  for 
Medicare  benefits?  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis- 
abled for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing.  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home 


Lebanon  272-5214  'Philadelphia  663-0700 
Monroeville  824-6730  'Pittsburgh  683-2227 
'Reading  372-4611 

'Medicare  Certified  Home  Health  Agency 


'Allentown  434-7277 
Harrisburg  233-2444 


FOR  ORTHOPEDIC 
SURGEONS 
LOOKING 

FOR  A CHALLENGE. 

Your  challenge  could  be  the  Army  Reserve  unit  near  you  in  Pennsylvania. 
It’s  a unit  that  requires  the  services  of  orthopedic  surgeons. 

You  may  wish  to  explore  the  challenge  of  teaching  in  a major  medical 
center.  You  may  wish  to  explore  the  special  challenges  of  your  specialty  in 
triage.  Certainly  you'll  be  confronted  by  challenges  very  different  from  your 
daily  routine. 

You’ll  also  have  an  opportunity  to  participate  in  a number  of  programs  in 
which  you’ll  be  able  to  exchange  views  and  information  with  other 
orthopedic  surgeons  from  all  over  the  country. 

The  Army  Reserve  understands  the  time  demands  on  a busy  physician,  so 
you  can  count  on  us  to  be  totally  flexible  in  making  time  for  you  to  share 
your  specialty  with  your  country.  We'll  arrange  your  training  program  to 
work  with  your  practice. 

To  find  out  about  the  benefits  of  serving  with  a nearby  Army  Reserve 
unit,  we  recommended  you  call  our  Army  Medical  Personnel  Counselor: 

In  Pittsburgh,  MAJ  Charles  Schuder  (412)  644-4432 
In  Philadelphia,  CPT  Donna  LaFantasie  (215)  443-1702 

ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 
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MEDICAL  LIABILITY 
TASK  FORCE  NAMED 


PMSLIC  RATE  INCREASE 
EFFECTIVE  APRIL  1 


COST  COUNCIL  NAMES 
EXECUTIVE  DIRECTOR 


BILL  MANDATES  INSURANCE 
FOR  MENTAL  DISORDERS 


COMMITTEE  RECOMMENDS 
CONTINUATION  OF  CON 


PMS  CAMPAIGN  OPPOSES 
PHYSICIAN  DRG  PAYMENT 


Board  Chairman  J.  Joseph  Danyo,  MD,  has  appointed  members  to  the  Society’s 
new  Medical  Liability  Task  Force,  established  at  the  January  meeting  of  th 
Board.  The  task  force  will  be  responsible  for  managing  the  Society’s  efforts 
for  tort  reform,  which  remains  a number  one  priority  in  1987.  John  W. 
Lawrence,  MD,  of  Media,  chairman  of  the  Council  on  Legislation,  is  the  task 
force  chairman.  Members  are:  William  R.  Beltz,  MD,  Williamsport;  Andre  C. 
Blanzaco,  MD,  Philadelphia;  Richard  W.  Godshall,  MD,  Sellersville;  Donald 
E.  Harrop,  MD,  PMS  president  elect,  Phoenixville;  Robert  R.  Lafontant,  MD, 
Greensburg;  Mrs.  Robert  L.  Lasher,  Auxiliary  representative,  Erie;  Eugen 
B.  Rex,  MD,  Philadelphia;  and  Linda  L.  Thompson,  MD,  Beaver. 


The  Insurance  Department  has  approved  an  overall  statewide  premium 
increase  of  13.7  percent  for  the  Pennsylvania  Medical  Society  Liability 
Insurance  Company  (PMSLIC).  Effective  April  1,  the  rate  increase  is  lower 
than  those  granted  to  the  company  and  other  companies  in  recent  years 
Lower  rate  increases  or  even  premium  reductions  for  anesthesiologists, 
neurosurgeons,  and  immunologists  will  result  from  a reduction  in  relativitie: 
for  the  three  specialties. 


Ernest  J.  Sessa  of  Harrisburg  was  selected  February  5 as  executive  director 
of  the  state’s  new  Health  Care  Cost  Containment  Council.  He  has  beer 
employee  benefits  director  of  the  Pennsylvania  Public  Employees  Health  anc 
Welfare  Fund.  The  council  also  authorized  the  leasing  from  Amtrak  of  office 
space  in  Harrisburg’s  historic  and  newly  renovated  railroad  terminal. 


A bill  requiring  group  health  insurance  policies  to  include  basic  coverage 
for  the  treatment  of  mental  disorders  has  been  introduced  in  the  Pennsylvania 
House  of  Representatives.  Representatives  Thomas  Michlovic  and  Ter: 
McVerry,  both  of  Allegheny  County,  are  chief  sponsors  of  the  bill,  which  ha; 
the  support  of  the  Mental  Illness  Insurance  Coalition.  The  coalitio: 
represents  consumers,  family  members  of  the  mentally  ill,  citizen  advocates, 
and  providers  of  mental  health  care  The  Pennsylvania  Psychiatric  Society] 
is  a member  of  the  coalition. 


The  Legislative  Budget  and  Finance  Committee  released  February  18  a report 
recommending  the  continuation  of  the  certificate  of  need  (CON)  program 
of  the  health  department.  The  CON  program  studies  the  projects  of  health 
care  facilities  for  both  construction  and  major  equipment  purchases.  Federal 
government  funding  of  the  activity  ended  with  the  repeal  by  Congress  late 
last  year  of  the  federal  Health  Planning  Act.  The  committee  undertook  the 
study  to  determine  whether  or  not  the  state  should  fund  the  program.  Thej^ 
report  recommended  funding  the  program  for  at  least  three  years  in  light 
of  the  continuation  in  the  rise  of  health  care  costs  in  the  Commonwealth. 
The  report  suggests  that  the  review  should  apply  to  projects  costing  in  excess 
of  $1.5  million.  The  current  threshold  is  $760,000.  Also  recommended  is  an] 
expansion  of  the  process  to  cover  all  major  projects.  Currently  equipment 
purchased  by  some  physicians  in  private  or  group  practice,  joint  ventures, 
or  businesses  is  exempted  from  review. 


The  Pennsylvania  Medical  Society  has  joined  the  AMA’s  campaign  to  oppose 
the  payment  of  physicians  for  the  treatment  of  patients  on  Medicare  by  a 
system  based  on  diagnosis-related  groups  (DRGs).  The  Reagan  Administra- 
tion’s budget  proposal  calls  for  such  payment  for  radiologists, 
anesthesiologists,  and  pathologists  (RAPs)  providing  inpatient  care.  In  a 
Legislative  Alert  February  11,  PMS  urged  its  members  to  support  the  con- 
current resolutions  in  the  House  of  Representatives  and  the  Senate  that  it 
is  not  feasible  or  desirable  to  implement  such  a payment  system.  Represen- 
tative Joseph  Colter  of  the  Fourth  Congressional  District  in  northwestern 
Pennsylvania  is  a chief  sponsor  of  the  House  resolution.  PMS  members  are 
urging  the  other  lawmakers  in  Pennsylvania  to  sign  on  with  him. 
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Many  car  companies  perpetuate  the 
diet  that  a convertible  is  merely  an  existing 
nodel  with  the  roof  lopped  off. 

A belief  henceforth  shattered  with  the 
Traduction  of  the  BMW325i  convertible. 

The  culmination  of  years  of  research 
nd  development  rather  than  days  of  cos- 
netic  surgery  the  325i  has  been  meticu- 
)usly  designed  to  provide  BMW’s  legendary 
tability  within  a whole  new  framework. 

Not  surprisingly,  BMW  began  with  the 


framework  itself,  strengthening  virtually  every 
component  from  fhe  chassis  and  body 
panels  to  such  seemingly  incidental  parts  as 
doorsills  and  seat-belt  attachments. 

Enhancing  the  3251’s  uncanny  agility, 
the  suspension  has  been  modified  to  make 
the  driver  feel  “at  home  straightening  out 
twisty  roads’’ (Car  and  Driver). 

And  a new,  “miraculously  smooth" 
(Britain’s  Motor  Magazine)  168- horsepower; 
2.5-liter,  6- cylinder  engine  offers  an  irresist- 


ible inducement  to  drive  the  car  wide  open. 

All  of  which  has  served  to  produce  a 
convertible  so  highly  evolved,  Europe’s 
leading  automotive  journal,  Auto  Motor  und 
Sport,  proclaimed  the  325i  “alone  on  the 
automotive  landscape.” 

You  can  view  the  car  and  the  landscape 
from  a most  revealing  vantage 
point  when  you  visit  your  author-  (jjm 
ized  BMW  dealer  for  a test  drive.  mHKp 
THE  ULTIMATE  DRIVING  MACHINE  ^*#* 
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SEE  YOUR  AUTHORIZED  BMW  DEALER  FOR  ATHOROUGH  TEST  DRIVE. 


And  five  even  brighter  answers. 


The  Pittsburgh  Laser 
Center  at  St.  Francis  has  been 
receiving  a great  deal  of  atten- 
tion lately.  Ads  are  running  on 
TY  radio  and  in  newspapers. 
Brochures  have  been  distrib- 
uted to  physicians  and  health 
care  consumers.  Now,  your 
patients  will  be  turning  to  you. 

To  help  you  with  their 
questions,  The  Pittsburgh  Laser 
Center  brings  to  light  the  five 
most-asked  questions  about 
laser  surgery,  and  five  illumi- 
nating answers. 

Q • Can  laser  surgery  get 
me  out  of  the  hospital  quicker? 


need  for 
drugs  before, 
during 
and  after 
surgery. 

In  fact, 
the  need 
for 

general 
anesthesia 
can  often  be  eliminated,  lower- 
ing the  risk  of  complications. 


Q. 


Can  surgery  with  lasers 
reduce  the  need  for  transfusions? 


A. 


A 


• Depending  on  your 
problem,  you  may  not  have  to 
stay  in  the  hospital  at  all.  Some 
surgeries  that  once  required  a 
lengthy  hospital  stay  can  now 
be  treated  with  lasers 
endoscopically, 
avoiding  a 
major  in- 
cision. 

Such 
opera- 
tions can 
often  be 
performed 
on  an  outpatient 
basis. 


Because  the  heat  of  the 
laser  beam  seals  blood  vessels 
as  it  cuts,  the  amount  of  blood 
loss  is  much  less  than  with  tra- 
ditional surgery.  Plus,  proce- 
dures occurring  endoscopi- 
cally often  can  eliminate  the 
need  for  major  incisions  that 
may  result  in  massive  blood  loss. 
And  the  less  blood  loss,  the  less 
likelihood  of  needing  a 
blood  transfusion. 


Q. 


Does  laser  surgery 
hurt  less? 


A 


• Laser  techniques  can 
often  make  surgery  less  painful, 
and  therefore  greatly  reduce  the 


Q • Can  having 
laser  surgery  save 
me  money? 

A • YES.  Because 
laser  surgery  is  less  invasive, 
many  of  the 
costs  associated 
with  major 
surgery  can 
be  dramatically 
reduced  or 
completely 
eliminated. 


Where  is  the  best 
place  to  have  laser  surgery? 


A 


• The  Pittsburgh  Laser 
Center  at  St.  Francis.  You’ll  find 
a complete  staff  of  surgeons 
thoroughly  trained  in  the  latest 
laser  techniques,  with  a direct 
line  to  over  100  of  the  world’s 
leading  laser  specialists.  The 
staff  uses  state-of-the-art 
equipment,  with  immediate 
access  to  the  widest  variety  of 
laser  and  related  instruments 
available.  The  Pittsburgh  Laser 
Center  also  features  extensive 
outpatient  procedures,  specially 
developed  to  meet  the  unique 
requirements  of 
outpatient  laser 
surgery  candi- 
dates. 

This 
message 
was  de- 
signed 
to  help 
you  answer 
your  patients’  ques- 
tions about  laser  surgery.  If 
you  have  questions  of  your  own, 
or  if  you  have  not  received  your 
copy  of  our  brochure,  please  call 
The  Pittsburgh  Laser  Center  at 

1-800-648-8877. 

TlieRttsbutgh 
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Enlightened  Medicine. 


editorial 


Surrogacy  questions  involve  ethics 


As  far  back  as  biblical  times  and  perhaps 
even  earlier,  childless  couples  have  sought 
ways  to  expand  their  families.  Today,  there  ex- 
ists a similarly  perceived  need,  and  reproduc- 
tive technology  has  opened  many  new  avenues 
in  this  area.  Strategies  to  bypass  infertility  in- 
clude the  use  of  fertility  drugs;  test  tube  repro- 
duction or  in  vitro  fertilization;  artificial  insem- 
ination from  either  the  husband  or  a donor; 
freezing  for  preservation  of  sperm,  eggs,  or  pre- 
embryos; egg  donation  from  a fertile  donor  to 
an  infertile  recipient;  and  host,  or  surrogate, 
parenting. 

Taking  a page  from  Genesis  (the  story  of  Ja- 
cob and  Rachel),  surrogate  motherhood  has 
again  drawn  the  attention  of  society.  Although 
there  are  many  parentless  and  adoptable  chil- 
dren in  the  world,  they  are  frequently  non- 
white and  older  than  infants.  There  is  a “short- 
age” of  healthy,  white  babies.  Surrogate 
parenting  has  offered  a present  help  in  time  of 
trouble  to  a small,  but  growing  number  of  cou- 
ples seeking  children. 

A surrogate  mother  is  a woman  who  con- 
ceives, carries  and  delivers  a baby,  presumably 
for  an  infertile  couple  although  that  may  not  be 
the  case.  It  is  intended  that  the  child  be  given 
up  for  adoption  to  the  “contracting”  couple 
and  that  the  surrogate  will  renounce  any  paren- 
tal claim.  The  true  medical  indications  for  use 
of  surrogacy  are  relatively  narrow.  They  are  in- 
fertility due  to  lack  of  reproductive  organs, 
health  or  physical  problems  that  would  pre- 
clude the  ability  to  either  become  pregnant  or 
carry  a pregnancy  to  term  without  life- 
threatening  consequences,  or  familial  inherited 
defects. 

Because  surrogacy  is  neither  widely  utilized 
nor  universally  accepted,  data  are  sketchy.  A 
study  by  Philip  Parker,  MD,  in  the  American 
Journal  of  Psychiatry  in  January  1983  re- 
viewed some  of  the  characteristics  of  appli- 
cants for  surrogate  motherhood  that  he  had  the 
opportunity  to  interview.  More  than  half  of  the 
women  were  married  and  of  a Protestant  faith. 
Eighty-nine  percent  asked  a fee.  Slightly  over 
90  percent  of  the  women  had  had  one  previous 
pregnancy.  Parker  observed  that  women  con- 
sented to  enter  into  surrogacy  agreements  for 


money,  for  the  joy  of  the  pregnancy  itself,  and 
for  the  ability  to  give  a child  to  parents  who 
desire  one. 

Words  to  emphasize  in  the  previous  para- 
graphs are  “shortage”  and  “contracting.” 
Probably  the  most  troubling  aspect  of  surro- 
gate motherhood  is  the  prospect  that  commer- 
cialism enters  into  the  arrangement.  Fee  charg- 
ing conjures  up  visions  of  baby  selling.  In  fact, 
some  state  courts  have  heard  cases  on  this  very 
issue.  There  is  a concern  that  money  may  be- 
come the  overriding  factor  in  attracting  surro- 
gates and  that  professional  “brokers”  will  ex- 
ploit both  surrogates  and  couples  seeking 
children. 

It  is  for  this  reason  as  well  as  the  legal  and 
other  ethical  aspects  of  the  situation  that  the 
American  Medical  Association,  the  American 
College  of  Obstetrics  and  Gynecology,  and  the 
American  Fertility  Society  urge  professional 
caution  when  dealing  with  a surrogacy  arrange- 
ment. Physicians  who  are  consulted  on  such 
cases  should  pay  special  attention  to  informed 
consent.  Charges  of  conflict  of  interest  may  be 
avoided  by  agreeing  to  treat  only  one  of  the 
contracting  parties— either  the  surrogate  who 
will  require  most  of  the  professional  medical  at- 
tention or  the  infertile  couple.  Additionally,  all 
necessary  screening  for  genetic  defects  and  in- 
fectious diseases  should  be  pursued.  This  may 
be  especially  critical  if  (1)  a malformed  child  is 
born  because  a genetic  defect  was  not  detected 
or  (2)  a child  is  harmed  because  the  surrogate 
failed  to  exercise  due  care  during  the  preg- 
nancy. 

It  would  seem  logical  that,  with  all  of  the 
other  modes  of  reproduction  now  available,  sur- 
rogacy ought  to  be  the  last  choice.  Perhaps  if 
the  practice  of  surrogate  motherhood  achieves 
greater  acceptance,  the  legislatures  and  the 
courts  will  better  define  the  roles  and  parame- 
ters. Until  then,  the  various  legal  entangle- 
ments and  multitudinous  unresolved  moral  and 
ethical  questions  should  signal  physicians  to 
involve  themselves  in  these  arrangements  only 
with  the  utmost  circumspection. 

David  A.  Smith,  MD 

Medical  Editor 
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TheVicious  Ciide. 


You  know— perhaps  firsthand— how  treating  a borderline 
patient  can  resemble  a vicious  circle.The  harder  you  try  to  help,  the 
more  adamant,  or  even  abusive,  your  patient  becomes,  until  both 
of  you  are  left  frustrated  and  exhausted. 

But  how  do  you  break  the  vicious  circle?  Changing  therapists 
will  only  begin  the  cycle  all  over  again.  And  a brief  hospital  stay 
usually  produces  only  temporary  improvement. 

At  Sheppard  Pratt,  our  experience  has  shown  that  specialized 
inpatient  treatment,  coupled  with  the  opportunity  for  longer  hospital 
stay,  may  be  the  only  effective  way  to  attack  the  vicious  circle  at  its 
very  beginning:  to  root  out  and  resolve  the  deep-seated  problems 
underlying  the  patient’s  longstanding  difficulties. 

The  Personality  Disorder  Program  at  Sheppard  Pratt  is 
designed  to  provide  such  long-term  care.  Our  objective  is  to  bring 
about  lasting  improvement  in  patients  with  personality  disorders. 

The  process  is  not  easy.  Serious  personality  disorders  do  not 
lend  themselves  to  a “quick  fix.”  But  we  are  encouraged  by  the 
number  of  our  patients  who  have,  in  time,  broken 
out  of  the  vicious  circle. 

If  you  would  like  to  know  more  about  the 
Sheppard  Pratt  approach  to  the  borderline  patient 
and  other  patients  with  severe  personality  dis- 
orders, contact  Dr.  Barry  Rudnick,  Admissions 
Officer,  (301)823-8200.  Sheppard  and  Enoch  Pratt 
Hospital,  RO.  Box  6815,  Bdtimore,  MD  21204. 


SHEPPARD  & ENOCH  PRATT 
A COMPREHENSIVE  CENTER 
FOR  TREATMENT, 
EDUCATION  AND  RESEARCH 


newsfronts 


Legislative  reception  highlights  PMS  conference 


State  senators  and  representatives, 
Governor  Robert  P.  Casey,  and  several 
new  cabinet  members  have  been  invited 
to  the  Society’s  Leadership  Conference 
April  21  and  22  at  the  Hershey  Lodge 
and  Convention  Center.  A legislative  re- 
ception capping  the  first  day  of  the  con- 
ference will  give  physician  leaders  an 
opportunity  to  discuss  concerns  person- 
ally with  individual  legislators.  On  the 
morning  of  April  21,  the  Society’s  Hos- 
pital Medical  Staff  Section  will  meet 
prior  to  the  opening  of  the  conference. 

This  year’s  conference  program  be- 
gins at  1 p.m.  on  Tuesday,  April  21,  and 
closes  Wednesday,  April  22,  at  2 p.m., 
and  will  focus  on  the  practice  of  medi- 
cine amid  changes  in  economics  and 
rules.  Speakers  will  discuss  ways  to 
overcome  the  pressures  of  change  and 
to  assure  that  quality  of  care  is  pre- 
served. 

Invitations  to  the  conference  were 
mailed  in  February.  Advanced  registra- 
tion is  required  and  the  deadline  for  reg- 
istration is  March  20.  Participants  earn 
seven  hours  of  Category  1 continuing 
medical  education  credit. 

The  meeting  of  the  PMS  Hospital 
Medical  Staff  Section  (HMSS),  on  Tues- 
day morning  preceding  the  conference, 
will  feature  a program  on  “The  Medical 
Staff  and  PRO  Sanctions.”  Speakers  at 
this  session  will  give  advice  on  respond- 
ing effectively  to  disciplinary  proce- 
dures imposed  by  the  state’s  peer  re- 


Society-endorsed  workshops  on  im- 
proving third  party  reimbursements 
and  establishing  a practice  will  be  pre- 
sented in  March,  April,  and  November 
by  Cononmikes  Associates,  Inc. 

The  one-day  workshop  “How  to  Im- 
prove Third  Party  Reimbursement  and 
Coding,”  will  cover  maximum  reim- 
bursement coding,  follow-up  on  out- 
standing third  party  claims,  reducing 
insurance  claims  rejections,  updating 
Medicare  fee  profiles  and  appealing  in- 
adequate Medicare  reimbursements. 
Dates  and  locations  for  the  seminar  are 
as  follows:  March  17— Harrisburg; 
March  18— Erie;  April  7— King  of  Prus- 


view  organization.  The  meeting  also 
will  include  an  open  forum  for  discus- 
sion of  critical  issues  confronting  medi- 
cal staffs.  Each  hospital  medical  staff  in 
Pennsylvania  is  entitled  to  send  one 
voting  representative  to  the  section’s 
meeting.  To  register  for  the  HMSS 
meeting,  contact  Denise  Zimmerman  at 
PMS,  (717)  763-7151. 

Key  speakers  at  the  Leadership  Con- 
ference are  lecturer  and  consultant  Wil- 
liam R.  Fifer,  MD  (see  his  article  on 
page  24);  AM  A Deputy  Executive  Vice 

PMSLIC  offers  course 

“Consult,”  a new  home  study  publica- 
tion developed  by  the  PMSLIC/PMS 
Risk  Management  Department,  is  a 
one-page,  quarterly  newsletter  on 
medical-legal  issues  that  uses  actual 
case  presentations  for  illustration.  Each 
issue  contains  an  examination,  which 
can  be  completed  and  returned  for  one 
hour  of  Category  1 continuing  medical 
education  credit.  The  examination  cov- 
ers topics  presented  in  the  newsletter. 

Members  of  PMS  receive  “Consult” 
automatically  at  no  charge.  The  first  is- 
sue was  distributed  in  January.  For 
more  information  about  the  new  publi- 
cation, contact  Editor  Judith  R.  Brown, 
RN,  JD,  PMSLIC/PMS  Risk  Manage- 
ment Department,  P.O.  Box  303,  Le- 
moyne,  PA  17043;  (717)  763-4750. 


sia;  and  April  8— Allentown. 

A two-day  seminar,  “How  to  Get 
Started  in  Medical  Practice,”  will  in- 
clude specifics  on  several  topics  includ- 
ing practice  options,  financing,  hiring 
personnel,  designing  an  office,  and 
medical/legal  issues.  Dates  and  loca- 
tions are  as  follows:  April  28-29— 
Harrisburg;  April  30-May  1 — 
Philadelphia;  November  10-11— Harris- 
burg; November  12-13 — Philadelphia. 

More  information  and  registration 
materials  can  be  obtained  by  contacting 
the  PMS  Council  on  Medical  Practice, 
20  Erford  Road,  Lemoyne,  PA  17043; 
(717)  763-7151. 


President  James  Todd,  MD;  and  Uni- 
versity of  Oklahoma  educator  Gordon 
H.  Deckert,  MD. 

Dr.  Fifer,  president  of  the  Minneapo- 
lis health  consulting  firm  of  Clayton, 
Fifer  Associates,  will  open  the  confer- 
ence with  an  overview  of  medical  trends 
that  are  affecting  how  physicians  prac- 
tice. 

Also  scheduled  for  the  first  day  is  a 
“Meet  the  Press”  question  and  answer 
session,  which  will  allow  attendees  to 
discuss  concerns  with  health-related 
cabinet  members.  The  secretaries  of 
health  and  public  welfare,  and  the  new 
insurance  commissioner  have  been  in- 
vited to  participate.  Following  this  ses- 
sion, representatives  from  business,  the 
health  professions  and  government  will 
discuss  cost  and  quality  issues. 

Dr.  Deckert,  professor  and  lecturer 
from  the  University  of  Oklahoma,  will 
end  the  general  program  on  Tuesday 
with  the  presentation,  “Winning  ...  It 
Starts  With  You,”  which  will  give  tips 
on  how  to  cope  with  today’s  health  care 
environment.  The  legislative  reception 
will  wrap  up  the  first  day’s  activities. 

Former  AMA  president  Edward  R. 
Annis,  MD,  will  open  the  second  day 
with  a talk  on  “Enhancing  the  Doctor- 
Patient  Relationship.”  Also  on  Wednes- 
day, five  one-hour  workshops  will  be  of- 
fered and  then  repeated  so  that  each 
attendee  can  participate  in  two.  Topics 
are:  “Building  an  Effective  County 
Medical  Society,”  “The  Regulatory 
Process— How  it  Works,”  “Physician- 
Oriented  Joint  Ventures,”  “Alternative 
Delivery  Systems:  Should  You  Partici- 
pate?” “Techniques  for  Improving  Pa- 
tient Communications,”  and  “Your 
AMA  Connection.” 

The  conference  closes  with  a luncheon 
at  which  Dr.  Todd  will  speak  on  “Lead- 
ership: You  Can  Make  a Difference.” 

Robert  N.  Moyers,  MD,  Meadville,  is 
chairman  of  the  1987  Leadership  Con- 
ference Committee.  Other  members  are: 
R.  William  Alexander,  MD,  Reading; 
Betty  L.  Cottle,  MD,  Hollidaysburg; 
John  Helwig  Jr.,  MD,  Philadelphia; 
David  L.  Miller,  MD,  New  Bethlehem; 
Jonathan  E.  Rhoads  Jr.,  MD,  York;  and 
R.  Robert  Tyson,  MD,  Rome. 


PMS  offers  practice  management  seminars 
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PMS  shows  membership  increase 


Membership  in  the  Pennsylvania 
Medical  Society  grew  to  over  18,000  in 
1986.  Figures  for  the  end  of  1986 
showed  an  overall  increase  of  482  mem- 
bers. 

The  “active”  membership  category 
had  the  largest  increase,  with  a gain  of 
363  members.  The  “first  year  of  prac- 
tice” category  was  second  in  growth, 
with  a gain  of  108  members.  The 
growth  of  363  in  the  active  membership 
category  compares  to  a 1985  growth  of 
154  in  that  same  category.  A total  of 
1,529  new  applications  for  membership 
were  processed  in  1986. 

Of  the  county  medical  societies,  44 
showed  membership  increases  for  1986; 
three  remained  the  same;  and  13  de- 
clined in  membership.  County  societies 
with  a 1986  increase  of  ten  or  more 
members  are:  Allegheny,  Blair,  Bucks, 
Cambria,  Chester,  Dauphin,  Delaware, 
Erie,  Fayette,  Lancaster,  Lycoming, 
Montgomery,  Northampton,  Westmore- 


land, and  York.  The  change  in  the  num- 
ber of  total  active  members  will  allow 
three  county  societies— Chester,  Fay- 
ette, and  Lycoming— to  increase  their 


representation  at  the  1987  Annual 
Meeting  by  one  delegate  each. 

The  accompanying  table  shows  mem- 
bership by  category  for  1985  and  1986. 


Membership  by  Category  for  1985  and  1986 


Membership 

December 

December 

category 

1985 

1986 

Difference 

Active 

1 1 ,487 

11,850 

+ 363 

First  year  practice 

296 

404 

+ 108 

Second  year  practice 

488 

468 

- 20 

Senior 

721 

726 

+ 5 

Resident 

1,367 

1,349 

- 18 

Student 

576 

580 

+ 4 

Military 

24 

25 

+ 1 

Disability 

197 

207 

+ 10 

Associate 

1,988 

1,995 

+ 7 

Total  members  for 
CMS  delegate  count 

17,144 

17,604 

+ 460 

Affiliate 

400 

422 

+ 22 

Total  PMS  membership 

17,544 

18,026 

+ 482 

Philadelphia  symposium  focuses  on  spirituality 


The  Philadelphia  County  Medical  So- 
ciety will  sponsor  the  symposium  “Pas- 
toral Services  and  Spiritual  Care,”  on 
April  22,  1987,  from  2:45-9  p.m.  The 
program,  designed  for  medical  staff 
physicians  and  clergy,  will  feature  dis- 
cussions on  pastoral  services  in  hospi- 
tals and  the  role  of  spirituality  in  heal- 
ing. It  will  be  held  at  the  county 
society’s  building  at  2100  Spring  Gar- 
den Street,  Philadelphia. 

Three  physicians  who  are  also  mem- 
bers of  the  clergy  will  address  the 
group.  The  Rev.  Paul  A.  Qualben,  MD, 
a psychiatrist  at  the  Lutheran  Medical 
Center  in  New  York  City,  will  talk  about 
“The  Misuse  of  Religion  in  the  Healing 
Process.”  A Philadelphia  physician  and 
Jesuit  priest,  the  Rev.  Edward  C.  Brad- 
ley, MD,  will  speak  on  “The  Ultimate 
Truth— Me,  You,  and  God.”  The  Rev. 
William  N.  Beachy,  MD,  an  internist  at 
St.  Lukes  Hospital  in  Kansas  City,  Mis- 
souri, will  discuss  “Whole  Medicine  by 
Whole  Persons.” 

In  addition  to  the  speakers,  partici- 
pants may  choose  to  attend  one  of  three 
workshops— Communications,  Collabo- 
ration, or  Decision  Making.  Registra- 
tion for  the  symposium  is  $20  for  physi- 


cians and  clergy,  $10  for  students,  and 
includes  dinner.  The  deadline  for  regis- 
tration is  April  15.  For  more  informa- 
tion or  to  register,  contact  Dolores 


Kozlow,  Philadelphia  County  Medical 
Society,  2100  Spring  Garden  Street, 
Philadelphia  19130;  telephone  (215)  563- 
5344. 


Dr.  Barton  leads  Dauphin  CMS 


F.  Jane  Barton,  MD,  Harrisburg,  is 
the  new  president  of  the  Dauphin 
County  Medical  Society  (CMS).  A 


Board  certified  ophthalmologist  in  solo 
practice,  Dr.  Barton  is  the  first  woman 
to  lead  the  121-year  old  society. 

After  earning  her  medical  degree  at 
the  Medical  College  of  Pennsylvania, 
Dr.  Barton  served  an  internship  at  Har- 
risburg Hospital  and  completed  a resi- 
dency in  ophthalmology  at  Wills  Eye 
Hospital,  Philadelphia.  She  is  currently 
on  the  medical  staffs  of  Harrisburg 
Hospital,  Holy  Spirit  Hospital  in  Camp 
Hill,  and  Wills  Eye  Hospital,  where  she 
is  also  a member  of  the  teaching  staff  of 
the  general  ophthalmology  service. 

Other  physicians  taking  office  with 
Dr.  Barton  are  A.  David  Froehlich,  MD, 
Camp  Hill,  president  elect;  Joseph  J. 
Trautlein,  MD,  Hershey,  first  vice  presi- 
dent; Jesse  A.  Weigel,  MD,  Harrisburg, 
second  vice  president;  and  Bradford  K. 
Strock,  MD,  Harrisburg,  secretary- 
treasurer. 
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Elcomp.. .the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


i It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


i w Data  General 


Personal 

Computers 


EUEIIF'  systems,  ins. 


Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(412)  937-0690 
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ACR  president  serves  the  arts  and  medicine 


Karen  K.  Davis 

“I  grew  up  with  opera,”  said  Pitts- 
burgh radiologist  Joseph  A.  Marasco 
Jr.,  MD.  “My  mother  was  an  opera  fan 
and  my  family  is  still  going  to  perfor- 
mances. In  fact,  at  any  opening  perfor- 
mance of  the  Pittsburgh  opera,  besides 
my  wife  and  me,  scattered  through  the 
hall  are  several  of  my  cousins;  we’re  an 
opera-going  family.” 

This  affinity  for  music,  developed 
throughout  his  life,  spurred  the  Pitts- 
burgh specialist,  who  is  currently  presi- 
dent of  the  American  College  of  Radiol- 
ogy, to  become  involved  in  an  activity 
unrelated  to  his  chosen  profession.  For 
over  11  years  he  has  served  in  various 
positions  on  the  board  of  the  Pitts- 
burgh opera,  helping  to  guide  this  arts 
organization  to  excellence. 

Chance  meeting 

Dr.  Marasco  became  active  with  the 
city’s  opera  company  by  chance:  At  a 
social  event  he  sat  at  a table  with  the 
then  general  manager  of  the  Pittsburgh 
opera.  Dr.  Marasco’s  interest  in  opera 
led  the  general  manager  to  suggest  he 
serve  on  its  board  of  directors. 

Dr.  Marasco  joined  the  opera’s  board, 
and  after  serving  for  a time,  found  that 
although  he  was  “happy  to  see  what  we 
were  doing,”  he  felt  “we  had  to  set 
higher  objectives  for  our  company  in  or- 
der to  compete  artistically  and  attract 
the  interest  of  our  community.”  When, 
after  working  on  various  committees, 
he  was  asked  to  serve  as  senior  vice 
president  of  the  organization,  Dr. 


Marasco  asked  the  board  to  make  a 
firm  commitment  to  excellence.  “The 
board  supported  the  idea  and  we  set  out 
to  make  this  a first-rate  opera.” 

When  he  was  named  president  of  the 
opera  company  a year  later  one  of  his 
first  projects  was  to  hire  a new  artistic 
director  who  could  later  fill  the  shoes  of 
the  retiring  general  manager.  After  con- 
sulting several  nationally  prominent  op- 
era managers,  the  board  secured  Tito 
Capobianco,  former  general  director  of 
the  San  Diego  opera.  “Tito  is  well  re- 
spected professionally  throughout  the 
world,”  Dr.  M%rasco  said,  “and  we  are 
fortunate  to  have  him  with  our  organi- 
zation. 

“I  think  the  company  has  been 
turned  around,”  he  continued.  “As  with 
any  arts  organization,  the  name  of  the 
game  is  fund-raising,  and  we’ve  had 
some  tight  finances,  as  every  company 
has.  But  our  budget  is  more  than  dou- 
ble what  it  was  when  I first  became  in- 
volved with  the  company,  and  the  artis- 
tic quality  has  risen  also.” 

“It’s  a matter  of  pride— our  local 
pride— to  have  an  excellent  company  in 
our  city;  that  pride  has  helped  to  move 
things  along,”  he  said. 

Dr.  Marasco  served  three  years  as 
president  of  the  organization  before  re- 
linquishing it,  two  years  ago,  to  Charles 
Parry,  the  chairman  of  the  board  of  Alu- 
minum Company  of  America  (ALCOA). 
“I  feel  an  arts  organization  needs  con- 
stant infusion  of  new  blood,  of  new  in- 
terest and  enthusiasm.  I’m  delighted  to 
have  a corporate  executive  in  the  presi- 


dency of  the  company.  I think  it’s  a pos- 
itive step  to  moving  forward,”  Dr. 
Marasco  said.  The  physician  currently 
serves  the  opera  as  executive  vice  presi- 
dent. 

“The  fact  that  we’ve  had  such  fine 
success  with  the  company  has  made  us 
enthusiastic,”  he  said,  adding  that  this 
year  the  company  moves  into  a new 
hall,  the  Benedum  Center  for  the  Per- 
forming Arts,  which  the  Pittsburgh  op- 
era, with  other  city  arts  organizations, 
helped  build. 

“We  have  Luciano  Pavarotti  for  the 
opening  concert,  and  Ghena  Dimitrova 
and  Jose  Carreras  will  sing  the  opening 
opera— so  we  have  some  spectacular 
things  lined  up  this  year! 

“We  try  to  bring  in  the  internation- 
ally famous  singers,  but  we  also  have  a 
mission  to  give  young  American  sing- 
ers an  opportunity  to  develop  and  per- 
form professionally.  I am  working  now 
with  the  Education  Committee  on  the 
Pittsburgh  Opera  Center,  a structure 
that  permits  us  to  have  master  classes 
for  young  singers.  For  example,  the 
three  witches  in  our  production  of  ‘Mac- 
Beth’  last  year  were  all  young  female 
singers  who  have  been  involved  in  the 
Opera  Center.  They  were  showcased  in 
that  production.  When  we  can  use  local 
talent— local  American  talent  and  local 
Pittsburgh  talent— we  do  so,”  Dr. 
Marasco  said.  The  company  is  also 
working  with  local  professionals  to  de- 
velop its  own  orchestra. 

“What  we  generally  do  is  pick  one  op- 
era out  of  the  five  or  six  we  do  a season 
that  is  not  in  the  standard  repertoire. 
We  stick  with  four  or  five  of  the  great 
operas  that  people  are  familiar  with  and 
love,  and  we  choose  one  that  is  avant- 
garde,”  he  said.  Next  season,  the  com- 
pany plans  a world  premiere  of  an  opera 
by  Leonardo  Balada,  the  composer  in 
residence  at  Carnegie  Mellon  Univer- 
sity. The  opera,  entitled  “Zapata,”  is  the 
story  of  the  Mexican  revolutionary, 
Emiliano  Zapata.  “Sherrill  Milnes  will 
play  the  lead,”  Dr.  Marasco  reported. 

Hometown  Pittsburgh 

Born  and  raised  in  Pittsburgh,  Dr. 
Marasco  attended  city  schools  and  com- 
pleted both  his  undergraduate  and  med- 
ical education  at  the  University  of 
Pittsburgh.  After  an  internship  at  St. 


Society  executive’s  second  novel  published 


David  H.  Small,  associate  executive 
vice  president  of  the  Pennsylvania  Med- 
ical Society,  has  published  his  second 
novel,  “The  River  in  Winter.”  The  book, 
which  was  released  by  W.W.  Norton  and 
Company,  New  York,  is  320  pages  and 
sells  for  $16.95. 

Publishers  Weekly  described  the  new 
book  as  “the  hard  life  of  a New  England 
teenager,  born  to  a flirtatious  mother 
and  the  salesman  forced  to  marry  her, 
told  in  a straightforward,  distinctive 
voice  that  captures  its  narrator’s  lower- 
class  origins  and  his  bleak  existence.” 
“Those  who  can  accept  the  world 


view— where  man  is  alone  against  the 
universe,  with  his  trusty  dog,  integrity 
and  resourcefulness— will  find  “The 
River  in  Winter”  tautly  written  and 
highly  readable,”  the  New  York  Times 
Book  Review  said. 

Small  was  born  in  Gardiner,  Maine, 
and  earned  his  bachelor’s  degree  in  En- 
glish literature  at  Franklin  and  Mar- 
shall College,  Lancaster.  His  first  novel, 
“Almost  Famous,”  was  an  American 
Book  Award  finalist  in  1982.  He  re- 
ceived a Guggenheim  Fellowship  for 
the  year  beginning  July  1986,  and  cur- 
rently is  working  on  his  third  novel. 
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To  showyou  how  many 
hypertensives  stayed  on 

INDERAL  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073patients(90°/o)who  started  on 
INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 


Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 


Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 


The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma, 

'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA, 
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INDERAL  LA 


ONCE-DAILY 


LONG  ACTING 
CAPSULES 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information. 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 
INDERAL  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonseleclive  beta-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta  adrenergic  receplor  stimulating  agents  tor  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses lo  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80,  120,  and  160  mg)  release  propranolol  HCI  al  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  Ihe  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  ol  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  Ihose  of  two  to  four 
limes  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  al  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  Ihe  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  ( 1 ) decreased 
cardiac  output,  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction.  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity. 

In  dosages  greater  than  required  for  beta  blockade.  INDERAL  also  exerts  a quinidme-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  o!  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  Ihis  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
Blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 
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IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


lo  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
hear!  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  ol  beta-recep- 
lor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , dobutamme 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  Ihe  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  ol  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pme  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension. 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  ot  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects  at  any  of  the 
dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 

Raynaud  type 

Central  Nervous  System  lightheadedness; 
mentai  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental 
depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsycho- 
metrics 

Gastrointestinal . nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 

Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie  s disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved. 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  _A  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS  — 80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
imited  to  permit  adequate  directions  for  use 
'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

REFERENCES: 

1.  INDERAL  LA  National  Compliance  Evaluation  Program  Data  on  fife,  Ayerst  Laboratories 

2.  Ravid  M,  Lang  R,  Jutnn  I The  relative  antihypertensive  potency  of  propranolol,  oxprenolol. 
atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985;  145  1321-1323 
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Francis  Hospital,  he  served  for  two 
years  in  the  U.S.  Navy.  When  he  was 
discharged,  Dr.  Marasco  trained  in  radi- 
ology at  Philadelphia  Veterans  Admin- 
istration Hospital  and  then  came  back 
to  his  hometown  to  settle  down.  He  cur- 
rently directs  the  radiology  department 
at  Forbes  Health  System  in  Pittsburgh 
and  the  diagnostic  radiology  depart- 
ment at  St.  Francis  Medical  Center.  He 
is  clinical  associate  professor  of  radiol- 
ogy at  the  University  of  Pittsburgh 
School  of  Medicine. 

Dr.  Marasco  has  been  an  active  mem- 
ber of  his  specialty’s  organizations.  Be- 
fore his  election  to  the  presidency  of  the 
American  College  of  Radiology,  he 
served  that  group  as  secretary-trea- 
surer, and  as  chairman  of  the  Board  of 
Chancellors.  He  is  a past  president  of 
the  Pennsylvania  Radiological  Society 
and  the  Pittsburgh  Roentgen  Society, 
and  a member  of  the  American  Roent- 
gen Ray  Society,  the  Society  of  Mag- 
netic Resonance  in  Medicine,  the  Radio- 
logical Society  of  North  America,  the 
Society  of  Gastrointestinal  Radiolo- 
gists, and  the  Eastern  Radiological  So- 
ciety. 

Art  and  medicine 

“As  physicians,  we  spend  so  much 
time  becoming  technically  competent, 
we  sometimes  overlook  other  variables 
of  life,”  Dr.  Marasco  said.  “Yes,  we 
must  have  comprehensive  knowledge 
about  what  we’re  doing,  but  that 

Radon  symposium 
scheduled  in  Harrisburg 

A symposium  on  radon  and  its  risks 
is  scheduled  for  April  3 and  4 in  Harris- 
burg. The  program  will  feature  discus- 
sions on  the  geology  of  radon,  its  health 
effects  and  measurement,  and  how  to 
rid  a home  of  radon.  The  Susquehanna 
Valley  Health  Physics  Association  is 
sponsoring  the  program  in  cooperation 
with  the  American  Medical  Association 
and  the  U.S.  Environmental  Protection 
Agency. 

The  symposium  will  be  held  at  the 
Sheraton  East  in  Harrisburg.  The  regis- 
tration fee  for  both  days  is  $45  and  in- 
cludes dinner  on  Friday,  April  3.  To  at- 
tend the  second  day’s  program  only,  the 
fee  is  $5.  The  deadline  for  registration  is 
March  27.  For  more  information,  or  to 
register,  contact  Marge  Garman  at  the 
Milton  S.  Hershey  Medical  Center,  (717) 
531-6739. 


doesn’t  equate  to  having  everything  in 
our  lives  tied  to  medicine. 

“I  think  the  arts  are  mechanisms  to 
make  physicians  more  human.  An  ap- 
preciation of  the  arts  adds  a level  of  hu- 
manity to  the  physician’s  interaction 
with  people.”  Dr.  Marasco  said  that  al- 
though his  musical  activities  take  him 
away  from  the  realm  of  medicine,  they 
also  “are  important  to  my  development 
as  a physician.” 

He  continued,  “I  believe  a society 
that  does  not  take  any  direction  from 
the  arts  is  a dead  society.  The  arts  make 
life  worth  living  as  far  as  I’m  personally 
concerned.  For  me,  hearing  a symphony 
or  an  opera  has  a spiritual  connection; 


it’s  akin  to  religion.  It  is  a moving  expe- 
rience. The  arts  are  part  of  our  spiritual 
heritage. 

“My  primary  obligation  is  to  perform 
as  a first  class  physician;  I think  I can 
do  a better  job  if  I have  some  other  pur- 
suits as  well,”  he  summed  up. 

So  Dr.  Marasco  will  continue  to  turn 
to  his  music:  “I  often  listen  to  tapes  of 
operas,  especially  when  I have  to  do  any 
long  automobile  traveling.  ‘Rigoletto’  is 
one  of  my  favorites.  Being  of  Italian 
background  and  having  grown  up  with 
the  Italian  opera  because  of  my  moth- 
er’s interest,  I tend  to  gravitate  to 
those  works,”  he  said,  adding,  “My  li- 
cence plate  says  ‘Verdi.’  ” 
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both  its  rewards  and  its  headaches.  If  you  would  like 
more  time  to  enjoy  the  rewards  of  your  profession — if  you 
would  like  to  spend  more  time  practicing  medicine  and 
less  time  administering  your  practice — if  you  would  like  to 
talk  with  someone  who  understands  the  problems  and 
frustrations  of  an  active  practice,  please  call  us. 

At  Professional  Practice  Management,  Inc.,  we  can 
provide  just  the  right  level  of  support  you  personally  need 
in  your  office.  We  provide  our  consulting  services  the  way 
you  practice  medicine — with  professionalism  and  concern. 

For  more  information: 

Professional  practice  management,  inc. 

Medical  Arts  Building,  Suite  317 

890  Poplar  Church  Road,  Camp  Hill,  PA  17011 

(717)  761-6734 
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Society  Board  appoints  PaMPAC  representatives 


The  PMS  Board  of  Trustees  has 
elected  representatives  from  the  12  dis- 
tricts to  the  Board  of  Directors  of  the 
Pennsylvania  Medical  Political  Action 
Committee  (PaMPAC). 

They  are  as  follows:  Timothy  J.  Mi- 
chals,  MD,  Philadelphia— First  Dis- 
trict: Thomas  J.  Kardish,  MD, 


Southampton— Second  District;  Wil- 
fred E.  Vogler  Jr.,  MD,  Bethlehem- 
Third  District;  David  C.  Scicchitano, 
MD— Fourth  District. 

Roland  A.  Loeb,  MD,  Lancaster,  rep- 
resents the  Fifth  District;  Harold  R. 
Cottle,  MD,  Hollidaysburg— Sixth  Dis- 
trict; William  R.  Beltz,  MD,  Williams- 


port-Seventh District;  and  Joseph  R. 
McClellan,  MD,  Erie— Eighth  District. 

Carol  N.  Maurer,  MD,  Oil  City  repre- 
sents the  Ninth  District;  Eugene  W. 
Herron,  MD,  Delmont— Tenth  District; 
John  F.  Weldon,  MD,  Monongahela— 
Eleventh  District,  and  Victor  F.  Greco, 
MD,  Drums— Twelfth  District. 


Seven  new  trauma  centers  designated 


Seven  Pennsylvania  hospitals  re- 
cently were  accredited  as  trauma  cen- 
ters by  the  Pennsylvania  Trauma  Sy- 
tems  Foundation,  the  organization  that 
directs  a voluntary  accreditation  pro- 
gram for  trauma  centers. 

Four  of  the  seven  hospitals  were 
named  Level  I Regional  Resource 
Trauma  Centers.  Presbyterian  Univer- 
sity Hospital,  Pittsburgh;  Albert  Ein- 
stein Medical  Center,  Philadelphia; 
Thomas  Jefferson  University  Hospital, 
Philadelphia;  and  Mercy  Hospital, 
Pittsburgh,  were  granted  Level  I sta- 
tus. 

Two  hospitals  were  designated  Level 
II  Regional  Trauma  Centers.  They  are 
Crozer  Chester  Medical  Center,  Chester; 
and  Brandywine  Hospital,  Cain  Town- 
ship. 


“Preserving  Tradition,  Embracing 
Change:  A Film  About  American  Medi- 
cine,” is  available  from  the  Pennsylva- 
nia Medical  Society  for  playing  over 
hospital  closed  circuit  systems.  This  29- 
minute  video  explores  and  analyzes, 
from  the  perspective  of  physicians  and 
hospitals,  the  significant  issues  facing 
health  care  nationwide.  Narrated  by 
Martin  Landau,  the  film  examines  pa- 
tient expectations,  cost,  new  technol- 
ogy, reimbursement  mechanisms,  un- 


One  hospital,  Children’s  Hospital  of 
Pittsburgh,  was  designated  a Level  I 
Pediatric  Regional  Resource  Trauma 
Center.  The  other  Level  I Pediatric 
Trauma  Center,  the  Children's  Hospital 
of  Philadelphia,  was  designated  in  Octo- 
ber 1986. 

Trauma  centers  maintain  resources 
needed  to  provide  efficient  surgical  in- 
tervention for  the  three  to  five  percent 
of  emergency  victims  with  severe,  life- 
threatening  injuries.  Hospitals  at  both 
levels  are  required  to  have  trauma  spe- 
cialists in  house  at  all  times.  Level  I 
centers  must  maintain  trauma  research 
and  education  programs  in  addition  to 
providing  clinical  care. 

The  Pennsylvania  Trauma  Systems 
Foundation  accepts  applications  for 
trauma  center  designation,  and  trauma 


compensated  care,  medical  liability,  and 
the  government’s  effect  on  health  care 
delivery. 

This  video  has  been  customized  from 
the  original,  which  was  produced  by  the 
Oklahoma  State  Medical  Society.  A 
copy  can  be  obtained  from  the  Commit- 
tee on  Public  Relations  of  the  Pennsyl- 
vania Medical  Society,  20  Erford  Road, 
Lemoyne,  PA  17043;  telephone  (717) 
763-7151.  Please  indicate  format  when 
ordering:  3/4-inch,  VHS,  Beta. 


experts  from  across  the  United  States 
survey  hospitals  that  apply.  Programs 
at  new  centers  are  reviewed  for  reac- 
creditation after  one  year.  After  the 
first  year’s  reassessment,  they  are  sur- 
veyed every  two  years. 

Added  to  the  nine  hospitals  previ- 
ously named  trauma  centers,  the  seven 
new  trauma  centers  bring  the  current 
total  in  the  state  to  16.  The  nine  hospi- 
tals designated  last  year  are:  Allegheny 
General  Hospital,  Pittsburgh;  Chil- 
dren’s Hospital  of  Philadelphia; 
Frankford  Hospital,  Philadelphia; 
Geisinger  Medical  Center,  Danville; 
Hahnemann  University  Hospital,  Phil- 
adelphia; Lehigh  Valley  Hospital  Cen- 
ter, Allentown;  Milton  S.  Hershey  Medi- 
cal Center,  Hershey;  Robert  Packer 
Hospital,  Sayre;  and  York  Hospital. 


age  about  the  use  of  seat  belts  and  car 
safety  seats.  These  materials  help 
health  professionals  to  communicate 
this  message.  They  can  also  be  used  as 
a foundation  in  establishing  a bulletin 
board  in  OB/GYN  offices  and  on  the 
matemity/pediatric  floor  of  the  hospi- 
tal. 

The  Pennsylvania  Chapter  of  the 
American  Academy  of  Pediatrics 
(which  sponsors  the  Pennsylvania  Child 
Passenger  Safety  Project)  can  offer 
you: 

• a speaker's  network  (available  to 
do  staff  training  in  passenger  pro- 
tection); 

• current  literature  and  pamphlets; 

• information  about  car  safety  seat 
use  for  handicapped  children; 

• a statewide  loan  program  listing 
county  locations. 

For  more  information  in  Pennsylva- 
nia, call  1-800-CAR-BELT.  Outside  of 
Pennsylvania,  call  (215)  649-9117. 


Specialty  societies  promote  safety  seat,  belt  use 


The  Pennsylvania  Chapter  of  the 
American  Academy  of  Pediatrics,  the 
Nursing  Foundation  of  Pennsylvania, 
and  the  Pennsylvania  Section  of  the 
American  College  of  Obstetrics  and 
Gynecology  (ACOG)  have  recently 
joined  in  an  effort  to  promote  seat  belt 
use  among  pregnant  women  and  car 
safety  seat  use  for  new-boms. 


In  order  to  accomplish  this  on  a state- 
wide level,  over  1,400  complimentary 
packets  of  materials  have  been  devel- 
oped and  distributed  to  all  ACOG  mem- 
bers, all  birthing  centers,  and  all  hospi- 
tals with  a maternity  floor  or  NICU 
(Levels  I and  II). 

Physicians  may  want  to  educate 
Pennsylvania  families  of  child-bearing 


Film  on  American  medicine  available 
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THE  PHILADELPHIA  SOCIETY  OF 
FACIAL  PLASTIC  SURGEONS,  INC. 


Cordially  invites  you  to  attend 


Pitfalls  in  Blepharoplasty 

Guest  Lecturer 

Thomas  D.  Rees,  M.D.,  F.A.C.S. 

Clinical  Professor  of  Surgery 
New  York  University  School  of  Medicine 


Date:  Thursday,  April  23,  1987 

Time:  6:30  P.M.  - Meeting 
7:30  P.M.  - Cocktails 
8:00  P.M.  - Dinner  and  Discussion 

Place:  College  of  Physicians 
19  South  22nd  Street 
Philadelphia,  PA  19103 

Program  approved  for  Category  1 
CME  Credits  by  Temple  University 
School  of  Medicine 


For  Reservations  or  More  Information  Contact: 
Dotty  Rassmann, 

Department  of  Otolaryngology 
Jefferson  Medical  College 
Philadelphia,  PA  19107 
(215)  928-6784 


newsfronts 


Infant  deaths  in  state  increase  in  1985 


Provisional  statistics  for  1985  show 
that  the  number  of  resident  infant 
deaths  for  Pennsylvania  rose  from 
1,634  in  1984  to  1,734  in  1985,  an  in- 
crease of  6.1  percent  in  1984.  Due  to 
this  increase,  the  corresponding  infant 
death  rate  also  rose  from  10.4  infant 
deaths  per  1,000  live  births  in  1984  to 
10.8  in  1985.  This  is  the  first  increase  in 
the  annual  state  rate  since  1974.  The 
last  increase  in  the  number  of  infant 
deaths  occurred  in  1979. 

Sixty-nine  percent  of  these  deaths  for 
1985  occurred  during  the  neonatal  pe- 
riod (the  first  27  days  of  life)  and  31  per- 


cent in  the  postneonatal  period  (28-364 
days). 

When  broken  down  by  race,  the  in- 
fant death  rate  for  whites  increased 
from  8.8  in  1984  to  9.4  in  1985.  The  in- 
crease among  whites  can  be  mainly  at- 
tributed to  a higher  number  of  neonatal 
deaths  in  1985.  The  number  of  infant 
deaths  among  all  other  races  increased 
very  slightly  from  448  in  1984  to  458  in 
1985.  However,  the  infant  death  rate  for 
this  group  declined  from  20.0  in  1984  to 
18.8  in  1985.  The  combination  of  an  in- 
crease in  the  rate  for  whites  and  a de- 
crease in  the  rate  among  races  other 


than  white  has  not  occurred  in  the  same 
year  since  1962,  which  was  also  the  last 
year  the  infant  death  rate  for  whites  in- 
creased. Despite  the  decline  in  the  rate 
for  races  other  than  white,  the  1985  rate 
among  these  races  is  still  twice  that  for 
whites. 

The  accompanying  table  shows  the 
number  and  rate  of  total  infant  deaths 
by  race  for  1984  and  1985.  For  addi- 
tional information,  contact  the  Health 
Data  Center  at  (717)  783-0292. 

Source:  Statistical  News  from  the 
Health  Data  Center,  Vol  9,  No.  6,  No- 
vember 1986. 


Resident  Infant  Deaths  by  Race,  Number  and  Rate' Pennsylvania:  1984  and  1985 

Total  Infant  Neonatal  Postneonatal 

Deaths  Deaths Deaths  


year 

number 

rate 

number 

rate 

number 

rate 

Total  (all  races) 

1985 

1,734 

10.8 

1,201 

7.5 

533 

3.3 

1984 

1,634 

10.4 

1,129 

7.2 

505 

3.2 

White  race 

1985 

1,276 

9.4 

896 

6.6 

380 

2.8 

1984 

1,186 

8.8 

822 

6.1 

364 

2.7 

All  other  races 

1985 

458 

18.8 

305 

12.5 

153 

6.3 

1984 

448 

20.0 

307 

13.7 

141 

6.3 

‘Rate  per  1,000  resident  live  births  lor  specified  races  and  year. 
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The  Comprehensive  Headache  Center 

at  The  Germantown  Hospital  and  Medical  Center 

in  cooperation  with  Temple  University  School  of  Medicine,  Department  of  Neurology 
Presents 

Third  Annual- 

A HEADACHE  SYMPOSIUM 

Hew  Advances  in  Headache  Treatment 

Moderator:  Stephen  D.  Silberstein,  M.D. 

Chief,  Neurology  Section  and  Co-Director 
Comprehensive  Headache  Center 
The  Germantown  Hospital  and  Medical  Center 
Associate  Professor  of  Neurology,  Temple  University 


Saturday,  April 4,  1987  8:30  AM-3:00  P.M. 
at  The  Germantown  Hospital  and  Medical  Center 

One  Penn  Boulevard,  Philadelphia,  Pa. 

(adjacent  to  LaSalle  University  at  the  intersection 
of  Wister,  Chew  and  Olney  Avenues) 


Featured  Speakers  and  Topics: 


Welcoming  Remarks 

Wallace  McCune,  M.D. 

Professor  of  Medicine 

Temple  University  School  of  Medicine 

The  Germantown  Hospital  and  Medical  Center 

Psychological  Aspects  of  Migraine 

Fred  D.  Sheftell,  M.D. 

Director,  New  England  Center  for  Headache 
Clinical  Assistant  Professor, 

Department  of  Psychiatry, 

New  York  Medical  College 

Headache  and  the  Pathophysiology  of  Migraine 

James  W.  Lance,  M.D. 

Chairman,  Department  of  Neurology, 

Prince  Henry  and  Prince  of  Wales  Hospital; 
Professor  of  Neurology,  University  of  South  Wales, 
Sydney,  Australia 


Migraine  in  the  Emergency  Room 

Elliott  A.  Schulman,  M.D. 

Attending  Neurologist  & Co-Director 
Comprehensive  Headache  Center 
The  Germantown  Hospital  and  Medical  Center 
Assistant  Professor  of  Neurology, 

Temple  University 

Evaluation  and  Management  of  Chronic 
Facial  Pain 

Raymond  J.  Maciewicz,  M.D. 

Assistant  Professor  of  Neurology  and 
NeuroScience, 

Harvard  Medical  School 
Assistant  Neurologist, 

Massachusetts  General  Hospital 


Additional  participants  will  include: 

Gregory  J.  Tramuta,  M.D.,  Psychiatrist  and  Co  Director,  The  Comprehensive  Headache  Center;  Clinical  Assistant 
Professor  of  Psychiatry,  Temple  University. 

Ronald  S.  Kaiser,  Ph.D.,  Clinical  Psychologist  and  Co-Director,  The  Comprehensive  Headache  Center;  Assistant 
Professor  of  Psychology,  Hahnemann  University. 

Joseph  P.  Primavera  III,  M.A.,  Clinical  Psychologist  and  Co  Director,  The  Comprehensive  Headache  Center;  Vocational 
Services  Director  of  The  Rehabilitation  Diagnostic  Center,  The  Germantown  Hospital  and  Medical  Center. 

A roundtable  discussion  will  include  controversial  topics  in  headache  management  and  difficult  cases. 

* Plan  to  bring  your  difficult  cases  for  discussion. 

Credit:  Registration  Fee: 

4.5  credit  hours  in  $1  5.00  includes  coffee  breaks,  lunch  and 

Category  I credit  provided  registration  material, 

it  is  completed  as  Please  make  checks  payable  to: 

designed.  A.  A.  F.P.  The  Germantown  Hospital  and 

prescribed  credits.  and  sencj  by  March  30,  1987  to: 

AOA  credit. 

The  Comprehensive  Headache  Center 

The  Germantown  Hospital  and  Medical 
One  Penn  Boulevard,  Philadelphia,  PA 
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special  feature 


They’re  talking 

William  R.  Filer,  MD,  FACP 

In  a recent  publication,  Arnold  Mil- 
stein  said  “As  American  employers, 
their  insurers,  and  their  benefit  consul- 
tants make  the  transition  from  passive 
health  care  reimbursers  to  active  health 
system  managers,  access  to  conclusive 
quality  measures  will  become  critical.’ 1 
General  Motors  Corp.,  like  other  large 
buyers  of  care,  directed  its  employees  to 
HMOs,  PPOs,  and  managed  indemnity 
options,  only  to  wonder  later  what  they 
were  getting,  in  terms  of  quality.  Nu- 
merous employers  have  switched  to 
self-insured  status,  hired  third  party  ad- 
ministrators to  process  claims  and  to 
provide  them  with  utilization  data,  only 
to  realize  that  such  data  beg  the  quality 
question. 

A new  era  of  concern  for  quality  has 
arrived,  produced  by  buyers  hungry  for 
information  about  valid  measures  and 
results.  In  this  paper,  we’ll  examine  the 
rationale  for  the  tidal  wave  of  concern, 
offer  some  prognoses  about  the  likeli- 
hood that  the  buyers’  questions  will  be 
answered  to  their  satisfaction,  and  at- 
tempt to  put  the  whole  new  generation 
of  quality  concerns  into  historical  per- 
spective. 

The  first  quality  “crisis” 

The  decade  of  1965  to  1975  was  a 
time  of  great  concern  with  medical  care 
quality,  whipped  at  times  into  the  froth 
of  a quality  “crisis.”  The  Regional  Med- 
ical Program  (RMP)  was  born  in  1965  of 
the  concern  that  the  leading  causes  of 
death  (then  heart  disease,  cancer,  and 
stroke)  could  be  eliminated,  or  their  im- 
pact minimized,  by  reshaping  the  deliv- 
ery. system  into  a regional  configura- 
tion. The  blueprint  called  for  regional 
referral  centers  (usually  academic 
health  centers)  to  disseminate  knowl- 
edge and  consulting  skills  to  “the  pe- 
riphery,” in  turn  receiving  from  the  pe- 
riphery complex  cases  that  could  be 
optimally  managed  only  by  using  the 
sophisticated  resources  of  the  referral 
center.  The  assumption  of  RMP  was 
that  a quality  “gradient"  had  developed 
as  a result  of  rapid  technologic  innova- 
tion and  an  “explosion”  of  knowledge. 


about  quality,  again! 


(Most  of  the  state  programs  empha- 
sized the  provision  of  continuing  educa- 
tion to  help  close  the  “knowledge  gap.”) 

Notwithstanding  the  fact  that  the 
Regional  Medical  Program  did  not  elim- 
inate heart  disease,  cancer,  and  stroke 
from  the  nation’s  illness  agenda,  the 
creation  of  the  program  signified  fed- 
eral concern  for  quality  of  care  and  an 
acknowledgement  that  the  tremendous 
technologic  advances  in  medicine  since 
the  end  of  World  War  II  (e.g.,  safe  anes- 
thesia, better  diagnostic  tools,  more 
ambitious  surgical  interventions,  effec- 
tive antibiotics,  and  cancer  chemother- 
apy) gave  medicine  the  weapons  to  re- 
ally make  a difference,  for  the  first  time, 
in  the  age-old  war  against  disease,  dis- 
ability, and  death.  A nation  that  be- 
lieved in  equity  and  underwrote  its  be- 
lief in  the  Medicare/Medicaid  legislation 
of  1965,  had  to  be  concerned  with  the 
quality  of  the  product  provided  with 
public  dollars. 

This  concern  led  to  the  creation  of  the 
National  Center  for  Health  Services  Re- 
search, which  funded  extramural  inves- 
tigation, much  of  it  concerned  with 
quality  of  care.  The  concern  that  public 
dollars  should  not  be  used  to  finance 
care  that  did  not  meet  professionally 
developed  standards  led  to  the  Profes- 
sional Standards  Review  Organization 
(PSRO)  program,  the  watchdog  of  qual- 
ity for  the  federal  Medicare  program.  A 
colloquy  of  organizations  and  pro- 
grams, all  concerned  with  some  aspect 
of  the  quality  of  care,  converged  to  give 
“quality  research”  a legitimate  place  in 
the  newly  developing  arena  of  health 
services  research. 

Another  focal  point  for  concern  with 
care  quality  in  the  1970s  was  the  Joint 
Commission  on  Accreditation  of  Hospi- 
tals (JCAH),  the  voluntary  professional 
watchdog  that  provided  consultative 
and  educational  services  to  the  hospital 


The  author  is  president  of  Clayton,  Fifer  As- 
sociates and  is  clinical  professor  of  medicine 
and  public  health  at  the  University  of  Minne- 
sota. His  address  is  8132  Tierney's  Woods 
Road,  Minneapolis,  Minnesota  55438. 


industry  to  enable  it  to  strive  to  main- 
tain standards  of  the  “highest  achiev- 
able” quality.  Whatever  else  JCAH 
was,  it  was  the  protagonist  and  advo- 
cate of  "quality.”  Its  professional  legiti- 
macy was  assured  by  its  sponsor- 
members:  the  American  Medical 

Association,  the  American  Hospital  As- 
sociation, the  American  College  of  Phy- 
sicians, and  the  American  College  of 
Surgeons.  It  sought  to  go  beyond  the 
mere  assurance  of  a safe  environment 
for  patient  care,  which  it  left  to  state  li- 
censure of  facilities  to  accomplish:  In 
the  words  of  John  D.  Porterfield,  MD, 
JCAH  president  in  the  1970s,  the  com- 
mission sought  to  examine  the  “egg” 
(professional  component)  of  care,  not 
merely  the  “nest”  (environment)  of 
care. 

Out  of  this  tremendous  energy  di- 
rected toward  measuring  and  assuring 
care  quality  emerged  a research  agenda 
as  pertinent  today  as  it  was  then:  What 
is  quality?  How  best  do  you  measure  it? 
What  are  its  dimensions?  How  do 
“good”  doctors  and  hospitals  differ 
from  their  “not  so  good”  counterparts? 
The  questions  asked  on  the 
professional/provider  side  in  the  1970s 
are  the  same  questions  being  asked  by 
the  user/buyer  side  today. 

Resurgence  of  concern  for  quality 

The  second  (current)  generation  of  in- 
terest in  the  quality  of  medical  care  lay 
dormant,  buried  beneath  concern  for 
the  rising  cost  of  care  for  a decade 
(1975-1985).  During  this  decade,  quality 
was  a given,  abetted  by  the  payment 
system  which  reimbursed  charges  or 
fees  and  which  created  the  incentive  to 
over-provide,  when  in  doubt.  The  medi- 
cal profession  and  the  hospital  industry 
were  ethically  bound  by  the  “technol- 
ogy imperative”  which  said  (in  effect)  if 
it  exists,  you  are  morally  and  ethically 
expected  to  provide  it.  This  assumption 
follows  from  the  fiduciary  (trusting)  re- 
lationship between  the  doctor  or  hospi- 
tal and  the  patient,  the  last  of  whom 
possesses  insufficient  knowledge  of  the 
product  to  be  a skillful  buyer. 
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The  combination  of  rapidly  dissemi- 
nating technologic  breakthroughs,  cou- 
pled with  the  assumptions  of  the  profes- 
sional ethic  led  to  two  decades  of  health 
care  cost  escalation,  capped  by  a dizzy- 
ing rate  of  increase  in  the  late  1970s.  (In 
the  few  years  before  the  introduction  of 
“prospective”  (fixed  price)  payment  to 
hospitals  (October  1983)  hospital  prices 
rose  at  a rate  of  20  percent  per  year  or 
more!  Analysts  blamed  the  cost  escala- 
tion on  a variety  of  forces:  an  aging  pop- 
ulation, a richer  menu  of  available  tech- 
nologies (75,000  hips  were  replaced  in 
1982),  and  a health  care  industry  deter- 
mined to  provide  “the  latest  and  best” 
whose  costs  were  rising  due  to  a general 
economic  inflation  of  double  digit  pro- 
portions annually. 

Many  analysts  saw  the  “cost  crisis” 
coming,  given  the  factors  mentioned 
and  an  open-ended  payment  system 
(charge  or  fee  reimbursement)  that 
amounted  to  a blank  check  for  the  pro- 
vider to  fill  out.  Because  cost  escalation 
was  so  alarming,  it  occupied  the  central 
place  of  concern  in  the  ages-old  triangle 
of  cost/quality/access,  the  analytic  par- 
adigm of  health  services  research  for  de- 
cades. Access  had  been  assured  by  the 
Medicare/Medicaid  legislation  of  1965, 
quality  was  a “given,”  only  cost  re- 
mained to  be  controlled. 

Initial  attempts,  ambitious  and  full  of 
hope,  failed  to  halt  the  cost  juggernaut 


The  PSRO  program  was  directed  to  fo- 
cus on  inappropriate  or  unnecessary 
care,  but  lacked  the  clout  to  fundamen- 
tally alter  the  incentives  in  the  “medical 
industrial  complex.”  Comprehensive 
Health  Planning  (CHP),  a federal/state 
effort  to  limit  growth  of  capital  expen- 
ditures in  the  hospital  industry,  failed  to 
stop  the  rush  to  new  expenditures  for 


new  services.  A desperate  Carter  Ad- 
ministration employed  price  controls 
and  fee  freezes  to  attempt  to  curb  the 
cost  inflation  in  health  care. 

It  is  no  wonder  that  the  decade  1975- 
1985  was  a “silent”  one  for  quality  con- 
cerns. The  intellectual  energy  focused 
on  quality  of  care  became  fragmented 
and  dissipated.  The  National  Center  for 
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Announcing  . . . 

The  1987  Series  of  Educational  Videotapes  for  Hospital 
Medical  Staff  Leadership,  featuring  William  R.  Fifer,  M.D., 
F.A.C.P. 

These  tapes  are  available  for  purchase  by  hospitals  on  a 
monthly  basis  beginning  January  1987.  They  are  50  minute 
tapes  each  devoted  to  a single  concept  or  issue,  ideally 
suited  to  orient  new  medical  staff  officers  and  committee 
chairmen.  We  expect  hospitals  to  build  up  an  electronic 
library  for  use  at  committee  meetings,  retreats,  and 
conferences — and  available  to  be  checked  out  for  home 
viewing. 

The  first  tape  (Vol.  I,  No.  1)  "State  of  the  Art  Quality 
Assurance  Systems  for  Hospitals"  is  available  now.  Ask 

your  hospital  to  send  for  the  brochure  describing  each  tape 
and  instructions  for  ordering. 

Write  or  call:  Brighton  Books,  P.O.  Box  339, 

Brighton,  CO  80601  (303)659-8815. 
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Health  Services  Research  found  itself 
unable  to  maintain  the  financial  base 
needed  to  sponsor  quality-related  re- 
search, the  Joint  Commission  was  un- 
able to  sustain  its  leadership  position  as 
the  intellectual  lead  agency  for  quality 
concerns  in  hospitals,  the  RMP  and 
CMP  programs  faded  away,  and  the 
quality  issue  fell  silent. 

Beginning  in  the  early  1980s,  how- 
ever, there  came  a resurgence  of  interest 
in  quality  of  care  which  will  likely  pro- 
duce another  decade  (1985-1995)  of  ma- 
jor concern  for  the  quality  of  the  prod- 
uct. We  must  now  examine  the  rationale 
for  that  resurgence  in  order  to  under- 
stand the  dimensions  of  the  reawakened 
concern. 

The  cost  escalation  described  previ- 
ously simply  could  not  be  allowed  to 
continue,  lest  it  bankrupt  the  nation. 
Total  health  care  costs  exceeded  $1  bil- 
lion a day  in  1984,  consumed  over  10 
percent  of  the  trillion  dollar  gross  na- 
tional product,  and  amounted  to  1,459 


dollars  per  annum  for  every  man, 
woman,  and  child  in  America.  The  fed- 
eral Medicare  program,  the  “safety 
net”  of  health  insurance  for  retired  peo- 
ple and  their  dependents,  saw  its  Part  A 
(hospital)  costs  rise  from  $3  billion  at 
the  inception  of  the  program  (1967)  to 
$50  billion  18  years  later.  Economists 
warned  that  the  hospital  insurance 
trust  fund  of  the  Medicare  program  was 
actuarially  unsound,  and  that  the  fund 
would  be  bankrupt  by  the  mid-1990s. 
Business  and  industry  found  that  the 
cost  of  health  care  benefits  for  their  em- 
ployees exceeded  $100  billion  in  1985, 
an  amount  greater  than  the  entire  divi- 
dend payout  distributed  to  stockhold- 
ers. U.S.  automakers  could  not  compete 
in  world  markets  with  such  nations  as 
Japan,  whose  health  care  costs  were 
half  of  those  of  U.S.  car  manufacturers. 
Joseph  Califano,  chairman  of  the 
Health  Committee  of  Chrysler  Corpora- 
tion’s Board  of  Directors,  reported  that 
Chrysler  spent  $5,700  in  1984  for  bene- 
fits for  each  worker,  compared  to  a mere 
$815  per  worker  spent  by  Mitsubishi. 

It  became  clear  the  health  care  costs 


were  a runaway  freight  train  that  had 
to  be  stopped  at  any  cost,  perhaps  even 
at  the  expense  of  “quality.” 

Cost  constraints 

And  so  began  an  immensely  energetic 
and  broad-based  effort  to  curb  the  rise 
in  health  care  costs: 

• The  federal  Medicare  program, 
faced  with  impending  insolvency  in  its 
hospital  insurance  trust  fund,  imposed 
the  Prospective  Payment  System  on 
hospitals  in  October  1983.  This  system 
replaced  hospital  cost  reimbursement 
with  closed-ended  (fixed  price)  pay- 
ments for  “bundles”  of  services  classi- 
fied into  468  diagnosis  related  groups. 
Such  a payment  reform  effectively  elim- 
inated the  hospital’s  incentive  to  over- 
provide, since  the  Medicare  payer  left 
to  the  hospital  the  question  of  how  long 
it  would  keep  the  patient  and  what 
tests  or  procedures  it  would  perform. 
The  message  was  simple:  if  your  costs 
are  less  than  your  fixed  price  payment, 
you’ll  have  a profit  margin  to  fund  fu- 
ture growth.  But  if  your  costs  exceed 
your  payments,  you’ll  gradually  slip 
into  bankruptcy.  Since  over  40  percent 
of  all  hospital  bills  are  paid  by  this  sin- 
gle, public  (Medicare)  buyer,  the  mes- 
sage was  crystal  clear. 

• The  federal/state  Medicaid  pro- 
gram (the  safety  net  for  the  poor  and 
unemployed)  was  facing  a cost  crisis  of 
its  own,  with  expenditures  up  to  $34  bil- 
lion in  1984.  California,  with  a large  in- 
digent population  and  a huge  Medicaid 
budget  (about  $4  billion)  found  itself 
stymied  by  a taxpayer  revolt  (the  fa- 
mous “Jarvis  Amendment”)  and  was 
forced  to  alter  its  posture  as  a buyer.  In 
a move  that  foretold  the  end  of  the 
dream  that  Medicaid  would  “main- 
stream” the  poor,  California  assigned 
the  poor  to  contract  providers  using 
fixed  prices  to  balance  its  budget.  The 
then  commissioner  of  health  and  wel- 
fare (human  services)  acknowledged  the 
creation  of  a “tiered”  system  of  health 
care,  one  in  which  the  lower  tier  (Medic- 
aid patients)  were  denied  freedom  of 
choice  of  provider.  The  dream  of  1965 
was  shattered. 

• Business  and  industry  abandoned 
their  traditionally  passive  roles  as 
health  care  buyers,  and  began  to  take 
charge  of  employee  health  benefit  pro- 
grams, rather  than  simply  buying  in- 
surance to  cover  those  costs:  Thus,  we 
saw  second  opinion  programs  being  ap- 
plied to  common  elective  surgical  proce- 
dures, preadmission  review  or  certifica- 
tion of  elective  hospital  admissions,  and 


26  Pennsylvania  Medicine,  March  1987 


THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 

Cardiology 
Update  . . . 

is  designed  for  the  physician  and  provides  an  intensive  survey  of  the  current 
status  of  clinical  cardiology  . . . 

WEDNESDAY,  APRIL  1,  1987 

DIAGNOSIS  AND  MANAGEMENT 
OF  RHEUMATIC  HEART  DISEASE 

20  Minute  Lectures — Questions  and  Answers  (10  Minutes) 
Moderator:  Bernard  Segal,  M.D. 

3 p.m. 

Clinical,  Echocardiographic  and  Hemodynamic  Findings  in  Mitral  and  Tricuspid 
Valve  Disease — Bernard  Segal,  M.D. 

Clinical,  Echocardiographic  and  Hemodynamic  Findings  in  Aortic  Valve 
Disease — Terry  Longer,  M.D. 

Case  Presentations — Steven  Nie renberg,  M.D. 

Indications  and  Results  of  Cardiac  Surgery — Grant  Parr,  M.D. 

Questions  and  Answers — The  Audience 

• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 

• Parking  Available  (at  discount  rate) 

• • Wine  and  Cheese  Served  Following  Each  Session  • • 


Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

'The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to 
sponsor  continuing  education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical 
activity  for  22.5  credit  hours  of  Category  I of  the  Physicians  Recognition  Award  of  the  AMA. 
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Figure  1 
The  Cycle 
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concurrent  review  of  hospital  stays  to 
reduce  or  eliminate  unnecessary  days 
and  stays.  Employers  and  third  parties 
offered  economic  incentives,  both  to 
providers  and  consumers,  to  use  ambu- 
latory or  same  day  surgical  settings  for 
an  increasing  array  of  procedures. 

Business  and  industry  buyers  moved 
to  self-insured  programs,  used  copays 
and  deductibles  (“benefit  restruc- 
turing”) to  provide  the  incentive  to  use 
less  care,  and  hired  third  party  adminis- 
trators, claims  processors,  and  utiliza- 
tion review  firms  to  provide  analyses  of 
utilization  data  and  efforts  at  utiliza- 
tion control. 

Business  and  business  coalitions 
sponsored  Preferred  Provider  Arrange- 
ments whereby  they  negotiated  dis- 
counts with  a panel  of  doctors  and  hos- 
pitals in  a given  community,  and  offered 
their  employees  economic  incentives  to 
use  those  preferred  providers.  Large 
firms  like  General  Motors  retreated 
from  first  dollar  coverage  to  an  “in- 
formed choice”  option  of  HMO  cover- 
age, PPO  option,  or  managed  indem- 
nity coverage.  John  Deere  sponsored  an 
IPA-model  HMO  in  the  Quad  Cities 
area  which  resulted  in  a drastic  drop  in 
inpatient  hospital  utilization.  Lockheed 
Aerospace  required  all  new  employees 
to  join  an  HMO  and  remain  in  it  for  the 
first  year  of  their  employment.  The  fed- 
eral Medicare  program  sought  actively 
to  save  program  dollars  by  entering 
into  risk  contracts  with  providers  which 
saved  five  percent  of  Medicare’s  Part  A 
(hospital)  costs  based  on  previous 
claims  payed  for  care  of  the  Medicare 
population  in  a given  geographic  area. 

We  are  now  up  to  the  point  in  the 


story  where  we  can  envision  a cycle,  de- 
picted as  Figure  1,  which  begins  with 
concerns  for  care  access  and  quality  as 
the  techologic  revolution  of  the  1950s 
and  '60s  threatened  to  be  unequally  ap- 
plied, to  the  disadvantage  of  the  poor 
and  the  elderly.  Next  came  the  passage 
of  legislation  (Medicare  and  Medicaid, 
Titles  XVIII  and  XIX  of  the  Social  Se- 
curity Act  of  1965)  to  assure  equity  of 
access  and  quality  by  public  financing 
of  medical  care  for  the  nonemployed 
population.  This  subsidy,  the  way  it  was 
paid,  and  the  impact  of  new  services  for 
a growing  elderly  population,  led  to  un- 
acceptable cost  escalation,  which  in 
turn  led  to  cost  containment  efforts 
which,  finally,  lead  us  back  to  concern 
for  equity  of  access  and  quality. 

We  will  now  briefly  examine  the  evi- 
dence and  the  concern  that  cost  con- 
tainment efforts  can  have  a negative 
impact  on  quality  of  care. 

Potential  threats  of  cost  containment 

It  seems  logical  to  predict  that  if 
medical  care  is  not  a “free  lunch,”  peo- 
ple will  use  less  of  it.  The  Rand  Corpora- 
tion Health  Insurance  Studies  have 
confirmed  the  prediction  by  showing, 
for  example,  that  users  faced  with  co- 
pays and  deductibles  visit  hospital 
emergency  rooms  less  frequently.2 

There  is  also  no  doubt  that,  as  Mc- 
Carthy demonstrated  a decade  ago,  the 
interposition  of  a second  opinion  for 
elective  surgical  procedures  reduces  the 
incidence  of  surgery.3  Was  the  deferred 
surgery  really  “unnecessary”  or  did 
those  who  deferred  it  return  later  and 
sicker  for  having  waited?  Early  results 
(Vayda  and  others)  suggest  that  not 


much  harm  was  done,3  but  longitudinal 
studies  of  the  complex  dimensions  of 
health  status  may  be  necessary  to  de- 
tect subtle  adverse  outcomes  attribut- 
able to  second  opinion  programs. 

Ambulatory  surgery  looks  like  a clear 
“winner,”  in  that  technology  has  en- 
abled us  to  do  perhaps  60  percent  of  all 
procedures  in  the  “same  day”  mode, 
with  reductions  in  nosocomial  infection 
rates  and  other  hospital-associated 
morbidity.  (Remember  that  we  had  be- 
gun “early  ambulation”  years  ago  to 
prevent  thromboembolic  complications 
in  surgical  and  obstetrical  populations.) 

Preadmission  review  and  certifica- 
tion, concurrent  review,  and  prospec- 
tive payment  have  clearly  reduced  the 
incidence  of  hospital  utilization.  And 
despite  anecdotal  evidence  that  shorter 
stays  have  discomfited  or  otherwise  dis- 
satisfied some  patients,  there  is  no  sta- 
tistically valid  evidence  that  DRG  pay- 
ments have  had  a negative  impact  on 
the  quality  of  care.  (Gertman,  Restuc- 
cia,  and  others  have  demonstrated  an 
immense  potential  to  eliminate  unnec- 
essary days  and  stays56  and,  to  our 
credit,  we  seem  to  have  been  able  to 
trim  the  fat  without  cutting  the  qual- 
ity.)7 

Nonetheless,  public  advocates  and 
consumer  groups,  as  well  as  hospitals 
and  doctors,  have  become  concerned 
about  the  sicker/quicker  issue.  As  hos- 
pital executives  see  progressive  com- 
pression of  their  margins  under  pro- 
spective payment,  they  realize  their 
initial  efforts  (downsizing,  reducing 
overhead,  increasing  productivity) 
which  produced  shorter  stays  and  lower 
costs  were  a one-time  phenomenon  and 
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Dr.  Osborne  just  lost  his  patients. 
All  of  them. 


The  simple  fact  is,  Dr.  Osborne's  billing  service  just  went  out  of  business. 
And  that  leaves  Dr.  Osborne  with  a fairly  complex  problem:  The  business 
failure  of  o billing  service  con  cost  a physician  up  to  a quarter  of  a year's 
income  due  to  unbilled  services,  uncollected  receivables,  ond  lost  records. 


strate  our  stability  and  track  record.  To  explain  our  billing  and  collection 
procedures  and  our  patient  relations  standards.  And  to  show  you  how 
our  customized  services  can  meet  your  practice  needs  and  improve  your 
cash  flow. 


The  mistake  that  our  hypothetical  Dr.  Osborne  made  is  no  myth.  In  real- 
ity, many  physicians  believe  there  are  no  significant  differences  between 
billing  services.  Different  software  packages,  perhaps.  Price.  But  beyond 
that,  a billing  service ...  is  a billing  service. 

The  truth  is,  it  makes  a big  difference  who  handles  your  practice  billing. 
Things  can  and  do  go  wrong-like  misbilling  and  mismanaged  or  even 
unprofessional  collection  procedures.  These  and  other  problems  not  only 
cost  a practice  financially,  but  can  impact  on  patient  satisfaction  and 
goodwill,  which  is  perhaps  most  costly  of  all. 


Call  us  soon.  Because  you  have  everything  to  lose. 


PDA# 

i __ 

Professional 
Management 
Services,  Inc. 


(215)  667-9594 


If  you  really  don't  want  to  worry  about  billing,  take  a close  look  at  how  Boston  Philadelphia 

you  do  your  billing  now.  And  then  call  us.  We'll  be  pleased  to  demon-  W.  Springfield,  MA 


Providence 

Hartford 
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that  inevitably  shortening  stays  for 
sicker  patients  would  compromise  care 
quality.  The  medical  profession  added 
its  voice  to  the  chorus  of  concern,  as  the 
doctor,  a traditional  patient  advocate, 
became  the  strong  arm  of  utilization 
management  whose  job  it  was  to  an- 
nounce to  his  patient  that  further  stay 
would  not  be  paid  by  Medicare.  Adding 
to  the  chorus  was  the  concern  of  the 
long  term  care  (nursing  home)  industry 
that  they  were  getting  sicker  patients 
quicker,  and  the  increased  care  require- 
ments were  not  reflected  in  payment 
rates. 

Finally,  there  was  deep  concern  on  the 
part  of  the  medical  profession  that  capi- 
tation (per  member  per  month)  pay- 
ments regardless  of  services  rendered 
altered  too  drastically  the  incentives 
that  historically  have  guided  the  Ameri- 
can medical  establishment.  Doctors 
conceded  that  reimbursement  of  fees 
for  services  rendered  contained  the  in- 
centive to  “over-provide”  care.  (Al- 
though we  earnestly  believed  that  do- 
ing what  was  right  for  our  patients  and 
being  compensated  for  it  later  had  pro- 
vided the  financial  underpinnings  for 
the  best  medical  care  system  in  the 
world.)  But  we  were  uncomfortable  with 
assuming  the  financial  risk  for  the  cost 
of  care,  and  troubled  by  the  notion  that 
doctors  in  HMOs  were  paid  for  “not  do- 
ing things  for  their  patients.” 

As  the  traditional  patient  advocates, 
we  physicians  rebelled  at  the  gate- 


keeper notion  that  capitated  the  pri- 
mary care  giver  and  then  withheld  part 
of  the  “cap”  in  an  amount  proportional 
to  how  frequently  he  had  referred  the 
patient  on  to  a specialist  or  admitted 
him  to  the  hospital.  The  physician  in 
these  systems  seemed  a “double 
agent,”  expected  to  weigh  the  best  in- 
terests of  his  individual  patient  against 
the  collective  interest  of  the  2,000  per- 
son patient  list  for  which  he  was  capi- 
tated. 

Given  the  remarkably  profound  and 
rapid  change  in  the  assumptions  of  cost 
contained  medical  care,  it  is  no  wonder 
the  concern  for  quality  has  been  resur- 
gent! 

The  actors  and  the  action 

Under  new,  vigorous  leadership, 
JCAH  has  identified  the  quality  issue 
as  its  prime  concern  and  is  drastically 
reshaping  its  accreditation  program.  In- 
stead of  an  on-site  survey  visit  to  ascer- 
tain evidence  of  programmatic  compli- 
ance with  quality  standards,  JCAH 
plans  to  elucidate  key  clinical  (“out- 
come”) indicators  of  quality,  and  man- 
date ongoing  monitoring  and  reporting 
by  individual  hospitals  and  hospital 
systems.  The  agency  will  then  assem- 
ble, from  these  reports,  a database  of 
outcome  norms  (complication  rates, 
mortality  rates,  etc.)  against  which  to 
compare  the  individual  hospital.  The  in- 
dividual hospital  whose  results  are  sub- 
standard will,  then,  be  targeted  for  a 
consultative  and  educational  visit.  The 
new  JCAH  direction  is  mindful  of  the 
prophetic  words  of  Ernest  Amory  Cod- 
man,  MD  (1914)  who  said: 


I am  called  eccentric  for  saying 
in  public:  that  hospitals,  if  they 
wish  to  be  sure  of  improvement, 
must  find  out  what  their  results 
are.  Must  analyze  their  results,  to 
find  their  strong  and  weak  points. 
Must  compare  their  results  with 
those  of  other  hospitals.  Must 
care  for  what  cases  they  can  care 
for  well,  and  avoid  attempting  to 
care  for  cases  which  they  are  not 
qualified  to  care  for  well . . . Must 
assign  the  cases  to  members  of 
the  staff  (for  treatment)  for  better 
reasons  than  seniority,  the  calen- 
dar, or  temporary  convenience  . . . 
Must  welcome  publicity  not  only 
for  their  successes,  but  for  their 
errors,  so  that  the  public  may 
give  them  their  help  when  it  is 
needed.  Must  promote  members 
of  the  staff  on  a basis  which  gives 
due  consideration  to  what  they 
can  and  do  accomplish  for  their 
patients.  Such  opinions  will  not 
be  eccentric  a few  years  hence.8 
As  the  federal  quality  watchdog,  the 
Peer  Review  Organization  (PRO)  pro- 
gram has  been  significantly  redirected 
in  the  1986  round  of  contracts  to  focus 
on  care  quality.  Thus,  PROs  are  re- 
quired to  employ  generic  quality 
screens  to  hospitalized  Medicare  pa- 
tients, review  all  readmissions  which  oc- 
cur within  fifteen  days  of  discharge, 
and  eliminate  all  premature  dis- 
charges.9 

As  more  of  the  care  of  more  of  the 
population  becomes  the  responsibility 
of  HMOs  and  other  “managed  care” 
programs,  an  increased  concern  for 
HMO  care  quality  is  growing.  HMOs 
are  vigorously  fighting  the  “more  is 
better”  assumption  of  the  fee  for  ser- 
vice world  and  insisting  on  some  out- 
come oriented  measures  of  quality.  But 
who  will  measure  it?  (As  we  write  this, 
the  PRO  will  oversee  half  of  the  nation’s 
HMOs,  while  the  industry’s  own  watch- 
dogs will  appraise  the  other  half.)  And, 
who  will  pay  for  it?  (The  ultimate 
measure— the  health  status  of  the  en- 
rolled population  over  time— is  im- 
mensely expensive  and  difficult  to  cap- 
ture, and  is  seen  to  be  an  unfair 
requirement  apropos  what  is  done  in 
the  fee  for  service  sector.) 

It  looks  at  this  time  as  if  the 
HMO  Q/A  model,  which  attempts  to  as- 
sess the  quality  of  ambulatory  care  over 
time  in  these  health  plans,  will  use  the 
event  of  hospitalization  as  the  capture 
point  and  the  logic  that  hospital  admis- 
sion represents  the  “failure”  of  the  care 
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that  preceded  it.  These  systems  will 
then,  by  analysis  of  patterns  of  admis- 
sion by  degree  of  severity  of  illness,  at- 
tempt to  identify  substandard  ongoing 
care.  Excellent  casemix  analysis  tools 
exist  (Gonnella’s  “Disease  Staging,” 
Brewster’s  “MEDISGRPS,”  Horn’s 
“Severity  of  Illness,”  and  others)  which 
will  permit  identification  of  variation  in 
health  status  at  the  time  of  hospitaliza- 
tion and,  by  inference,  problems  with 
HMO  care  quality.10 

The  federal  interest  in  care  quality 
which  culminated  from  the  concern  over 
the  incentives  of  prospective  payment 
to  send  the  elderly  home  sicker  and 
quicker  was  expressed  in  1986  as  the 
Medicare  Quality  Assurance  Act.  This 
bill  mandated  a casemix  system  to  min- 
imize the  heterogenity  of  DRGs  and 
DRG  groupings,  and  advisories  to  pa- 
tients concerning  their  rights.  It  also 
prohibited  hospital  incentive  plans  that 
sought  to  reward  physicians  for  hitting 
DRG  targets,  and  provided  for  in- 
creased payments  for  outlier  cases  in  ar- 
eas short  of  nursing  home  beds.  Finally, 
it  strengthened  the  PRO  reviews  of 
quality  by  a series  of  new  requirements. 
It  is  noteworthy  that  such  broad-based 
federal  legislation  with  respect  to  the 
quality  of  care  was  deemed  indicated  by 
the  99th  Congress,  and  articulates  the 
need  for  a federal  role  in  consumer  pro- 
tection. 

The  corporate  buyer  has  become  con- 
cerned about  quality,  as  demonstrated 
by  several  independent  events:  The 
“big  three”  automakers  in  Detroit  have 
invested  heavily  in  data  systems  to  get 
a better  understanding  of  what  they  are 
buying.  Ford  Motor  Company,  alarmed 
by  what  appeared  to  be  excess  sur- 
geries, excess  hospital  days,  and  excess 
prices  when  it  examined  the  data,  set 
about  to  “reform”  the  hospitals  and 
doctors  it  deals  with  by  threatening  to 
use  only  those  with  acceptable  use 
norms."  Chrysler  contracted  with 
Health  Data  Institute  to  analyze  its  uti- 
lization data,  and  GM  mandated  evi- 
dence of  quality  assurance  programs  in 
the  HMOs  with  which  it  will  do  busi- 
ness. 

The  demand  for  data  concerning  utili- 
zation and  quality  by  employers  to 
HMOs  has  been  especially  interesting 
to  analysts,  because  capitation  pay- 
ment renders  the  HMO  a "black  box,” 
in  terms  of  data.  All  the  buyer  knows  is 
that  he  paid  the  HMO  “x”  dollars  per 


member  per  month  regardless  of  the 
amount  of  care  used.  Imagine  an  em- 
ployer who  suspected  that  his  employ- 
ees were  unusually  healthy,  felt  that  his 
payments  were  used  by  the  HMO  to  de- 
fray the  costs  of  a higher  use  popula- 
tion, and  demanded  “claims  data”  to 
tell  him  where  his  money  went.  The 
HMO  cried  “a  deal’s  a deal,”  arguing 
that  when  the  risk  is  transferred  by  cap- 
itation payment  to  the  provider,  it 
would  be  as  unfair  for  the  employer  to 
demand  money  back  from  low  use  expe- 
rience as  for  the  HMO  to  demand  extra 
payments  for  extra  care.  As  employers 
begin  to  ask  questions  about  differing 
use  rates,  they  run  headlong  into  the 
quality  issue. 

Finally,  under  actors  and  action,  it 
seems  appropriate  to  mention  the  sig- 
nificant increase  in  state  licensing 
board  actions  relative  to  Limiting  the 
practice  of  the  impaired  physician,  one 
who  is  sick,  senile,  alcoholic,  or  other- 
wise physically  or  mentally  incompe- 
tent. As  increasing  public  interest  in 
this  issue  developed,  most  states  al- 
tered their  licensing  and  practice  stat- 
utes to  require  reporting  by  hospitals 
and  insurance  companies  of  negative  in- 
formation (lawsuits,  settlements,  privi- 
lege reduction,  etc.)  concerning  physi- 
cians. As  state  licensing  authorities 
began  to  possess  better  data,  and  the 
Federation  of  State  Licensing  Boards 
compared  licensure  actions  among  the 
various  states,  individual  boards  in- 
creased significantly  their  rates  of  revo- 
cation and  other  appropriate  limiting 
actions.12 

It  seems  likely  now  that,  as  a quid  pro 
quo  for  tort  reform  relief  from  malprac- 
tice liability,  the  medical  profession  will 
have  to  put  its  own  house  in  order.  Loss 
of  license  is  the  ultimate  consumer  pro- 
tection from  the  unfit  practitioner— 
that  so  much  action  is  taking  place  in 
the  licensure  arena  is  dramatic  evidence 
of  the  general  increase  in  concern  for 
the  quality  of  patient  care  and  practi- 
tioner performance. 

New  directions 

The  final  section  of  this  paper  will  try 
to  provide  a briefing  on  important  con- 
ceptual and  methodologic  aspects  of  the 
quality  of  care  issue,  and  indicate  some 
recent  studies  and  reports  which  will 
provide  the  direction  for  medical  care 
evaluation  for  the  next  decade. 

First,  we  are  still  struggling  to  find  a 
single  definition  of  medical  care  quality, 
and  gradually  deciding  that  the  concept 
has  many  equally  valid  dimensions  and 


that  any  single  focus  on  quality  is  in  the 
eye  of  the  beholder.  Avedis  Donabedian 
devoted  an  entire  volume  to  the  defini- 
tion of  quality  in  a delightful  demon- 
stration of  scholarship.13  Robert  Brook 
distinguished  between  technical  (clini- 
cal) quality  and  interpersonal  quality, 
the  latter  representing  the  emphasis  on 
satisfaction  and  amenities  of  the  con- 
sumer. 

Next  comes  the  insight  from  evalua- 
tion theory  that  criteria  or  standards 
are  necessary  as  the  benchmark  against 
which  to  compare  a given  program  or 
service.  Donabedian  has  given  us  the 
paradigm  of  input  (structural),  process, 
and  outcome  criteria,  emphasizing  the 
limitation  of  each:  input  criteria  are 
seen  as  necessary  but  not  sufficient, 
therefore  often  proxy  measures:  process 
criteria  are  extremely  prescriptive,  and 
may  not  correlate  well  with  the  result 
determined  by  outcome  standards 
(Brook);11  outcomes  are  often  dependent 
upon  so  many  variables  that  it  is  diffi- 
cult to  attribute  them  to  a single,  inde- 
pendent measure. 

We  will  conclude  this  essay  by  men- 
tioning several  recent  and  widely  dis- 
cussed studies  and  reports  that  have 
provided  new  energy  and  direction  to 
the  quality  issue: 

1.  Wennberg's  findings  that  utiliza- 
tion data  regularly  display  marked  vari- 
ation in  service  rates  within  small  geo- 
graphic areas  have  provided  a whole 
new  dilemma  for  clinical  analysis.15 
When  surgical  rates  vary  dramatically 
from  area  to  area  after  correction  for 
population  variables  and  out-of-area 
use,  they  pose  the  conceptual  question: 
which  rate  is  “right”?  Is  the  variation 
attributable  to  age  of  surgeons,  spe- 
cialty board  certification  status,  finan- 
cial incentives,  or  none  of  these?  Vayda 
has  commented  that  he  is  unable  to  find 
the  consequences,  in  follow-ups  on  mor- 
tality or  morbidity,  of  the  lower  rates 
and  suspects  the  high  rates  represent 
“unnecessary”  surgery.4  Lohr,  Lohr,  and 
Brook  have  published  similar  variation 
data  concerning  hospital  utilization  by 
study  populations  and,  like  Wennberg 
and  others,  have  been  impressed  by  the 
lack  of  concensus  among  clinicians 
about  clinical  interventions.16 

2.  A considerable  interest  in  casemix 
measures  has  given  us  the  insight  that 
severity  of  illness  can  be  reliably  deter- 
mined, and  that  change  in  measured 
health  status  over  time  is  an  excellent 
indicator  of  quality.  Horn’s  well  studied 
Severity  of  Illness  measures  are  now 
linked  to  H-ICDA  9 coding  software  to 
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distinguish  severity  groupings  for  large 
hospital  data  sets.17  Brewster’s  Me- 
disgrps  measures  can  accurately  differ- 
entiate, for  a group  of  hospitalized  pa- 
tients, those  who  are  getting  sicker 
from  those  who  are  getting  better.19 
Gonnella’s  Disease  Staging  methodol- 
ogy classifies  a third  dimension  of  dis- 
ease as  an  addition  to  the  organ  system 
involved  and  the  pathologic  process  at 
work.19  These  and  other  systems  have 
provided  methodologic  pathways  to 
whole  new  dimensions  of  care  quality 
which  are  uniquely  clinical  in  nature. 

3.  The  recently  published  Medicare 
Mortality  Report  (HCFA,  1986)  was  a 
seminal  event,  in  many  ways,  because  it 
used  a widely  available  public  data-set 
to  characterize  some  individual  hospi- 
tals as  having  either  higher  or  lower 
death  rates  than  expected  for  the  Medi- 
care population  at  large.  Previous  anal- 
yses of  outcome  statistics  had  been  pro- 
posed as  quality  measures  (Luft, 
1986),“''  but  hospital-specific  outcomes 
released  to  the  general  public  caused  a 
considerable  furor.  Although  the  rates 
were  adjusted  for  severable  variables, 
(and  initially  intended  only  for  further 
study  and  analysis  by  PROs)  hospitals 
complained  that  they  were  meaningless 
because  they  failed  to  account  for  both 
facility  and  patient  variables.  However, 
the  data  contained  some  important 
hints  about  consistent  relationships  be- 
tween the  volume  of  care  and  its  out- 
come. Luft  had  previously  portrayed  se- 
lected surgical  procedures  as 
“volume-sensitive,”  because  he  noted, 
from  analysis  of  large  (CPHA)  data 
sets,  consistent  evidence  that,  for  these 
procedures,  the  more  an  institution  did, 
the  less  mortality  it  experienced.71  Far- 
ber,  Kaiser  and  Wenzel  extended  these 
observations  to  morbidity  outcomes, 
noting  consistent  relationships  between 
surgical  volumes  and  surgical  wound  in- 
fection rates  as  the  measure  of  morbid- 
ity.22 

The  further  studies  of  Anne  Barry 
Flood  (published  under  the  intriguing 
title  “Practice  Makes  Perfect”)23  and 
Steven  Shortell74  sought,  through  mul- 
tivariate analysis,  to  identify  the  vari- 
ables which  relate  to  outcome  measures 
of  care  quality,  examining  such  issues 
as  the  age  and  board  certification  sta- 
tus of  surgeons,  and  the  concentration 
of  surgical  practice  in  a single  facility. 

The  widely  heralded  studies  of  Knaus 
and  others7’  of  outcomes  of  intensive 


care  were  especially  welcome  because 
they  adjusted  for  casemix  so  precisely 
(using  the  Apache  II  severity  measures 
of  Draper  and  Cramer)  and  still  found 
striking  differences  in  care  outcomes  in 
different  facilities.  Roos  and  Roos  have 
extended  the  analyses  of  Manitoba  data 
sets  to  suggest  that  outcomes  relate 
not  only  to  the  volume  of  work  done  in 
an  individual  hospital,  but  by  an  indi- 
vidual surgeon  as  well.76  It  has  finally 
become  apparent  that  painstaking  anal- 
ysis of  use  or  “claims”  data  can  detect 
differences  in  care  outcomes  among 
populations  of  patients,  clinical  cohorts, 
institutions,  and  practitioners! 

As  mentioned  earlier,  JCAH  is  “bet- 
ting the  store”  on  its  ability  to  use  large 
data  sets  to  detect  variations  in  out- 
comes or  salient  clinical  indicators  for 
the  accreditation  process.  We  suspect 
that  these  same  results  will  be  used  by 
buyers  of  care  as  they  seek  information 
on  quality.  And,  in  our  market-driven 
environment,  we  suspect  that  the  issue 
of  whether  or  not  institution-specific 
and  practitioner-specific  data  will  be  re- 
leased for  buyer  use  will  become  irrele- 
vant. The  institutions  themselves,  as 
marketing  tools,  will  seek  to  portray 
their  excellence  in  the  same  manner 
that  television  manufacturers  and  auto- 
makers do.  The  quality  issue  is  the  only 
real  discriminator  in  a price-neutral  uni- 
verse of  hospitals,  doctors,  and  health 
plans. 

Summary 

They’re  talking  about  quality,  again! 
After  a decade  of  concern  for  the  cost  of 
care,  and  vigorous  attempts  to  contain 
the  costs,  the  issue  of  care  quality  is 
squarely  before  us.  In  the  context  of  to- 
day, buyers  are  asking  about  value — 
what  am  I getting  for  my  money? 

Have  we  tipped  the  incentives- 
redirection  scale  too  far?  Will  HMOs 
skimp  on  care  quality  because  of  their 
financial  risk  positions?  Will  we  have 
sensitive  measures  of  quality  available 
to  guide  purchasing  decisions  and  pub- 
lic policy? 

We  have  presented  evidence  that  ex- 
isting data-sets  contain  the  potential  to 
detect  variations  in  institutional  perfor- 
mance, programmatic  outcomes,  and 
practitioner  results.  We  suspect  that  a 
new  era  of  quality  concern  is  upon  us, 
and  that  measures  of  quality  will  be- 
come an  important  focus  of  discussion 
by  the  medical  profession  and  the  peo- 
ple we  serve. 

They’re  talking  about  quality, 
again!  □ 
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Gill  M Taylor-Tyree,  MD,  Diagnostic  Radiology,  Gettysburg 
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Avenue,  Suite  315,  Pittsburgh  15232 
Maureen  Lawlor,  MD,  Nephrology,  603  Calais  Drive,  Pitts- 
burgh 15237 

Phyllis  B Montellese,  MD,  Family  Practice,  1609  King 
James  Drive,  Pittsburg  15237 

Helen  J,  Podgainy,  MD,  Pediatrics,  935  Thorn  Run  Road, 
Coraopolis  15108 

Thomas  R Roberts,  MD,  Pediatrics.  209  Pine  Road,  Sewick- 
ley  15143 

Lawrence  M Stokar,  MD,  Internal  Medicine,  502  Fifth  Ave- 
nue, McKeesport  15217 

Krishnaumurty  V Tummalapalli,  MD,  Cardiovascular  Dis- 
eases, 532  South  Aiken  Avenue,  Suite  308,  Pittsburgh  15232 
James  D.  Wagner,  MD,  Internal  Medicine,  31 8F  West  North 
Avenue,  Pittsburgh  15212 

BEAVER  COUNTY 

Thelma  M Detweiler,  DO,  388  Laura  Street,  Beaver  15009 

BERKS  COUNTY 

James  N.  Barke,  MD,  Family  Practice,  200  North  13th 
Street,  Reading  19604 

Peter  J,  Christ,  MD,  Pathology,  St,  Joseph  Hospital,  Box 
316,  Reading  19603 

Carl  W,  Peter  Jr.,  MD,  Family  Practice,  200  North  13th  Street 
Reading  19604 

BLAIR  COUNTY 

Andrew  M Anthony,  MD,  501  Howard  Avenue,  Building  F, 
Altoona  16602 

Christopher  J.  Begley,  MD,  Pulmonary  Diseases,  RD  2,  Box 
32A,  Holiday  Manor,  Hollidaysburg  16648 
Lee  M.  Dippery.  MD.  Family  Practice,  1212  Logan  Avenue, 
Tyrone  16686 

Vijyayara  G Janakiraman,  MD,  Internal  Medicine,  501  How- 
ard Avenue,  Building  B,  Room  104,  Altoona  16601 

BUCKS  COUNTY 

Deborah  J.  Bolanowski,  MD,  Pediatrics,  422  North  Fourth 
Street,  Souderlon  18964 

Noreen  H.  Gaston,  MD,  Internal  Medicine,  1349  River  Road, 
Yardley  19067 

Howard  J Lee,  MD,  Pulmonary  Diseases,  St.  Mary  Medical 
Building,  Suite  307,  Langhorne  19047 
Murry  E Levyn,  DO,  Radiology,  200  Oxford  Valley  Road, 
Langhorne  19047 

Richacch  M Purse.  DO,  Radiology,  200  Oxford  Valley  Road, 
Langhorne  19047 

Eugene  J.  Simoni,  MD,  Vascular  Surgery,  9-6  Aspen  Way, 
Doylestown  18901 

BUTLER  COUNTY 

Francis  J Citro  Jr,  MD,  Radiology,  VA  Medical  Center,  But- 
ler 16001 

CENTRE  COUNTY 

Dolores  D Tiongco,  MD,  Child  Psychiatry,  578  Westgate 
Drive,  State  College  16803 

CHESTER  COUNTY 

Marc  K Romisher,  MD,  Anesthesiology,  21  Meade  Road, 
Ambler  19002 


Arthur  Yee,  MD,  Infectious  Diseases,  702  Main  Street, 
Phoenixville  19460 

Ruben  H Zabaleta,  MD,  Family  Practice,  Nine  Flintlock 
Lane.  Wayne  19087 

CUMBERLAND  COUNTY 

Robert  W.  McDermott,  MD.  Psychiatry.  718  Dogwood  Ter- 
race, Boiling  Springs  17001 

DAUPHIN  COUNTY 

Ira  J.  Packman.  MD.  Internal  Medicine,  129  Lucknow  Road, 
Harrisburg  17101 

Judith  A.  Riley,  MD,  Internal  Medicine,  Harrisburg  Hospital, 
Harrisburg  17101 

Mehul  N.  Shah,  MD,  Internal  Medicine,  Harrisburg  Hospital, 
South  Front  Street,  Harrisburg  17101 
Christopher  M.  Snyder,  DO,  Internal  Medicine,  3940  Locust 
Lane,  Harrisburg  17109 

DELAWARE  COUNTY 

Thomas  F.  McGarry,  MD,  Internal  Medicine,  3815  Marshall 
Road,  Drexel  Hill  19026 

Richard  D Schaaf,  MD.  Cardiovascular  Diseases,  516 
Wynne  Avenue,  Havertown  19083 

Todd  L Siegal,  MD,  Neurology,  62  North  Sproul  Road, 
Broomall  19008 

ERIE  COUNTY 

Thomas  N Cofer,  MD,  Internal  Medicine,  315  York  Street, 
Corry  16407 

Thomas  E.  Mcguire,  MD,  Family  Practice,  4348  Iroqdois  Ave- 
nue, Erie  16511 

Maryellen  Rehz,  MD,  Pathology,  St.  Vincents  Health  Center, 
232  West  25th  Street,  Erie  16544 

Lauren  B Richter,  DO,  Family  Practice,  225  West  25th 
Street,  Suite  302,  Erie  16502 


FAYETTE  COUNTY 

Gregory  T Hebrank.  MD,  Obstetrics/Gynecology,  105  Medi- 
cal Arts  Bldg  , 30  Deleware  Avenue,  Uniontown  15901 
Malkit  Singh,  MD,  Internal  Medicine,  406  Union  Station  Bou- 
levard, Brownsville  15417 

FRANKLIN  COUNTY 

William  A.  Kramer,  MD,  Family  Practice,  144  South  Eighth 
Street,  Chambersburg  17201 

JEFFERSON  COUNTY 

Francis  P Badamo,  MD,  General  Surgery,  682  Main  Street, 
Brockway  15824 

LACKAWANNA  COUNTY 

Jacub  Lekach,  MD,  1401  Electric  Street,  Dunmore  18509 
Joseph  P.  Pagnotti,  MD,  Internal  Medicine,  771  South  Main 
Street,  Old  Forge  18578 

Marcis  T.  Sodums,  MD,  Cardiovascular  Diseases,  Division  of 
Cardiology,  HSC  T17,  Room  20,  Stony  Brook,  NY  11794 

LANCASTER  COUNTY 

Glenn  P.  Hittel,  MD,  Family  Practice,  712  New  Holland  Ave- 
nue, Lancaster  17602 

Mary  F Kegel,  MD.  Dermatology.  1834  Oregon  Pike,  Lan- 
caster 17601 

LEBANON  COUNTY 

Carl  Ellenberger  Jr , MD,  Neurology,  Fourth  St.  at  Hathaway 
Park,  Lebanon  17042 

Julie  T Fieschko,  MD.  Neurology,  1507  Miller,  Lebanon 
17042 

LUZERNE  COUNTY 

Henry  S Bobeck,  MD,  Internal  Medicine,  Main  & Connor 
Street,  Sugar  Notch  18706 

Raghu  V Devabhaktuni,  MD,  Psychiatry,  750  East  Broad 
Street,  Hazletown  18201 

Robert  E Roe,  MD,  Obstetrics/Gynecology,  1010  East 
Mountain  Drive,  Wilkes-Barre  18702 


LYCOMING  COUNTY 

Joanne  M Lalli.  MD,  Internal  Medicine,  RD  4,  box  459,  Mon- 
toursville  17754 

Allan  K Stryker,  MD.  Plastic  Surgery,  425  Market  Street,  Wil- 
liamsport 17701 

MONROE  COUNTY 

Marc  S Berger,  MD,  Family  Practice,  52  Garden  Street, 
Stroudsburg  18360 

Winston  C Evans.  MD.  Internal  Medicine,  8380  Old  York 
Road  Suite  400,  Breyer  Office  Park  Bldg  One,  Elkins  Park 
19117 

Stephen  S Strohlein,  MD,  Internal  Medicine,  Nine  Lakeview 
Gardens  #209,  Nattick,  MA  01760 

MONTGOMERY  COUNTY 

Merle  P Edelstein,  MD,  Psychiatry,  434  Crescent  Road, 
Wyncote  19095 

Linda  A Friehling,  MD,  Pulmonary  Diseases,  1120  Wood- 
mont  Road,  Gladwyne  19035 

Lokadri  N Raminam,  MD,  Internal  Medicine,  119  Macklen- 
burg  Drive,  Penllyn  19422 

Gerald  Scharf.  DO,  Internal  Medicine,  224  Tower  Lane,  Nar- 
berth  19072 

MONTOUR  COUNTY 

John  L Oakley,  MD,  Anesthesiology,  RD  6,  Box  108,  Dan- 
ville 17821 

Matthew  A Sacco.  MD,  Geisinger  Medical  Center,  Dept  of 
Radiology,  Danville  17822 

NORTHAMPTON  COUNTY 

Perla  S Sagge,  MD,  Anesthesiology,  185  Roseberry  Street, 
Phillipsburg,  NJ  08865 

PHILADELPHIA  COUNTY 

Barry  L Bakst.  DO.  Physical  Medicine/Rehabilitation,  7317 
Society  Drive.  Claymont,  DE  19703 
Howard  E Barsky,  DO,  Allerby/lmmunology,  202  Parkview 
Road.  Cheltenham  19012 

Robert  S Bear,  DO,  Internal  Medicine,  4300  Londonderry 
Road,  Box  3000,  Harrisburg  17105 

Arthur  B Belson,  MD.  Ophthalmology,  121  Cameron  Drive, 
Wallingford  19086 

Richard  L Brown,  MD,  Family  Practice,  Jefferson  Medical 

College.  401  Curtis,  Philadelphia  17107 

Christopher  V Chambers,  MD,  Family  Practice,  1015  Walnut 

Street.  Apartment  401,  Philadelphia  19107 

Alan  J Cohen,  MD,  Psychiatry,  501  Hamilton  Road,  Merion 

19066 

Marc  D Feldman.  MD,  Otolaryngology,  706  North  24th 
Street,  Philadelphia  19130 

Alan  L Friedman.  MD,  Internal  Medicine,  Two  South  Sylva- 
nia  Avenue,  Rockledge  19111 

Mura  Galperin,  MD,  Diagnostic  Radiology,  8012  Medical 
Center,  Philadelphia  19152 

Arnold  K Gash,  MD  Cardiovascular  Diseases,  602  Shoe- 
maker Avenue,  Jenkintown  19046 

Marcia  A Gutowicz,  MD,  Vascular  Surgery,  Medical  Arts 
Building,  60  East  Township  Line  Road,  Elkins  Park  19117 
Alfred  J.  Juliano,  MD,  Internal  Medicine,  1938  49th  Street, 
Pennsanken,  NJ  08110 

Robert  J Kaplan,  DO.  Family  Practice,  8945  Ridge  Avenue, 
Philadelphia  19128 

Robert  E Kozub.  MD.  Cardiovascular  Diseases,  2301  South 
Broad  Street.  Philadelphia  19148 

Susan  P Magargee,  DO,  7335  Ruskin  Road,  Philadelphia 
19157 

Theodore  Magida.  MD,  Diagnostic  Radiology,  60  East  Town- 
ship Line  Road,  Elkins  Park  19117 

Thomas  S Neely,  MD.  Obstetrics/Gynecology,  1901  Radnor 
Street,  Philadelphia  19149 

Cecilia  V Nobel.  MD.  Psychoanalysis,  255  South  17th 
Street,  Philadelphia  19103 

Arie  Oren,  MD,  Nephrology,  8012  Bustleton  Avenue,  Phila- 
delphia 19152 

Larry  N Portnoy,  MD,  Family  Practice,  07303  Delaire  Land- 
ing Road,  Philadelphia  19114 

Shirley  R Rashkis,  MD,  Child  Psychiatry,  Ten  Consho- 
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THIRTY-NINTH  ANNUAL  CONFERENCE 

WILLS  EYE  HOSPITAL 

Sponsored  by  the  Wills  Eye  Hospital  Society  of  Ex-Residents 

April  2-3-4,  1987 
Adam’s  Mark  Hotel 
Philadelphia,  PA 

Owen  Belmont,  M.D. 

Conference  Chairman 


Bedell  Memorial  Lecture 

H.  Dunbar  Hoskins,  M.D. 
San  Francisco,  CA 


1st  Annual  Irving  H.  Leopold  Lecture 

Irving  H.  Leopold,  M.D. 

Irvine,  CA 


Glaucoma 

JOSEPH  CAPRIOLI,  M.D. 

H.  DUNBAR  HOSKINS,  M.D. 

B.  THOMAS  HUTCHINSON,  M.D. 
GEORGE  L.  SPAETH,  M.D. 


Symposia 

Neuro-ophthalmology 

THOMAS  BOSLEY,  M.D. 
SIMMONS  LESSELL,  M.D. 

PETER  J.  SAVINO,  M.D. 
NORMAN  J.  SCHATZ.M.D. 
ROBERT  SERGOTT,  M.D. 
HENRY  VANDYKE,  M.D. 


Cataracts 

ROBERT  C.  DREWS,  M.D. 
ORAM  R.  KLINE,  M.D. 

STEPHEN  LICHTENSTEIN,  M.D. 
ROBERT  H.  OSHER,  M.D. 


Workshops 

Ambulatory  Surgery  Centers  Intraocular  Lenses  Oculoplastic  Surgery 

Cornea  Malpractice  Pediatrics 

Glaucoma  Neuro-Ophthalmology  Retina 

Allied  Assistant’s  Meeting  Thursday,  April  2,  1987 

Ultrasound  Workshop  Saturday,  April  4,  1987 

Ophthalmic  Nursing  Meeting  Friday,  April  3,  1987 

Office  Manager’s  Meeting  Saturday,  April  4,  1987 

Spouse  activity  program,  including  tour  of  Society  Hill  and  Luncheon,  scheduled  for  Thursday,  April  2,  198 7. 
Brunch  with  Elaine  Brumberg,  author  of  the  “Consumers  Guide  to  Cosmetics  ” on  Friday,  April  3,  1987  at  the  hotel. 


Practicing  Physicians 
WEH  Staff  & Alumni 
Retired  Physicians 
Residents  & Fellows 


Registration 

$300.00  Allied  Health  Meeting  4/2/87  $65-00 

$250.00  Ophthalmic  Nursing  Meeting  4/3/87  $65. 00 

$100.00  Office  Managers' Meeting  4/4/87  $25.00 

$ 75.00 


This  Continuing  Medical  Education  activity  is  accredited  for  16  Credit  Hours  in  Category  I of  the  AMA. 
Credits  have  been  applied  for  the  Allied  Health  and  Ophthalmic  Nursing  Meetings. 

For  additional  information  contact  Jeanne  L.  Kiska,  Meeting  Manager,  at  1621  Norristown  Road,  Maple  Glen,  PA  19002  (215)  322-8950 
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new  members 


TOPICS  IN  PRIMARY  CARE: 

Update  in 
Gastrointestinal 
Diseases  and  Flexible 
Sigmoidoscopy 
Course 


March  13-14,  1987 


hocken  State  Road.  Gladwyne  19035 

Jonathan  D Rubin,  MD.  Diagnostic  Radiology.  2012  Spring 

Garden  Street,  Philadelphia  19130 

Rosemary  R Shy,  MD,  Pulmonary  Diseases.  1 1 1 South  11th 
Street.  Suite  8091,  Philadelphia  19107 
Daniel  I Singer.  MD.  Orthopaedic  Surgery,  901  Walnut 
Street,  Philadelphia  19107 

Walter  J Slizofski,  MD,  Radiology.  Hahnemann  Univ  , Mail 
Stop  309,  Broad  and  Vine  Streets,  Philadelphia  19102 
Michael  D Strong  III,  MD,  Thoracic  Surgery,  Seven  Pepper- 
bush  Lane.  Moorestown,  NJ  08057 
Willie  E Young,  MD,  Otolaryngology.  401  West  Abbottsford 
Avenue,  Philadelphia  19144 

Edward  Zimmerman.  DO,  619  East  Allegheny  Avenue.  Phila- 
delphia 19134 

POTTER  COUNTY 

Gregory  A Deangelo  Sr,  MD,  Pathology,  Charles  Cole  Me- 
morial Hosp  . RD  3,  U S Route  Six,  Coudersport  16915 
Michael  D Wallisch.  MD,  Diagnostic  Radiology,  PO  Box 
470,  Coudersporl  16915 

SUSQUEHANNA  COUNTY 

Michael  S Imbrogno,  MD,  Pediatrics,  Montrose  General 
Hospital.  Three  Grow  Avenue.  Montrose  18801 


CREDIT 

American  Medical  Association 
Category  I 

American  Academy  ot  Family  Physicians 


The  Hotel  Hershey 
Hershey,  Pennsylvania 


FEE 

$250 


TIOGA  COUNTY 

Edmond  H Thall.  MD,  Ophthalmology,  15  Meade  Street. 
Wellsboro  16901 

UNION  COUNTY 

Rasila  P Patel,  MD,  Diagnostic  Radiology,  Eight  Rosewood 
Court,  Danville  17821 

VENANGO  COUNTY 

John  M Henderson,  DO,  Family  Practice,  5913  Old  Domin- 
ion Road,  Columbus,  GA  31909 

Michael  B Maloney,  DO,  Internal  Medicine,  150  West  Cen- 
tral, Titusville  16354 

WAYNE-PIKE  COUNTY 

Rosita  O Liu.  MD,  Infectious  Diseases,  650-2  Park  Street, 
Honesdale  18431 

WESTMORELAND  COUNTY 

John  N Daghir,  MD,  Family  Practice.  301  Albina  Way.  Apart- 
ment 3.  Latrobe  15650 

Juan  C Martinez,  MD.  Anesthesiology,  Monsour  Medical 
Center,  Jeannette  15644 


TOPICS  IN  PRIMARY  CARE: 

Principles  of 
Dermatology  for  the 
Practicing  Physician 


April  23,  1987 


The  Hotel  Hershey 
Hershey,  Pennsylvania 


CREDIT 

American  Medical  Association 
Category  I 

American  Academy  of  Family  Physicians 

FEE 

$135 


For  further  information,  please  call  (717)  531-7965. 

A continuing  education  service  ot 
The  Pennsylvania  State  University  College  of  Medicine 


YORK  COUNTY 

Frank  L Ferrentino,  MD,  Pediatrics.  915  South  Duke  Street, 
York  17403 

Carol  V Freer,  MD,  Internal  Medicine,  404  Barberry  Drive, 
Hanover  17331 

Wesley  R Harden  III,  MD,  Thoracis  Surgery,  221  Potomac 
Avenue,  Hanover  17331 

STUDENTS 

Christopher  A Anderson,  2233  Wallace  Street.  Philadelphia 
19130 

Frank  G Baloh,  University  Manor  West,  Apartment  303-D, 
Hershey  17033 

Joesph  A Barber,  359  West  Main  Street.  Girardville  17935 
Charles  M Falcone.  University  Manor  West,  Apartment  100, 
Hershey  17033 

Louise  A Farner,  1895  Holly  Pike,  Carlisle  17013 
Mitchell  R Gropper.  1726  Old  Welsh  Road,  Huntingdon  Val- 
ley 19006 

Bettina  B Lesser,  1126  South  47th  Street,  Philadelphia 
19143 

Kathleen  T Montone,  Hershey  Medical  Center,  Hershey 
17033 

John  P Parente  Jr . 612  Barry  Drive,  Springfield  19064 
Thomas  A Parfenchuck.  325  North  15th  Street.  Apartment 
703,  Philadelphia  19102 

Howard  S Pittle,  20  Leslie  Drive,  Scranton  18505 
Robert  S Purvis,  363  Oakdwood  Drive,  Whitehall  18052 
Allen  K Radkowsky.  325  North  15th  Street  #1002,  Philadel- 
phia 19102 

Richard  J Schaller  Jr . Townhouse  373,  Briarcrest  Gardens. 
Hershey  17033 

Amitabh  Singh,  950  Walnut  Street,  Apartment  411,  Philadel- 
phia 19107 

K Edmund  Tse,  1000  Walnut  Street,  Apartment  1600,  Phila- 
delphia 19107 
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The  Educational 
1 Scientific  Trust 


Wl 
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REPORT 


PARTNERS 
IN  MEDICINE 


The  Educational  and  Scientific  Trust  has  been  in  the  business  of  helping  practic- 
ing physicians  understand  and  evaluate  the  importance  of  preventive  and  protec- 
tive health  measures  in  the  community  since  1955.  As  a nonprofit  affiliate  of  the 
Pennsylvania  Medical  Society,  the  Trust  was  established  by  physicians  who  were 
concerned  about  what  organized  medicine  was  doing  in  public  health  and  preven- 
tive medicine.  The  initial  Trust  projects  were  intended  to  bring  better  health  to  the 
citizens  of  Pennsylvania.  Major  projects  were  recruiting  physicians  with  public 
health  backgrounds  to  work  for  the  Pennsylvania  Department  of  Health,  encour- 
aging the  formation  of  county  health  departments  and  providing  physicians  with 
up-to-date  information  through  newsletters  on  subjects  such  as  poliomyelitis,  Asian 
flu  and  immunization  vaccination — important  issues  in  those  days. 

Today,  the  Trust  focuses  on  relevant  health  issues  such  as  cancer,  Alzheimer’s 
Disease  and  diabetes,  providing  educational  resources  to  enable  physicians  to  keep 
abreast  of  the  latest  clinical  and  technical  developments  in  the  field.  The  Trust  is 
also  a partner  to  medical  and  allied  health  students,  providing  critical  financial 
support  to  help  make  medical  education  more  affordable. 

In  1986  as  in  1955,  the  Trust  has  been  a partner  to  the  individual  physician  as 
well  as  to  organized  medicine  as  a whole,  helping  to  shape  the  role  of  the  physician 
in  the  health  care  system  and  ensuring  the  continued  delivery  of  quality  health  care 
to  all  citizens. 


ACTIVITIES 
OF  THE 
TRUST 
IN  1986 


CONTRACTS:  Professional  Education  in  Alzheimer’s  Disease  — Through  a $48,000 
contract  with  the  Pennsylvania  Department  of  Aging,  the  Trust  conducted  re- 
search and  developed  educational  materials  designed  to  increase  knowledge  and 
awareness  of  Alzheimer’s  Disease  diagnosis  and  treatment  for  primary  care  physi- 
cians and  nurses. 

Pennsylvania  Diabetes  Academy  — The  Trust  continued  its  role  in  assisting  the 
Academy  in  defining  its  objectives  and  audience  and  is  providing  educational  ser- 
vices to  physicians  and  other  health  care  professionals. 

Pennsylvania  Chapter,  American  College  of  Emergency  Physicians  — The  Trust 
began  a study  to  evaluate  the  goals  and  value  of  the  professional  society  to  its 
membership  to  determine  what  products  and  services  the  organization  should  offer 
to  increase  membership  and  participation. 


CONSULTING  SERVICES:  Pennsylvania  Diabetes  Academy  — The  Trust  continued 
providing  accounting  services. 

Pennsylvania  Oncologic  Society  — In  January  of  1986,  the  Trust  began  providing 
administrative  management  services,  accounting  and  meeting  planning  services  to 
this  speciality  organization. 

Keystone  Peer  Review  Organization  — The  Trust  managed  a series  of  one-dav 
seminars  designed  by  the  peer  review  organization  to  provide  hospital  participants 
with  a fundamental  knowledge  of  review  requirements. 


STUDENT  LOANS:  More  than  $5  million  has  been  distributed  to  over  2,600  medical 
and  allied  health  students  since  the  Trust  began  providing  financial  assistance.  For 
the  1986-87  school  year,  the  Trust  awarded  224  medical  students  with  $435,750  in 
financial  support  and  provided  $41,750  in  aid  to  43  allied  health  students  for  a 
total  loan  program  of  $477,500. 

Financial  assistance  to  medical  students  continues  to  be  the  major  thrust  of  the 
Educational  and  Scientific  Trust.  With  the  knowledge  that  the  average  debt  bur- 
den for  1985  medical  school  graduates  was  over  $30,000,  the  Trust  raised  its  basic 
medical  student  loan  in  1986  from  $1500  to  $2000. 

While  the  loan  program  continues  to  grow,  the  delinquency  rate  continues  to  de- 
cline, thanks  to  an  aggressive  collection  approach  and  policy  of  turning  delinquent 
accounts  over  70  days  old  to  Financial  Collection  Agencies  in  Devon,  Pennsylva- 
nia. The  Trust  is  pleased  to  report  a delinquency  rate  of  less  than  2%.  A loan 
stabilization  account  enables  the  Trust  to  protect  the  fund’s  principal  when  it  is 
necessary  to  write  off  delinquent  accounts. 


DEVELOPMENT:  A major  fund-raising  effort  began  in  1986  to  stimulate  contribu- 
tions from  the  general  membership  of  the  Pennsylvania  Medical  Society  as  well  as 
from  previous  beneficiaries  who  have  repaid  their  loans.  Organizations  which  have 
supported  the  activities  of  the  Trust  in  the  past  were  invited  to  become  Charter 
Donor  Organizations  by  contributing  $500  to  fund  loan  and  research  activities. 
Development  of  a senior  physicians’  program  is  underway  to  provide  retired  physi- 
cians with  a forum  for  fellowship  with  colleagues  and  a mechanism  to  encourage 
benevolent  contributions  to  the  Trust.  A special  philanthropic  fund  is  being  initi- 
ated to  provide  educational  resources  such  as  textbooks  and  journal  subscriptions  to 
physicians  in  developing  foreign  countries. 

Again,  the  Trust  gratefully  acknowledges  the  Pfahler  Foundation,  administered  by 
the  Philadelphia  County  Medical  Society,  for  its  1982  gift  of  student  loans  receiv- 
able. With  an  opportunity  to  realize  about  $140,000  in  income,  the  Trust  has  so  far 
collected  more  than  $98,700,  turning  many  of  these  dollars  into  new  student  loans. 


GOALS 
OF  THE 
TRUST 


The  goals  and  mission  statement  established  by  the  Trustees  of  The  Educational 
and  Scientific  Trust  in  1984  were  reviewed  and  determined  to  be  still  viable  and 
provide  the  basis  for  a work  plan  to  carry  out  the  management  and  operation  of  the 
Trust.  They  are: 

• To  provide  research  and  educational  services  to  PMS  members,  Pennsylvania 
and  other  physicians;  allied  health  personnel;  and  the  public. 

• To  strengthen  the  relationship  between  the  Trust  and  the  Pennsylvania  Medical 
Society  for  the  mutual  benefit  of  both  organizations. 

• To  increase  income  to  support  all  activities  of  the  Trust. 

• To  research  public  health  and  preventive  medicine  issues  to  bring  about  a change 
in  the  behavior  and  capabilities  of  professionals. 

• To  develop  support  plans  and  adopt  administrative  and  management  services  to 
meet  new  needs  for  shaping  the  physician’s  role  in  the  changing  health  care 
system. 

The  Trust  continues  to  build  the  future  on  our  past  accomplishments.  Our  goals 
and  mission  are  succinctly  defined,  our  fund-raising  efforts  are  producing  mean- 
ingful results;  the  loan  program  is  a proven,  indispensable  contribution  toward 
medical  education  in  Pennsylvania;  and  our  ventures  into  marketing  research  and 
education  have  sparked  a new  awareness  and  appreciation  of  the  capabilities  of 
our  programs  and  staff.  The  Educational  and  Scientific  Trust  is  indeed  a partner  in 
medicine;  and  the  more  successful  we  are  in  our  mission,  the  greater  the  benefit  of 
image  and  recognition  for  individual  physicians  and  for  organized  medicine. 


as® 

tjaudited) 


ASSETS 

Operating 

Restricted 

Cash  and  investments,  at  cost 

(Market  value  $845,876) 

566,867.00 

28,274.00 

595,141.00 

Investment  annuity 

99,636.00 

99,636.00 

Accounts  receivable 

1.565.00 

1.565.00 

Student  loans  receivable 

3,958.293.00 

3.958.293.00 

Office  equipment  (less  accumulated 

depreciation  of  $7,110) 

21.125.00 

21.125.00 

Total  assets 

4,647,486.00 

28,274.00 

4,675.760.00 

LIABILITIES  AND  FUND  BALANCE 

Liabilities 

Accrued  payroll  taxes 

37.00 

37.00 

Total  Liabilities 

37.00 

37.00 

Fund  balances 

Invested  in  student  loans 

3,958,293.00 

3.958.293.00 

Funds  for  estimated  uncollectible  loans 

35,545.00 

35,545.00 

Available  for  designated  purposes 

653.611.00 

28,274.00 

681,885.00 

Total  fund  balance 

4,647,449.00 

28,274.00 

4,675,723.00 

Total  liabilities  & fund  balance 

4,647,523.00 

28.274.00 

4,675,797.00 

AILMENT  OF  REVENUES 
® EXPENSES 
a Ended 

«mber  31, 1986 

naudited) 


Revenues 

Contributions 

Memorial  contributions 

Honorary  contributions 

Fund-raising 

Investment  and  savings 

Student  loans  interest 

Student  loans  delinquency  charges 

Contracts  and  projects 

Miscellaneous 

Total  revenues 
Expenses 

Salaries,  wages  and  benefits 
Travel  and  meetings 
Consultants 
Legal  fees 

Computer  consultants 
General  administrative  expense 
Advertising  and  fund-raising 
Accounting  and  auditing 
Investment  management  fees 
Net  loss  on  sale  of  investments 
Collection  fees 

Uncollectible  loans  written  off 
Miscellaneous 
Total  expense 

Excess  of  revenues  over  expeases 


Operating 

295.106.00 

2.968.00 

1.200.00 

33.820.00 

67.213.00 

111.034.00 

1.300.00 

54.575.00 

1.967.00 
569,183.00 


183.197.00 

5.260.00 

3.936.00 

5.347.00 

2.893.00 

21.075.00 

15.776.00 

5.583.00 

4.489.00 

1.511.00 

4.717.00 
22,079.00 

1.154.00 
277,017.00 
292,166  00 


Restricted 

100.00 


2,418.00 


2,518.00 


214.00 

60.00 


274.00 

2,244.00 


UTEMENT  lANCES 

iFUND  BAI  IS 

wmber  31, 1986 
naudited) 


Fund  balances.  January  1,  1986 
Excess  of  revenues  over  expenses 
Other  changes  in  fund  balances: 
Transfer  restricted  fund  net 
investment  income  to  operating  fund 
Fund  balances.  December  31.  1986 


Operating 

4.353.139.00 
292,166.00 

2,144.00 

4.647.449.00 


Restricted 

28.174.00 
2,244.00 

(2,144.00) 

28.274.00 


STATEMENT  OF 

Invested  in 

Reserved  for 

Available  for 

FUND  BALANCES 

Student 

Uncollectible 

Designated 

December  31,  1986 

Fund 

Loans 

Loans 

Restricted 

Purposes 

Total 

(Unaudited) 

General  Fund 

Loan  Stabilization  Fund 

35,545.00 

134,922.00 

134.922.00 

35.545.00 

Medical  Student  Loan  Fund 

3,786,309.00 

106,711.00 

3,893,020.00 

Allied  Health  Student  Loan  Fund 

162,420.00 

79.541.00 

241,961.00 

Endowment  Fund 

28,274.00 

28,274.00 

Continuing  Education  Fund* 

10,466.00 

10,466.00 

Start-up  of  Practice  Fund 

9,564.00 

227.139.00 

236,703.00 

Board-Designated  Reserves 

94,629.00 

94.629.00 

Philanthropy  Fund 

203.00 

203.00 

Total 

3,958,293.00 

35,545.00 

28.274.00 

653,611.00 

4,675.723.00 

* This  fund  is  administered  and  held  by  the  Trust  for  the  PMS  Council  o 

n Education  and  Science. 

A TRIBUTE 

James  A.  Collins,  M.D. 

James  A.  Collins,  M.D.,  died  September  9 while  serving  as  chairman  of 
The  Educational  and  Scientific  Trust  of  the  Pennsylvania  Medical  Soci- 
ety. Dr.  Collins,  a member  of  the  Geisinger  Clinic  for  more  than  40 
years,  served  on  the  Geisinger  Board  of  Directors  and  was  chairman  of 
the  Division  of  Medical  Departments  at  Geisinger  Medical  Center,  pres- 
ident of  the  Institute  for  Medical  Education  and  Research  at  Geisinger 
and  became  senior  vice  president  for  Research  in  the  Geisinger  Clinic  in 
1984. 

Active  in  many  professional  organizations.  Dr.  Collins  served  as  presi- 
dent of  the  American  Society  of  Internal  Medicine  and  the  Pennsylvania 
Society  of  Internal  Medicine.  He  was  a fellow  in  the  American  College 
of  Physicians,  the  Pan-American  Medical  Association,  the  American 
Geriatric  Society  and  the  World  Health  Organization.  Dr.  Collins 
served  on  many  committees  of  the  Pennsylvania  Medical  Society  and 
chaired  the  Council  of  Education  and  Science.  A trustee  of  The  Educa- 
tional and  Scientific  Trust  since  1981,  Dr.  Collins  was  elected  chairman 
of  the  Trust  in  1985.  Despite  his  illness,  Dr.  Collins  continued  to  see 
patients  as  senior  consultant  in  the  Department  of  Internal  Medicine 
and  Gastroenterology  and  as  medical  director  of  the  Maria  Joseph 
Manor  Home  for  the  Aged  in  Danville  where  he  served  since  1961. 
The  Educational  and  Scientific  Trust  of  the  Pennsylvania  Medical  Soci- 
ety is  grateful  for  the  opportunity  to  have  known  and  served  with  Dr. 
Collins. 


BENEFACTORS 


TRUSTEES: 

R.  William  Alexander,  MD 

Doris  G.  Bartuska,  MD 

David  W.  Clare,  MD 

David  L.  Miller,  MD 

Abram  M.  Hostetter,  MD,  Chairman 


These  people  and  organizations 
hove  supported  the  activities  o) 
the  TYust: 

The  College  ($1,000  or 
more) 

Sandra  J.  Ahlum,  MD 
Medical  Staff  of  the 
Carlisle  Hospital 
Pennsylvania  Medical 
Society 

Samuel  P.  Mandell 
Foundation 

‘John  P.  Scullin,  III,  MD 
John  G.  Sullivan,  MD,  PA 

The  League  ($500-999) 

'Doris  Bartuska.  MD 
’Jack  P.  Failla.  MD 
'Abram  M.  Hostetter.  MD 
'David  L.  Miller,  MD 
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At  Bertholon-Rowland  Agencies,  we  don’t  look  at  Personal  Liability 
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Geisinger  Medical  Center 

Continuing  Education  Programs 


Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 
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Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 

September  11  and  12,  1987 

Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 
November  13  and  14,  1987 

Second  Annual  Christmas  Symposium  in  Pediatric 
Immunological  and  Respiratory  Illnesses  and 
Therapies  (S.P.I.R.l.T.) 
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fies that  these  activities  meet  the  criteria  for  credit  hours  in  Category  1 of  the  Physician’s  Recog- 
nition Award  of  the  American  Medical  Association.  Please  refer  to  each  individual  program  flyer 
for  registration  fees,  starting  times,  and  number  of  credit  hours.  For  further  information  or  for 
copies  of  individual  programs,  call  Sharon  Hanley,  Program  Registrar,  collect,  at  717-271-6692. 
There  is  a 24-hour  answering  service  available.  You  may  also  write  to  her  at  120  Pleasant  Street, 
Danville,  PA  17822. 
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Toward  prevention  of  developmental  disorders 


Martha  G.  Welch,  MD 

In  examining  attachment  behavior,  it 
is  evident  that  certain  mental  disor- 
ders have  in  common  the  early  interrup- 
tion of  the  necessary  bond  between 
mother  and  child.  Treatment  predicated 
on  consideration  of  disrupted  attach- 
ment has  led  me  to  successful  interven- 
tion in  many  childhood  disturbances, 
most  notably  early  childhood  autism. 

The  fact  that  autistic  children  who 
were  treated  with  mother-child  holding 
therapy  have  fully  recovered  and  have 
achieved  normal  development  suggests 
that  autism,  the  most  extreme  develop- 
mental disturbance,  provides  an  impor- 
tant window  into  the  working  of  normal 
development.  If  normal  development 
can  be  achieved  in  cases  of  autism 
through  this  therapy,  then  we  must  con- 
sider the  possibility  of  establishing  nor- 
mal development  in  other  types  of  prob- 
lem children  and  optimum  development 
in  normal  children. 

Review  of  the  literature 
Early  childhood  autism  has  sparked 
controversy  both  in  diagnosis  and 
treatment  since  it  was  first  defined  in 
1943  by  Kanner.  Until  now  there  has 
been  no  systematic  approach  that  ei- 
ther explained  the  disorders  or  led  to  an 
effective  treatment.  Kanner  fixed  on 
isolation  as  the  primary  disturbance  in 
autistic  children;  hence  the  name  au- 
tism. He  suggested  that  all  other  be- 
haviors of  these  children  were  derived 
from  isolation.1  The  intense  interest  in 
autism  shown  by  researchers  and  thera- 
pists over  the  past  four  decades  may 
stem  from  the  fascination  at  finding  a 
child  who  seems  totally  uninterested  in 
human  contact  or  who  actively  denies 
such  contact. 

The  literature  reveals  that  there  is  a 
major  disagreement  among  researchers 
concerning  whether  autism  is  organi- 
cally determined,  environmentally 
caused,  or  results  from  both  environ- 
mental and  organic  causes.  In  addition 
to  different  views  concerning  the  cause 
of  autism,  there  are  a number  of  differ- 
ent methods  of  treatment,  including 


shock,2  the  use  of  various  drugs,19  be- 
havior modification,1111"  psychother- 
apy.1318 the  use  of  parents  in  treat- 
ment,19 24  or  institutionalization.20  None 
of  these  various  treatments  has  been 
proven  effective  in  helping  the  children 
overcome  their  disabilities. 

Hypothesis 

Starting  with  the  hypothesis  that  au- 
tism represented  disturbed  attachment 
to  the  mother  with  unresponsiveness  or 
withdrawal  as  the  major  mode  of  de- 
fending against  the  ruptured  bond,  I 
theorized  that  intense  physical  contact 
by  the  mother  would  break  through  the 
child’s  withdrawal  and  make  possible 
the  formation  of  a strong  tie  with  the 
mother.  The  autistic  child  would  then  be 
free  to  develop  normally  once  he  was 
safe  in  the  context  of  a strong  bond 
with  the  mother. 

The  development  of  my  thesis  and 
the  results  are  gleaned  from  cases 
treated  over  a ten-year  period  begin- 
ning in  the  course  of  a training  fellow- 
ship and  subsequently  as  part  of  a gen- 
eral practice  of  child  psychiatry.  The 
theory  of  maternal-infant  attachment  is 
related  to  other  work. 2b  34  However,  ap- 
plying holding  between  mother  and  au- 
tistic child  to  establish  an  effective 
bond  is  original.  The  importance  of 
bonding  at  birth  has  received  a great 
deal  of  attention  in  recent  years.  Klaus 
and  Kennell  have  shown  that  children 
who  are  not  bonded  at  birth  show  diffi- 
culties later  in  life.  My  results  suggest 
that  the  bonding  can  be  repaired  at  a 
later  stage  of  development.  This  ther- 
apy forges  new  bonds,  repaires  dis- 


The  author  graduated  from  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  and 
trained  in  psychiatry  at  Albert  Einstein  Col- 
lege of  Medicine,  New  York.  Board  certified 
in  psychiatry  and  neurology,  she  is  currently 
clinical  director  of  The  Mothering  Center,  235 
Cognewaugh  Road,  Cos  Cob,  Connecticut 
06807. 


rupted  bonds,  and  reinforces  bonds 
once  established  and  consequently  for- 
tifies the  relationship  against  disrup- 
tion during  the  stress  of  various  life  cir- 
cumstances related  to  separation. 
Holding  therapy  suggests  that  the 
mother-child  bond  is  primary  and  essen- 
tial for  healthy  child  development.  The 
finding  that  mothers  are  helped  by 
holding  therapy  underscores  the  impor- 
tance of  the  mother’s  need  to  be  healthy 
in  order  for  the  child  to  be  healthy. 

The  treatment  of  unresponsiveness 
and  disturbed  attachment  has  its  roots 
in  the  scattered  research  on  gentling  an- 
imals27 and  the  voluminous  literature  on 
attachment.29  Infants  are  born  with  dif- 
ferent characteristics  and  vulnerabili- 
ties. Bowlby,  summing  up  the  results  of 
a number  of  workers,  says  that  secure 
attachment  between  mother  and  child 
develops  when  the  mother  is  sensitive 
to  the  child’s  signals  and  when  the  child 
finds  that  his  own  initiatives  succeed  in 
establishing  a reciprocal  interchange 
with  his  mother.  In  the  extreme,  attach- 
ment failure  and  even  autism  result.29 

Chess  and  her  associates  have  shown 
that  serious  disturbance  in  infants  is 
not  due  simply  to  their  natures.  Nor  is 
it  due  simply  to  their  mothers’  natures. 
Rather,  it  is  due  to  the  combination  of 
their  natures— to  a mismatch  of  temper- 
ament.35 

Much  of  the  failure  in  treating  autis- 
tic children  reflects  omission  of  impor- 
tant considerations.  Usually  it  is  a ther- 
apist, not  parents,  who  steps  in  to  help 
the  child.  Not  only  does  this  disregard 
the  fact  that  the  disturbance  involves 
two  people,  it  underestimates  the  autis- 
tic child’s  limitations,  because  of  dis- 
turbed attachment,  in  using  other  peo- 
ples’ help.  Winnicott  says  that  “the 
development  of  a capacity  to  use  an  ob- 
ject is  another  example  of  the  matura- 
tional  process  as  something  that  de- 
pends on  a facilitating  environment.  ” 11 
Therefore,  the  greater  the  failure  of  the 
mother-child  relationship,  the  less  able 
the  child  is  to  derive  benefit  from  an- 
other’s help  or  therapy.  After  rebonding 
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with  mother-child  holding  therapy, 
these  children  are  able  to  use  their 
mother’s  as  well  as  others’  help. 

Forcible  holding  of  austistic  children 
by  their  mothers  is  the  most  effective 
way  to  establish  a nurturing  bond  be- 
tween child  and  mother. 1 And  the  bene- 
fit accrues  to  both  equally.  Forcible 
holding  conveys  the  message  that  the 
mother  is  available,  and  will  remain 
available  no  matter  what  the  child  feels, 
to  help  the  child  deal  with  his  rage  and 
terror  and  impulses. 

The  theoretical  basis  for  this  position 
is  amply  supported  in  a major  integra- 
tion of  the  literature  by  Victor/’’  The 
treatment  presented  is  based  on  the 
thesis  that: 

1.  Disturbed  attachment  is  the  key 
element  in  autism. 

2.  The  mothers’  as  well  as  the  chil- 
drens’ needs  are  seriously  frustrated  by 
the  disturbed  attachment. 

3.  Helping  the  mothers  to  foster  bet- 
ter attachment  is  the  key  to  treating  au- 
tism. 

Method  of  treatment 

The  mother  must  hold  the  child  face- 
to-face.  At  first  the  child  may  allow 
himself  to  be  held,  but  this  is  followed 
by  restlessness  then  struggle  and  auger 
as  the  mother  persists.  Often,  the 
mother  will  let  go  at  the  first  sign  of 
restlessness.  This  is  usually  a defensive 
reaction  conditioned  by  months  or 
years  of  rejection  by  the  child.  How- 
ever, once  a mother  starts  intensive 
holding,  even  a little  positive  reinforce- 
ment from  the  child  may  enable  her  to 
persevere. 

The  therapist’s  task  is  to  help  the 
mother-child  pair  to  tolerate  their  own 
feelings  of  rage  and  despair  that  come 
to  the  surface  as  intensive  holding  pro- 
ceeds. The  therapist  helps  each  to  deal 
with  the  other’s  rejection  and  with  the 
depression,  terror,  and  anger  that 
result.  These  emotions  must  be  experi- 
enced and  worked  through  in  order  to 
estabbsh  a bond  that  gives  genuine  se- 
curity to  child  and  mother.  Holding  by 
anyone  other  than  the  mother  interferes 
with  the  formation  of  a secure  bond  to 
the  mother. 

A typical  holding  session  takes  at 
least  one  hour  to  progress  from  the  be- 
ginning through  the  rejection  phase 
and  on  through  the  resolution.  After- 
wards mother  and  child  are  in  syn- 
chrony with  each  other. 


Once  the  child  and  mother  learn  to 
tolerate  each  other’s  feelings,  basic 
trust  is  established.  They  trust  each 
other  with  their  feelings  and  are  more 
open  to  communication  with  each  other. 
They  no  longer  use  so  many  defenses 
for  protection  against  further  rejection. 
Once  the  child  can  trust  the  mother,  he 
is  able  to  trust  and  respond  to  others. 
Overall  responsiveness  increases.  The 
development  that  had  been  taking  place 
all  along  becomes  apparent.  In  all  cases, 
the  development  is  at  least  at  expected 
age  level  and  in  most  cases  the  develop- 
ment has  been  at  much  higher  levels 
than  expected. 

There  is  a role  for  the  father  and  it  is 
often  crucial.  Forced  holding  is  extraor- 
dinarily difficult  for  mothers.  They  need 
a great  deal  of  support  which  can  be 
provided  by  the  father  or  grandmother 
by  holding  the  mother  while  she  holds 
the  child.  However,  the  child  derives  the 
most  security  from  the  mother  when 
she  is  grounded  in  a secure  marriage. 

The  quality  of  improvement  in  autis- 
tic children  treated  with  mother-child 
holding  therapy  is  illustrated  by  the  fol- 
lowing samples  from  two  children’s 
writings.  These  children  were  com- 
pletely uncommunicative  before  ther- 
apy. The  author  of  this  excerpt  was  ten 
years  old  at  the  time  of  writing: 

“hard  holding  is  murder  it  kills  the 
silent  army  of  life  destroyers 
fears  are  faced  in  a confrontative 
manner  and  reality  conquers 
anger  is  expressed  in  a physical  bat- 
tle making  it  alive  and  killable 
frustrations  attack  frustrations 
again  and  again  . . . 
holding  has  saved  my  sanity  and 
given  me  a chance  to  be  free 
and  love  in  a real  growing  way 
I need  it  and  sometimes  I want  it.” 

The  second  author  was  fourteen  when 
she  wrote  the  following  poem: 

“See  gentle  seasonal  dinosaur 
He  knew  what  his  life  was  for 
To  save  a wandering  gene 
Under  the  name  of  human  being 
Seconds  of  time  are  a million  years 
Love  endures  a million  fears 
I am  a second  you  are  a year 
I will  endure  a second’s  tear 
If  you  only  decide  to  stay  so  near 
I am  evolving,  see  me  sense 
The  delightful  universe  so  immense 
I am  a soul  about  to  emerge.” 

It  is  apparent  from  these  writing 
samples  that  these  two  autistic  children 
have  achieved  better  than  age-level  in- 


tellectual development.  Observation  of 
children  who  have  fully  recovered  sug- 
gests that  they  are  above  average  in 
general  intelligence  and  abilities,  not 
just  in  narrow  areas  of  excellence  as 
was  often  thought  in  many  cases  of  au- 
tism. 

Case  histories 

The  following  three  disparate  case 
histories  suggest  that  we  cannot  pre- 
dict developmental  outcome  on  early  as- 
sessment. It  is  not  until  the  autistic  de- 
fense begins  to  crumble  that  we  can  get 
an  idea  of  the  true  developmental  level 
of  the  child  and  not  until  late  in  treat- 
ment or  after  treatment  that  we  ob- 
serve the  fulfillment  of  the  potential  of 
these  often  gifted  individuals. 

Case  one.  H.K.  presented  at  age  22 
months  with  a diagnosis  of  profound  re- 
tardation. She  was  presumed  to  be 
blind  and/or  deaf.  She  was  so  with- 
drawn that  she  did  not  move  or  respond 
to  auditory  or  visual  threat.  She  had 
marked  disuse  atrophy  of  her  limbs. 

H.K.  responded  immediately  to 
forced  holding.  She  tried  to  avoid  con- 
tact, closed  her  eyes,  cried,  screamed, 
arched  her  back,  and  continued  to  bat- 
tle for  90  minutes.  Then  she  calmed 
down  and  allowed  herself  to  be  held. 
She  spoke  twice  and  played  with  a doll 
for  the  first  time. 

Although  H.K.  began  to  respond  to 
treatment,  her  gains  were  very  slow. 
She  continued  to  meet  all  the  criteria 
for  autism  and  remained  non-functional 
until  age  nine  when  she  finally  began  to 
reveal  the  extraordinary  development 
which  had  been  taking  place  all  along. 
It  is  remarkable  to  what  extent  the  au- 
tistic defense  of  this  child  is  purposeful. 
She  wrote  in  one  long  poem:  . . I’m 

afraid  to  let  go  and  grow  into  the  person 
that  I'm  becoming.  Despite  all  my  at- 
tempts to  camouflage  and  conceal  and 
block  my  growth  it’s  happening 
She  is  gifted  in  music  as  well  as  in  writ- 
ing. She  demonstrates  a profound  philo- 
sophical understanding  of  the  world. 
She  has  a true  gift  for  language.  She  is 
good  at  math  despite  little  known  expo- 
sure. She  demonstrates  a fund  of  gen- 
eral knowledge  far  beyond  her  years. 
She  says  that  now  she  feels  safe  with 
her  mother,  and  she  is  trying  hard  to  be- 
come normal. 

Case  two.  H.M.  at  age  three  and  a 
half  was  expelled  from  his  nursery 
school  because  he  had  severe  tantrums 
when  he  was  stopped  from  carrying  out 
his  many  obsessive-compulsive  behav- 
iors. He  was  unresponsive  to  contact 
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and  presumed  to  be  deaf  because  he  did 
not  respond  to  speech  and  never  had 
spoken.  He  demonstrated  no  attach- 
ment to  his  mother. 

After  two  months  of  holding  therapy 
H.M.  began  to  speak  and  to  play  nor- 
mally. Over  the  next  year  he  gave  up  all 
symptoms  of  autism.  By  kindergarten 
he  was  able  to  learn  normally.  However, 
it  was  not  until  sixth  grade  that  he 
showed  outstanding  capacities  in  math- 
ematics as  well  as  verbal  expression. 
Between  sixth  and  eighth  grades  he 
showed  increased  creativity  in  playwrit- 
ing  and  in  art.  He  is  a top  student  in  all 
subjects.  Ten  years  after  treatment  he 
has  maintained  his  gains. 

Case  three.  Tj.Ti.  presented  at  age 
twelve.  He  is  a particularly  interesting 
case  because  he  had  begun  to  partially 
recover  from  early  childhood  autism  in 
the  context  of  a warm,  emotionally  vol- 
atile and  expressive  family  but  then 
withdrew  again  as  time  went  on.  He 
was  bom  to  a depressed  mother  who 
could  not  attach  to  him  because  she  had 
previously  lost  a three-month-old  baby 
who  was  neurologically  damaged. 

Z.Z.  seemed  unresponsive  and  demon- 
strated delayed  development.  He  was 
unrelated  to  people,  did  not  develop 
communicative  speech,  had  many 
obsessive-compulsive  behaviors,  and 
showed  abnormalities  of  motility.  He 
was  thought  to  be  hypotonic.  For  exam- 
ple he  could  not  squeeze  a ball.  In  retro- 
spect, however,  his  mother  recalls  that 
he  could  squeeze  the  handle-bars  on  his 
bike  well  enough  to  ride  perfectly  when 
he  wanted  to.  In  any  case,  he  showed 
some  good  development  around  age 
eight.  At  that  time  a teacher  taught 
him  to  read  in  just  three  weeks.  Later 
he  was  removed  from  that  school  be- 
cause the  parents  felt  he  was  showing 
symptoms  of  too  much  pressure.  At 
that  point,  all  development  ceased.  He 
was  thought  to  have  a measured  I.Q.  of 
51  and  he  was  put  in  a special  school. 

When  he  presented  at  age  twelve,  he 
seemed  retarded  with  slow,  dull,  uncom- 
municative speech,  an  uncoordinated 
gait,  little  eye  contact,  many  obsessive- 
compulsive  behaviors  with  tantrums 
when  they  were  interrupted,  and  little 
demonstration  of  attachment  to  his 
mother.  His  mother  was  at  her  wit’s  end 
because  Z.Z.  was  becoming  increasingly 
more  violent  at  home. 

Within  two  weeks  of  starting  holding 
therapy,  Z.Z.  was  speaking  communica- 
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tively  most  of  the  time,  had  resolved  to 
act  normal  and  was  doing  so  more  and 
more.  After  six  months,  Z.Z.  was  study- 
ing daily  to  catch  up  in  the  school  sub- 
jects he  had  missed  by  being  in  the  pre- 
vious special  school  setting.  His  gait 
was  now  normal.  By  the  end  of  the  year 
he  had  made  two  years’  progress  in  lan- 
guage as  measured  by  standard  testing. 
After  two  years  of  treatment,  he  has  a 
normal  vocabulary,  is  no  longer  a threat 
to  his  family,  is  working  hard  on  his  aca- 
demics, is  physically  well  coordinated, 
is  extremely  well  related  to  his  family 
and  the  people  in  our  center  and  is  actu- 
ally helping  some  of  the  other  autistic 
children  to  socialize. 

It  is  too  early  to  say  what  level  of  de- 
velopment Z.Z.  will  achieve,  but  it  is 
clear  that  he  has  a gift  for  language,  a 
sense  of  comedy  and  an  aptitude  for 
performing.  This  child  was  condemned 
by  the  school  system  to  special  educa- 
tion for  the  retarded  because  of  his  I.Q. 
We  had  to  go  to  court  to  stop  the  school 
system  from  placing  him  with  pro- 
foundly retarded  children. 

Results 

In  my  practice  with  austistic  children 
a high  rate  of  return  to  normal  develop- 
ment has  occurred  in  intact  families 
who  were  able  to  fully  engage  in  the 
treatment  program.  Major  improve- 
ments occurred  in  almost  all  other 
cases,  even  those  with  disrupted  fami- 
nes. No  case  failed  to  show  improve- 
ment and  not  one  child  has  required  in- 
stitutionalization. 

This  method  is  being  used  in  six  Eu- 
ropean countries  and  in  Japan.  The 
largest  case  series  comes  from  Dr. 
Jirina  Prekop  of  the  Olga  Hospital 
Clinic  in  Stuttgart,  West  Germany.38'42 
Half  of  all  children  presented  to  her 
clinic  are  currently  being  treated  with 
Welch  mother-child  holding  therapy. 
She  reported  having  used  this  therapy 
over  a three-year  period  with  200  cases 
of  autism  and  with  an  equal  number  of 
children  with  other  diagnoses.  Al- 
though she  is  using  the  method  in  a less 
intensive  way  and  for  a shorter  dura- 
tion than  I have,  she  reported  a cure 
rate  approaching  20  percent  with  autis- 
tic children. 

Conclusions 

Mother-child  holding  therapy  gives 
promise  for  prevention,  early  interven- 
tion, and  retrieval  from  autism  and  also 
for  the  treatment  of  other  childhood  dis- 


turbances. Changing  the  future  of  autis- 
tic children  is  an  urgent  public  health 
matter  as  this  disorder  is  sharply 
increasing— almost  fourfold  in  the  past 
ten  years.  The  cost  to  our  country  alone 
for  institutionalization  of  95  percent  of 
350,000  autists  at  $200  per  day  each  is 
more  than  $20  billion  a year.  Even  a 
conservative  cure  rate  of  15  percent 
would  save  billions.  The  savings  in  hu- 
man suffering  is  immeasurable. 

When  mother-child  holding  therapy  is 
used  to  establish  a strong  bond,  it 
results  in  such  a radical  change  in  the 
course  of  development  that  early  as- 
sessment cannot  predict  the  outcome. 
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Why  pay  too  much 
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compensation 
insurance? 

Dividends  for  doctors 
average  43%  per  year 
from  the  Dodson  Plan! 


A service  approved  by 
Pennsylvania  Medical  Society 


Physicians  get  a discount  when 
policies  are  issued.  Then  at  year- 
end,  a dividend  also  is  paid, 
based  on  claim  costs.  Dividends 
have  run  as  high  as  47%  and  now 
average  43%  yearly  since  1973. 


In  this  plan,  a dividend  is  paid 
when  claim  costs  are  kept  low 
through  safety  on  the  job.  From 
Dodson,  you  get  prompt  service 
with  the  personal  touch.  Write  or 
phone  for  complete  details! 


LET  US  HELP  YOU  SAVE! 


Insurance  provided  by 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  of  Dodson  Insurance  Group 
P.O.  Box  559,  Kansas  City,  Missouri  64141 
Call  toll-free  1-800-821-3760 
In  Missouri  1-800-892-3431 


physicians  in  the  news 


Myron  Yanoff,  MD,  Philadelphia,  was 
chosen  for  the  Senior  U.S.  Scientist 
Humboldt  Award,  a research  grant 
given  by  the  Alexander  von  Humboldt 
Foundation  in  West  Germany.  Dr. 
Yanoff  is  professor  of  ophthalmology 
and  ophthalmic  pathology  at  the  Scheie 
Eye  Institute  of  the  University  of  Penn- 
sylvania School  of  Medicine. 

Francis  J.  Sweeney  Jr.,  MD,  Philadel- 
phia, recently  was  named  professor  of 
medicine  at  Jefferson  Medical  College. 
Also,  he  was  reappointed  to  a three  year 
term  on  the  Board  of  Commissioners  of 
the  Joint  Commission  on  Accreditation 
of  Hospitals  (JCAH).  Dr.  Sweeney  is 
vice  president  for  professional  affairs 
and  medical  director  at  Marcy  Catholic 
Medical  Center,  Darby. 

Robert  E.  Campbell,  MD,  was  elected 
chairman  of  the  board  of  directors  of 
the  Radiological  Society  of  North 
America.  Dr.  Campbell  is  director  of  ra- 
diology at  Pennsylvania  Hospital  and 
clinical  professor  of  radiology  at  the 
University  of  Pennsylvania  School  of 
Medicine. 

The  importance  of  erythropoietin  in  the 
treatment  of  patients  with  anemia  is 
highlighted  in  the  January  8,  1987,  is- 
sue of  the  New  England  Journal  of  Med- 
icine. Accompanying  this  article  is  a 
guest  editorial  by  the  discoverer  of 
erythropoietin,  Allan  J.  Erslev,  MD, 
distinguished  professor  of  medicine  at 
Jefferson  Medical  College.  After  discov- 
ering erythropoietin  in  1953,  Dr.  Erslev 
spent  over  30  years  researching  its  pro- 
duction and  action. 

Eugene  N.  Myers,  MD,  Pittsburgh,  has 
been  elected  vice  president  of  the  Pan 


American  Association  of  Otorhinolar- 
yngology Head  and  Neck  Surgery.  Dr. 
Myers  is  chairman  and  professor  of  the 
department  of  otolaryngology  at  the 
University  of  Pittsburgh  School  of 
Medicine. 


The  Northumberland  County  Medical 
Society  elected  Winfield  S.  Gibbs,  MD, 
Sunbury,  president  for  1987.  Other  offi- 
cers are  James  R.  Cicchiello,  MD,  Kulp- 
mont,  vice  president;  and  Edward  V. 
Twiggar  II,  MD,  Shamokin,  secretary- 
treasurer. 

Brenda  K.  Baumann,  MD,  received  spe- 
cial recognition  from  the  Pennsylvania 
Department  of  Health  for  meritorious 
service  as  regional  medical  director  of 
the  Seven  Mountains  Emergency  Medi- 
cal Services  Council.  Dr.  Baumann  di- 
rects the  emergency  department  at 
Philipsburg  State  General  Hospital. 

Gordon  K.  MacLeod,  MD,  Pittsburgh, 
has  been  appointed  a member  of  the  edi- 
torial board  of  the  Journal  of  the  Ameri- 
can Medical  Association.  Dr.  MacLeod 
is  professor  of  health  services  adminis- 
tration at  the  Graduate  School  of  Pub- 
lic Health  of  the  University  of  Pitts- 
burgh. 

Robert  G.  Kettrick,  MD,  has  been  ap- 
pointed chairman  of  a federal  congres- 
sional Task  Force  on  Technology- 
Dependent  Children.  The  18-member 
task  force  will  examine  issues  concern- 
ing children  who  have  chronic  condi- 
tions requiring  continuing  use  of  medi- 
cal technology.  Dr.  Kettrick  is  medical 
director  of  the  pediatric  intensive  care 
intermediate  unit  at  the  Children’s  Hos- 
pital of  Philadelphia. 


Willis  P.  Maier,  MD,  King  of  Prussia, 
was  elected  president  of  the  Philadel- 
phia Academy  of  Surgery  for  1987.  Dr. 
Maier  is  professor  of  surgery  at  Temple 
University  School  of  Medicine  and  chief 
and  vice  chairman  of  the  section  of  gen- 
eral surgery  at  Temple  University  Hos- 
pital. 

Sidney  Cohen,  MD,  has  been  appointed 
to  the  National  Diabetes  and  Digestive 
and  Kidney  Diseases  Advisory  Council 
of  the  National  Institutes  of  Health 
(NIH).  Dr.  Cohen  is  chairman  of  the  de- 
partment of  medicine  at  Temple  Univer- 
sity School  of  Medicine. 

Victor  F.  Greco,  MD,  has  been  elected 
president  and  chief  of  the  medical  staff 
of  the  Hazleton-St.  Joseph  Medical  Cen- 
ter. Dr.  Greco,  a surgeon,  represents  the 
Twelfth  District  on  the  PMS  Board  of 
Trustees. 

Charles  A.  Waltman,  MD,  is  author  of 
“18th  Century  Bethlehem  Medical 
Practices,”  a soft-cover  book  about 
early  medical  practices,  particularly 
those  of  the  Moravians,  in  Northamp- 
ton County.  Dr.  Waltman,  a semi-retired 
surgeon,  spends  much  of  his  time  re- 
searching, writing,  and  lecturing  about 
history.  He  is  president  of  the  North- 
ampton County  Historical  and  Genea- 
logical Society  and  a member  of  the 
American  Association  for  the  History 
of  Medicine. 

Ernest  K.  Manders,  MD,  chief  of  plastic 
and  reconstructive  surgery  at  the 
Milton  S.  Hershey  Medical  Center, 
Hershey,  has  returned  home  after  trav- 
eling to  surgical  centers  around  the 
world  as  a James  IV  Surgical  Traveler. 

A number  of  physicians  retired  at  the 
end  of  1986.  Among  them  are  Floyd  M. 
Landis,  MD,  who  served  as  a family 
practitioner  in  Leola  for  40  years;  Rob- 
ert C.  Bair,  MD,  a surgeon  in  Wellsboro 
for  30  years;  and  Jerome  Chamovitz, 
MD,  a specialist  in  internal  medicine 
who  practiced  48  years  in  Aliquippa. 


New  PMS  Medical  Economics 

Toll  Free  Line  Call  1-800-228-7823 

Monday  through  Friday  8 a.  m.  to  12  noon, 
and  1 p.m.  to  4 p.m. 
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JEANES  HOSPITAL 

DEPARTMENT  OF  MEDICINE  CONFERENCE  SCHEDULE 

April  1 

9 AM 

Spring  1987 

Clinical  Rounds:  “Work-up  and  Management  of  Chronic  Urticaria” 

1 

12:15  PM 

Norman  Koven,  M.D. 

Chief,  Division  of  Allergy 

Continuing  Medical  Education  Conference: 

8 

9 AM 

“Digital  Subtraction  Angiography  at  Jeanes  Hospital” 
William  Hartz,  M.D. 

Department  of  Radiology 

Clinical  Rounds:  “Neurologic  Complications  of  AIDS” 

15 

9 AM 

David  Roby,  M.D. 

Division  of  Neurology 

Morbidity  & Mortality  Conference 

22 

9 AM 

Tumor  Conference 

22 

12:15  PM 

Ambulatory  Medicine  Rounds:  “Hirsutism  and  Baldness’ 

29 

9 AM 

Magdalene  Ho,  M.D. 

Chief,  Division  of  Dermatology 

Jay  Springer,  M.D. 

Chief,  Division  of  Endocrinology 

Sonneborn  Lectureship:  “Health  Care  in  the  Cost  Containment  Environment” 

May  6 

11:30  AM 

Mr.  Henry  Wendt 

President  and  Chief  Executive  Officer 
Smith,  Kline  & Beckman 

Jeanes  Symposium:  “What’s  New  In  Aging”  — Speakers  TBA 

13 

9 AM 

Clinical  Rounds:  “Angiotensin  Converting  Enzyme  (ACE)  Inhibition  for 

20 

9 AM 

Hypertension  and  Congestive  Heart  Failure” 
Joseph  Carver,  M.D. 

Chief  Division  of  Cardiology 

Morbidity  & Mortality  Conference 

27 

9 AM 

Tumor  Conference 

27 

12:15  PM 

Ambulatory  Medicine  Rounds:  “Dyspepsia” 

June  3 

9 AM 

Stephen  Matarazzo,  M.D. 

Chief,  Division  of  Gastroenterology 

Clinical  Pathology  Conference 

10 

9 AM 

Clinical  Rounds:  “Cutaneous  Manifestations  of  Systemic  Diseases” 

17 

9 AM 

Magdalene  Ho,  M.D. 

Chief,  Division  of  Dermatology  ' 
Morbidity  & Mortality  Conference 

24 

9 AM 

Tumor  Conference 

24 

12:15  PM 

Ambulatory  Medicine  Rounds: 

“Identification,  Work-up  and  Treatment  of  Patients  at  Risk 
for  Coronary  Artery  Disease” 

Joseph  Carver,  M.D. 

Chief,  Division  of  Cardiology 

Robert  P.  Jacobs,  M.D.,  Chairman,  Department  of  Medicine 
William  Hartz,  M.D.,  Chairman,  CME  Committee 

All  programs  are  scheduled  for  one  hour  and  held  in  Stapeley  Building  1A.  One  hour  of  Category  1 

CME  credit  per  conference.  For  more  information,  please  call  (215)  728-3798.  Jeanes  Hospital,  7600 

Central  Avenue,  Philadelphia,  PA  19111. 
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special  feature 


Accounting  software  helpful  in  medical  practice 


Thomas  W.  Reinke 

Traditionally,  physicians  have  not 
paid  much  attention  to  accounting. 
That  is  understandable;  most  medical 
practices  have  been  one  and  two  doctor 
groups  with  little  need  for  detailed  fi- 
nancial information.  Recently,  however, 
the  average  practice  has  grown  in  size, 
creating  a greater  need  for  financial  in- 
formation to  be  used  in  everyday  de- 
cision-making or  in  dealings  with  banks 
and  other  agencies. 

As  the  need  for  financial  information 
has  grown,  so  have  the  ways  of  produc- 
ing it.  Reports  from  tedious  hours  of 
hand  calculation  have  given  way  to 
those  streaming  from  computerized  ac- 
counting systems.  But  automated  ac- 
counting systems  have  done  much  more 
than  simplify  reporting,  they  have  also 
streamlined  all  of  the  bookkeeping  and 
accounting  activities  in  medical  offices. 

With  many  practices  now  owning  a 
computer  for  word  processing  and  other 
tasks  it  makes  sense  to  consider  expan- 
sion of  the  system  to  include  account- 
ing. There  has  been  an  explosion  of  ac- 
counting software  available  for  medical 
practices  and  other  businesses.  In  addi- 
tion, accounting  packages  now  selling 
for  less  than  $500  have  features  that,  a 
short  time  ago,  were  only  available  in 
packages  costing  thousands  of  dollars. 

Much  of  the  accounting  software 
available  will  run  on  personal  com- 
puters such  as  the  IBM  PC  and  compat- 
ibles. It  is  also  generally  available  as  an 
add-on  feature  for  billing  computers. 
Many  of  the  programs  are  simple 
enough  to  set  up  and  use,  even  in  medi- 
cal offices  without  a full-time  business 
manager  or  administrator  on  board. 

Accounting  modules 
Accounting  software  usually  is  sold 
as  a series  of  modules  that  can  be  as- 
sembled in  building  block  fashion  to 
meet  the  specific  needs  of  different 
practices.  Any  practice  that  has  com- 
puterized its  billing  activities  has  taken 
the  first  step  in  putting  these  blocks  in 
place.  In  accounting  terms,  a medical 
billing  system  is  an  accounts  receivable 
module.  It  can  serve  as  a starting  point 
for  expanding  to  a fully  integrated  ac- 
counting system. 


The  standard  modules  in  most  ac- 
counting packages  are  accounts  receiv- 
able, accounts  payable,  general  ledger, 
payroll,  and  purchase  orders.  Although 
any  of  the  modules  can  be  installed 
alone  and  run  independently,  the  corner- 
stone of  a complete  accounting  system 
is  the  general  ledger.  This  is  the  module 
that  ties  all  of  the  other  modules  to- 
gether. It  is  also  the  module  that  keeps 
the  books  and  generates  key  reports 
such  as  the  trial  balance,  balance  sheet, 
and  income  statement.  Almost  all  medi- 
cal practices  can  benefit  from  the  gen- 
eral ledger’s  timely  and  detailed  infor- 
mation on  the  financial  health  of  the 
practice. 

The  heart  of  the  general  ledger  is  the 
chart  of  accounts,  the  list  of  assets  and 
liabilities  plus  income  and  expenses  to 
which  all  financial  transactions  are 
posted.  Transactions  are  entered  by  the 
user  or  are  received  from  other  modules. 
For  example,  the  billing  system  may  au- 
tomatically supply  accounts  receivable 
data  or  the  user  may  manually  enter  the 
figures  for  gross  charges,  cash  receipts, 
and  other  items. 

Another  important  module  is  ac- 
counts payable.  It  keeps  track  of  all  in- 
voices, prints  checks,  and  provides  re- 
ports that  allow  management  to  see 
exactly  which  invoices  are  outstanding 
and  their  total  values.  That  information 
allows  better  control  over  expenses  and 
also  allows  cash  disbursements  to  be  co- 
ordinated with  cash  receipts. 

The  disadvantage  of  accounts  pay- 
able is  that  every  vendor  and  every  in- 
voice must  be  entered  into  the  system. 
That  may  translate  into  a workload 
that  outweighs  the  advantages  of  com- 
puterization. Our  experience  is  that  ac- 
counts payable  is  most  appropriate  for 
practices  that  receive  30-50  invoices  a 
month.  At  lower  volumes,  the  work  re- 
quired by  the  system  exceeds  the  ad- 
vantages. 


The  author  is  a manager  in  the  advisory 
services  department  of  Shotz,  Miller  & 
Glusman,  P.C.,  a Philadelphia  certified  public 
accounting  firm. 


Payroll  and  purchase  order  modules 
also  are  found  in  many  accounting 
packages.  However,  they  usually  are  ap- 
propriate only  for  very  large  practices 
which  have  separate  purchasing  and  re- 
ceiving departments  plus  the  in-house 
expertise  to  update  tax  schedules  and 
maintain  other  tables  in  the  system. 

Selecting  an  accounting  package 

Selection  of  a software  package 
should  be  based  on  the  needs  and  goals 
of  the  practice.  Obviously,  a very  so- 
phisticated package  is  not  appropriate 
for  small  or  medium-sized  practices. 
The  converse  is  equally  true,  the  sim- 
plest packages  may  not  have  the  fea- 
tures some  practices  may  need. 

Among  the  software  packages  that 
have  been  widely  recommended  are 
"Rags  to  Riches”  from  Chang  Labs, 
San  Jose,  California;  “One-Write  Plus” 
from  Great  American  Software  in 
Amherst,  New  Hampshire,  and  two  dif- 
ferent packages  from  Open  Systems 
Inc.  in  Eden  Prairie,  Minnesota.  “Rags 
to  Riches”  and  “One-Write  Plus”  are 
simple,  yet  powerful  packages  suitable 
for  many  smaller  practices.  Open  Sys- 
tems offers  two  varieties  of  its  soft- 
ware, “Open  for  Business”  for  smaller 
businesses  and  “Open  Systems,”  a 
more  elaborate  package  capable  of  han- 
dling both  large  and  small  practices. 
General  ledger  and  accounts  payable 
modules  from  these  companies  cost 
about  $400  to  $800. 

Table  1 contains  a list  of  the  features 
that  are  important  in  general  ledger  and 
accounts  payable  modules.  We  recom- 
mend that,  for  a package  as  important 
as  accounting,  the  office  staff  see  a 
demonstration  of  the  software  in  action. 
A demo  is  the  best  way  to  see  if  the 
software  has  the  required  features  and 
if  it  fits  the  way  the  practice  conducts 
business. 

In  addition  to  the  features  listed  in 
the  table,  there  are  other  factors  to  con- 
sider: 

1.  Compatibility  of  the  software  to 
existing  programs.  For  practices  with 
computerized  billing  systems,  accounts 
receivable  information  should  be  able  to 
be  fed  into  the  general  ledger  module 
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PMSLIC  has  the  answers 

I need/' 


Robert  Ford,  M.D. 
Obstetrics/Gynecology 
Pittsburgh 


The  threat  of  litigation  has  driven  many  obste- 
tricians from  the  field.  But  not  Dr.  Ford.  Bolstered 
by  PMSLIC's  risk  management  efforts,  he's 
secure  in  the  knowledge  that  he’s  doing  all  he 
can  to  reduce  malpractice  risk.  "Addressing 
the  specific  risks  of  a specialty  is  the  key,"  he 
notes. 

Because  the  PMSLIC  Risk  Management  staff 
determined  that  the  "negligent  delivery  of  an 
infant  with  a neurologic  deficit"  is  one  of  the 
most  common  and  most 
costly  allegations 

against  PMSLIC-insured  PMSLIC: 

obstetricians,  a letter 


The  doctors’  choice. 


was  sent  to  them  suggesting  that  samples  of 
placental  tissue  be  retained  in  certain  instances. 
Dr.  Ford  was  glad  to  incorporate  this  in  his 
practice  after  learning  that  placental  tissue  analy- 
sis could  be  a key  element  in  his  successful 
defense  should  a malpractice  claim  subsequently 
arise. 

Observes  Dr.  Ford:  "PMSLIC  has  shown  the 
obstetricians  of  this  state  that  they  really  have 
someone  in  their  corner  when  it  comes  to 

avoiding  liability.”  To  get 
that  support  for  your 
practice,  call  toll-free: 
1-800-445-1212. 


Table  1 

Basic  Features  in  General  Ledger  and  Accounts  Payable  Modules 


General  ledger  features: 

1 . Enter  debit  and  credit  transactions 

2.  Prevent  closing  of  periods  and  years  out  of  balance 

3.  Reversing  journal  entries  between  periods 

4.  Simple  period  and  year  end  closing  procedures 

5.  Flexible  account  number  methods 

6.  Previous  year  comparisons  or  budget  variance  reporting 

7.  Current  month  and  year  to  date  reporting 

'8.  Roll-up  of  individual  accounts  into  categories  on  reports 

Accounts  payable  features: 

1.  Enter  purchases  and  miscellaneous  debits 

2.  List  and  age  open  invoices 

3.  Print  checks  and  update  invoice  file  with  date  paid 

4.  Complete  interface  to  general  ledger 

5.  Designate  multiple  general  ledger  accounts  for  each  purchase 

6.  Print  checks  with  remittance  stub  showing  invoice  number 

7.  Reprint  and  cancel  checks 

8.  Partial  or  installment  payments 

9.  Allow  one-time  vendors  without  setting  them  up  in  all  files 


Reports: 

1 . Trial  balance 

2.  Balance  sheet 

3.  Income  statement 

4.  List  of  chart  of  accounts 

*5.  Cash  receipts,  disbursements  and  general  journals 


Reports: 

1.  Purchases  journal 

2.  Aged  invoice  list 

3.  Check  register 

4.  Vendor  list 

5.  Cash  flow  report 

6.  Vendor  analysis  report 
‘Optional  feature  or  report. 


for  the  production  of  reports,  income 
statements  and  journals  such  as  the 
cash  receipts  journal.  If  financial  infor- 
mation is  to  be  used  in  any  type  of 
spreadsheet  analysis,  the  accounting 
software  should  share  files  with  the 
spreadsheet  program. 

2.  A command  structure  that  is  easy 
to  use.  Menu-driven  programs  are  much 
easier  to  learn  and  use  than  programs 
based  on  a complex  set  of  multi-key- 
stroke commands. 

3.  Clear  documentation.  The  down- 
fall of  many  programs  is  poor  documen- 
tation, causing  frustration  in  learning 
the  program  and  many  potential  errors 
in  operating  it. 

4.  A full  complement  of  report  for- 
mats. Accounting  software  was  devel- 
oped to  provide  information;  if  the 
package  does  not  provide  necessary  re- 
ports in  useful  formats,  one  of  its  pri- 
mary purposes  is  defeated. 

5.  Telephone  support.  For  an  annual 
fee,  some  software  companies  will  pro- 
vide telephone  support  for  questions 
and  problems.  For  the  medical  practice 
without  a computer  wizard  or  account- 
ing expert,  that  is  a very  valuable  ser- 
vice. 

6.  Solid  error  handling.  The  program 
should  be  written  in  such  a way  that  it 
prevents  erroneous  transactions  from 
being  entered.  The  program  should  also 
clearly  identify  any  system  or  process- 
ing errors.  One  of  the  best  ways  of  test- 
ing a program  is  to  turn  off  the  com- 
puter while  updating  a transaction  to 
see  if  files  are  lost  or  destroyed. 


7.  Reasonable  memory  and  storage 
requirements.  We  recently  consulted  a 
group  facing  a $13,000  hardware  up- 
grade to  do  accounting  on  its  billing 
computer.  At  that  price,  it  was  much 
less  expensive  to  buy  a separate  per- 
sonal computer  to  perform  the  task. 

Since  a practice’s  accountants  have 
an  interest  in  the  information  provided 
by  an  accounting  package,  it  may  be  a 
good  idea  to  consult  them.  They  may  be 
able  to  provide  valuable  advice  on  the 
selection,  installation,  and  use  of  ac- 
counting software. 

Maintaining  accounting  software 

Accounting  software  is  not  a pana- 
cea, and  bookkeeping  activities  should 
not  be  computerized  if  there  are  prob- 
lems with  how  these  tasks  are  being 
handled  in  the  office.  Computerization 
will  have  an  impact  on  the  work  flow  as 
well  as  the  staff  and  any  changes 
brought  on  by  the  computer  will  be  eas- 
ier to  handle  if  things  are  going  well. 

When  the  decision  to  computerize  is 
made,  it  is  essential  to  establish  priori- 
ties and  a timetable  for  the  activities 
that  will  be  automated.  Some  busi- 
nesses mistakenly  install  every  compo- 
nent of  an  accounting  system  before 
they  need  to.  An  implementation  strat- 
egy should  be  based  on  assessment  of 
where  the  greatest  benefit  lies.  In  most 
cases  the  logical  starting  point  is  either 
with  accounts  receivable  or  general 
ledger  module.  For  practices  that  al- 
ready have  a billing  system,  the  next 
logical  step  would  be  the  general  ledger. 


The  installation  of  accounting  soft- 
ware requires  some  bookkeeping  exper- 
tise plus  a familiarity  with  computers. 
Expertise  is  needed  to  set  up  the  chart 
of  accounts,  enter  the  master  files,  and 
define  data  entry  transactions.  If  there 
is  any  question  about  the  ability  of  the 
staff  to  handle  these  tasks  a computer 
or  accounting  consultant  could  be 
brought  in.  This  should  be  a short  term 
engagement;  after  the  initial  set  up  and 
training  are  complete,  the  office  staff 
should  be  able  to  handle  the  day-to-day 
operation  and  maintenance  of  the  sys- 
tem. 

Once  the  accounting  package  is  up 
and  running,  a commitment  should  be 
made  to  use  it  to  its  fullest  extent.  If 
everyone  in  the  practice,  physicians  and 
administrative  staff  alike,  do  not  use 
the  reports  or  take  full  advantage  of  the 
features  of  the  system,  it  may  be  per- 
ceived as  a millstone  that  requires  addi- 
tional work  without  any  benefit.  If  that 
occurs  the  accuracy  and  usefulness  of 
the  system  will  deteriorate. 

A number  of  actions  can  be  taken  to 
prevent  those  problems.  One  is  to  rein- 
force the  importance  of  the  system.  If 
the  staff  members  know  the  system  is 
important  and  see  that  it  is  routinely 
used  in  practice  management  decisions, 
their  commitment  to  it  will  increase.  A 
second  item  is  to  encourage  the  staff  to 
become  proficient  in  using  the  system. 
Accounting  systems  can  make  every- 
one’s job  easier  and  if  the  staff  learn 
how  to  use  it  in  their  own  activities  they 
will  not  consider  it  a burden.  □ 


58  Pennsylvania  Medicine,  March  1987 


Temporarily  Out-of-Qrder. 


A disabling  injury  or  illness  can  put  anyone  temporarily  out 
of  order.  Some  for  a short  time.  Some  for  a longer  time.  But 
with  the  help  of  Reading  Rehabilitation  Hospital,  these  tem- 
porary setbacks  can  be  overcome,  and  the  patient  can  often 
return  to  work,  family,  and  an  enjoyable  lifestyle. 

We  don’t  perform  miracles.  We  help  our  patients  recover 
through  specialized  therapy  programs  designed  to  meet  their 
individual  physical,  emotional,  social,  and  spiritual  needs.  Each 
patient  is  different.  And  each  program,  unique. 

Located  three  miles  south  of  Reading,  Pennsylvania  on  Route 
10,  our  comprehensive  rehabilitation  facility  is  among  the 
finest  in  the  country.  We  have  received  wide  recognition  for 
our  work  with  people  who  have  suffered  head  injury,  spinal 
cord  injury,  stroke,  orthopedic  injury,  and  with  those  who  have 
lost  limbs  due  to  accident  or  illness. 

For  more  information  about  Reading  Rehabilitation  Hospital 
and  the  services  and  programs  we  offer,  call  us  at 
(215)  775-8309.  Or  ask  your  physician  or  employer. 


READIflG 

REHABILITATIOA 

HOSPITAL 


lile  help  put  quality  back  into  life. 


HAHNEMANN  UNIVERSITY 

Department  of  Surgery 

is  sponsoring  a two  and  a half  day  symposium 

Teruo  Matsumoto,  M.D.,  Chairman 

Current  Concepts  In  Vascular  Surgery 

April  9,  10,  11,  1987 
Adam's  Mark  Hotel 
Philadelphia,  Pennsylvania 

For  information  and  application: 

Office  for  Continuing  Education 
Hahnemann  University 
Broad  and  Vine  Streets 
Philadelphia,  PA  19102 
(215)  448-8267 


iii  my  opinion 

Facing  the  problem  of  our  crowded  earth 


Ernest  L.  Abernathy 

In  terms  of  fundamental  significance, 
the  population  problem  seems  to  me 
to  be  the  major,  and  ultimately,  the  only 
problem  facing  the  species  homo  sapi- 
ens. We  are  seeing  currently  in  north- 
eastern Africa  the  grim  and  horrifying 
results  of  uncontrolled  population 
growth  coupled  with  two  other  pro- 
cesses that  seem  basically  to  reduce 
down  to  the  same  thing— prolonged 


Robert  M.  Mitchell  MD 

In  reference  to  the  article  on  breast 
self  examination  in  PENNSYLVANIA 
Medicine,  Volume  90,  No.  1,  January 
1987,  I am  in  total  agreement  with  the 
expressed  points  and  suggestions. 

A technique  of  breast  examination 
not  described  is  one  which  I consider  a 
simple,  quick,  easily  learned,  highly  in- 
formative, and  readily  acceptable  proce- 
dure by  the  most  finicky  of  patients.  It 
is  pressure  on  the  breast  tissue  made 
against  the  chest  wall  with  the  flat  of 
the  hand:  right  hand,  left  breast . . . left 
hand,  right  breast.  The  four  quadrants 
of  the  breast  are  individually  checked  in 

Dr.  Mitchell  is  an  obstetrician/gynecologist 
who  practices  in  Philadelphia. 


drought  and  “desertification”  of  the 
land. 

The  drought  in  northern  Africa  has 
persisted  for  nearly  ten  years.  Various 
explanations  have  been  adduced  for 
this  phenomenon.  The  most  obvious  ex- 
planation is  deforestation  of  the  land, 
apparently  coupled  with  the  not-too- 
distant  destruction  of  the  tropical  rain 
forests.  The  effect  of  these  two  geo- 


this  fashion.  Obviously,  the  axillary  re- 
gions Eire  not  ignored. 

It  has  always  been  amazing  to  me 
how  quickly  a mass,  small  or  large,  can 
be  identified.  Once  a lump  is  found,  then 
the  examiner  further  localizes  with  fin- 
gertips the  exact  spot,  size,  depth,  con- 
sistency, and  mobility  of  the  finding. 

Most  women  don’t  really  now  what  to 
look  for,  or  how  a lump  might  feel.  In 
teaching  a patient,  I have  her  place  the 
tip  of  her  tongue  inside  the  cheek  to 
make  a small  bulge,  then  have  her  feel 
the  cheek  with  the  flat  of  her  hand.  The 
patient  immediately  gets  the  idea  of 
how  to  feel,  and  can  identify  with  the 
technique  described.  Try  it.  See  what 
you  think. 


graphically  close  processes  has  proba- 
bly been  the  major  cause  of  the  disas- 
trous dry  period.  Other  causes  are 
thought  to  have  been  a shift  in  the  high- 
altitude  jet  streams,  for  reasons  which 
simply  are  not  known,  or  a cyclic 
weather  pattern  for  which  adequate  rec- 
ords are  not  available. 

The  process  of  making  a desert  is  bet- 
ter understood.  Two  major  factors  are 
concerned:  the  loss  of  soil,  and  the  na- 
ture of  the  soil  itself.  The  loss  of  soil  is 
related  to  the  growth  of  population,  the 
latter  forcing  cultivation  of  “marginal” 
lands,  including  steep  slopes. 

When  rain  does  occur,  the  soil  readily 
washes  off  the  slopes.  If  no  cover  crops 
remain  on  flat  soil,  wind  erodes  the 
land,  blowing  some  particles  of  the  soil 
into  the  upper  reaches  of  the  atmo- 
sphere. Microscopic  analysis  of  dust  in 
Los  Angeles,  California,  tells  scientists 
when  Chinese  farmers  are  planting 
crops. 

Many  soils  in  tropical  regions  are  of 
lateritic  type,  which  means  that  if  left 
bare  and  slightly  wetted,  and  then  ex- 
posed to  intense  tropical  sun,  they  be- 
come a low-grade  of  pottery,  obviously 
untillable.  The  cultivable  layer  of  most 
tropical  soils  is  less  than  eight  inches. 

Many  people  are  working  on  checking 
these  long-term  trends.  Efforts  at  refor- 
estation are  succeeding  in  a few  places, 
and  new  cover  crops  are  being  devel- 
oped. But  the  lack  of  a worldwide  effort 
to  control  population  is  hamstringing 
most  such  endeavors. 

Other  problems  that  seem  to  relate 
quite  directly  to  population  pressure 
are  familiar  subjects  in  today's  news 
media.  Air  pollution  is  typically  blamed 
on  industrial  emissions,  mostly  smoke 
and  various  chemical  fumes.  The  rising 
demand  for  electrical  power  has  meant 
use  of  more  coal,  and  the  use  of  lower 


Dr.  Abernathy  is  on  the  PMS  Board  of  Trust- 
ees, representing  the  Eleventh  District  in 
southwestern  Pennsylvania.  He  was  until  his 
recent  retirement  the  chief  pathologist  of 
Washington  Hospital. 


A HELPING  HAND 
FOR  THE  TROUBLED  PHYSICIAN 


Alcoholism.  Drug  abuse.  Mental  and  physical  disability.  The  problems  of  aging. 
All  take  their  toll  on  the  medical  community. 

But  there’s  help— through  the  Impaired  Physician  Program  of  the  Pennsylvania 
Medical  Society.  The  program  offers  peer  support  . . . referral  to  professional 
treatment  agencies  . . . 


and  compassionate  follow- 
up throughout  the  reha- 
bilitation process 
All  efforts  are  voluntary 
and  strictly  confidential 
If  you  need  help— or 
know  someone  who  does 
—call  the  Impaired 


Physician  Hotline:  (717) 
763-7937. 

To  learn  more  about  the 
Impaired  Physician 
Program,  write:  Impaired 
Physician  Program, 
Pennsylvania  Medical 
Society,  20  Erford  Road, 
Lemoyne,  PA  17043. 


Techniques  of  breast  self  examination 
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This  is  the  equipment  that  medical  experts  described  as 

. . THE  MOST  IMPORTANT  SURGICAL  INSTRUMENT 
STERILIZER  EVER  INVENTED. . 


The  STER-O-LIZER  MD-200  sterilizes  all 
types  of  surgical  instruments,  disposables  and 
non-disposables,  in  2 minutes,  and  without 
gas,  heat  or  chemicals. 

The  instruments  can  be  used  immediately 
upon  sterilization  - no  waiting! 


How  the  STER-O-LIZER  MD-200  works: 

It  is  a cold  sterilizer.  It  uses  distilled  water  and 
chemically  pure  salt  (NaCI)  tablets  provided. 
When  this  light  brine  solution  comes  in 
contact  with  the  multi-patented  anodes,  it  is 
converted  into  ozone,  nascent  chlorine  and 
their  respective  free  radicals. 

Working  synergistically,  they  are  the  most 
powerful  germicidal  agents  known! 


The  STER-O-LIZER  MD-200  has  been  advertised  in  all  major  medical  journals  of  the  world.  It  has  also  been 
exhibited  in  many  national  and  international  medical  conventions. 

Not  only  does  it  sterilize  instruments,  but  its  solution  is  used  to  wash/sterilize  hands,  poured  on  open  cuts, 
wounds  and  burns  without  the  slightest  burning  sensation  to  patients.  Dentists  are  using  it  to  eliminate  plaque 
and  to  cure  gingivitis. 


HERE  IS  A VERY  SPECIAL  OFFER!  100  UNITS  TO  BE  GIVEN  AWAY  FOR  TESTING! 


The  regular  cash  price  is  $4,900.  It  leases  at  $1 50  a month.  We  are  making  100  units  available,  eventually  free  of 
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in  my  opinion 


grades  of  coal,  high  in  sulphur,  has 
meant  more  smoke,  and  more  acid  rain. 
Political  and  other  pressures  have  lim- 
ited building  of  nuclear  power  plants, 
which  overseas  have  lessened  the 
amount  of  industrial  smoke. 


obituaries 


•Denotes  PMS  membership  at  death. 

• Ellen  Jane  Bischoff,  Perkasie;  Hahne- 
mann University  School  of  Medicine,  1963; 
age  48,  died  December  9,  1986.  Dr.  Bischoff 
was  a psychiatrist. 

• Louis  C.  Ceraso,  Arnold;  Temple  Univer- 
sity School  of  Medicine,  1934;  age  80,  died 
December  25,  1986.  Dr.  Ceraso  practiced 
medicine  in  Arnold  for  40  years. 

• William  H.  Erb  Sr.,  Ridley  Park;  Univer- 
sity of  Pennsylvania  School  of  Medicine, 
1930;  age  79,  died  January  5,  1987.  Dr.  Erb 
was  professor  emeritus  of  clinical  surgery  at 
the  University  of  Pennsylvania  School  of 
Medicine. 

• Edward  F.  Reese,  Clairton;  Saint  Louis 
University  School  of  Medicine,  1951;  age  60, 
died  December  20,  1986.  Dr.  Reese,  a sur- 
geon, served  on  the  medical  staffs  of  Monte- 
fiore  Hospital  and  Jefferson  Center  of  the 
South  Hills  Health  System  in  Pittsburgh. 

• Helen  Hayes  Ryan,  Wyncote;  Temple 
University  School  of  Medicine,  1925;  age  85, 
died  December  5, 1986.  Dr.  Ryan,  an  obstetri- 
cian and  gynecologist,  was  one  of  the  first 
women  to  graduate  from  Temple  University 
School  of  Medicine. 

• Albert  M.  Schwartz,  Philadelphia;  Jef- 
ferson Medical  College,  1936;  age  76,  died 
November  26,  1986.  Dr.  Schwartz  was  a gen- 
eral practitioner. 

• Benjamin  Seltzer,  Philadelphia;  Temple 
University  School  of  Medicine,  1925;  age  87, 
died  November  24,  1987.  Dr.  Seltzer  was  an 
ophthalmologist. 

• Edward  I.  Siegal,  Philadelphia;  Temple 
University  School  of  Medicine,  1931;  age  79, 
died  November  28,  1986.  Dr.  Siegal  was  a ra- 
diologist. 

• Jacob  Slone,  Pittsburgh;  Wayne  State 
University  School  of  Medicine,  1934;  age  77, 
died  December  23,  1986.  Dr.  Slone,  a derma- 
tologist was  one  of  the  first  physicians  to 
visit  Nagasaki  and  Hiroshima  after  the  Japa- 
nese cities  were  hit  by  atomic  bombs  in  1945. 


Toxins  in  the  environment  result 
from  demands  of  a mass  market  for  a 
wide  variety  of  products:  convenient 
food  packaging,  pesticides  for  farmers 
under  pressure  to  produce  more  and 
more,  feed  stocks  for  synthesizing  plas- 
tics, a host  of  others— all  producing  tox- 
ins as  byproducts,  all  difficult  to  dis- 
pose of  in  a crowded  environment. 


• George  S.  Smith,  Easton;  University  of 
Pennsylvania  School  of  Medicine,  1932;  age 
79,  died  December  25,  1986.  Dr.  Smith,  a gen- 
eral practitioner,  was  an  Easton  city  council- 
man and  former  two-term  mayor. 

• Alexander  F.  Tompa,  Allentown;  earned 
his  medical  degree  in  Hungary  in  1942;  age 
71,  died  December  26,  1986.  Dr.  Tompa  prac- 
ticed in  Allentown  for  21  years. 

• Emanuel  M.  Weinberger,  Philadelphia; 
Temple  University  School  of  Medicine,  1926; 
age  84,  died  December  22,  1986.  Dr.  Wein- 
berger was  a family  physician  and  former 
member  of  the  medical  school  faculty  at  Tem- 
ple University. 

• Ralph  Neft  Zabarenko,  Smithton;  Uni- 
versity of  Pittsburgh  School  of  Medicine, 
1943;  age  70,  died  November  2,  1986.  Dr.  Za- 
barenko, a psychiatrist,  practiced  in  Pitts- 
burgh for  40  years. 

James  E.  Barefoot,  Alum  Bank;  Jefferson 
Medical  College,  1963;  age  51,  died  December 
1,  1986.  Dr.  Barefoot  was  a general  practi- 
tioner. 

Richard  Colarusso,  Yatesville;  Philadelphia 
College  of  Osteopathic  Medicine,  1966;  age 
65,  died  December  27,  1986.  Dr.  Colarusso 
was  a general  practitioner. 

Carol  J.  Grace,  Lebanon;  Pennsylvania  State 
University  College  of  Medicine,  1972;  age  41, 
died  December  20,  1986.  Dr.  Grace  was  a pe- 
diatrician. 

John  T.  Hychko,  Luzerne  County;  Temple 
University  School  of  Medicine,  1983;  age  28, 
died  January  3,  1987.  Dr.  Hychko  had  re- 
cently completed  a residency  in  internal  med- 
icine at  Moses  Taylor  Hospital,  Philadelphia, 
and  fellowships  in  hematology  and  oncology 
at  Rutgers  University. 

James  Watt  Leslie,  Wyndmoor;  earned  his 
medical  degree  in  Scotland,  1937;  age  76, 
died  December  4,  1986.  Dr.  Leslie  was  former 
director  of  anesthesiology  at  St.  Mary  Hospi- 
tal in  Langhorne. 


The  demand  for  more  land  has  cer- 
tainly affected  governments  through- 
out history.  Our  era  is  no  exception. 
Pressure  for  land  for  stateless  Palestin- 
ians is  a continuing  goal  in  the  Middle 
East.  Southeast  Asia,  notably  Vietnam 
and  Kampuchea,  is  another  example. 

When  mere  population  pressure  is 
compounded  with  theories  about  gov- 
ernment in  relation  to  the  governed,  the 
results  are  terrifying.  In  the  Americas, 
ask  any  native  Indian  about  pressure 
for  land  from  expanding  populations  of 
whites.  The  answer  will,  in  all  likeli- 
hood, be  vividly  phrased. 

The  list  of  problems  that  can  be 
boiled  down  to  the  fact  that  there  are 
too  many  people  can  be  extended  to 
many  other  areas.  We  will  have  to  do  a 
lot  of  thinking  to  prevent  an  endless  pa- 
rade of  people-killing  crises.  I draw  cer- 
tain conclusions  from  the  thinking  that 
I have  done. 

• It  is  always  dangerous  and  often 
fatal  to  large  numbers  to  subject  any 
group  of  real  people  to  a theory.  Ask 
Poles,  Hungarians,  South  African 
blacks,  and  Jews,  as  a few  recent 
groups  forced  to  become  experts  on  the 
subject. 

• No  responsible  head  of  state  should 
ever  offer  aid  to  another  country  with- 
out including  some  kind  of  stipulation 
about  population  control. 

• We  badly  need  some  analysis  of  the 
carrying  capacity  of  all  countries— ours 
included— to  determine  how  large  a pop- 
ulation can  be  sustained  on  a perma- 
nent basis.  America  is  overpopulated, 
less  so  than  many  other  areas,  but  none- 
theless too  crowded. 

• We  need  a consensus  of  our  ulti- 
mate goal.  Do  we  want  to  see  the  world 
a pullutating  mass  of  people  scrabbling 
for  mere  existence  and  unable  to  reach 
anything  like  the  full  potential  all  hu- 
mans have,  or  do  we  want  a stable  ecol- 
ogy, a stable  population  realistically  re- 
lated to  the  actual  conditions  of  the 
land  and  able  to  develop  as  full  persons 
—not  numbers  on  a crowded  list? 

I do  not  wish  to  leave  a gloomy  im- 
pression. I think  that  adults  can  and 
should  face  real  problems.  These  are 
certainly  real.  But  I have  faith  that  we 
can  and  will  find  solutions  that  apply  to 
the  real  world;  that  we  will  learn  to  have 
a deep  skepticism  about  broad  theories 
until  they  are  proved  in  the  real  world— 
and  that  homo  sapiens  will  eventually 
justify  the  name  “sapiens,”  and  become 
in  its  literal  translation  “the  one  who  is 
wise.”  □ 
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Resolution  of  a mediastinal  cyst 
by  transtracheal  needle  aspiration 

John  R.  Cohn,  MD  Joseph  Zawid,  MD 

Richard  Wechsler,  MD  Harvey  S.  Brodovsky,  MD 


A patient  presented  with  a mediastinal  mass.  Computerized  axial 
tomography  (CT  scan)  suggested  that  the  mass  was  cystic.  Under 
fluoroscopy,  the  cyst  was  drained  using  a transtracheal  needle  passed 
through  a flexible  fiberoptic  bronchoscope.  This  produced  complete 
radiographic  resolution.  Analysis  of  the  fluid  confirmed  the  benign 
nature  of  the  abnormality. 


Bronchogenic  cysts  represent  a di- 
agnostic dilemma  to  the  chest  phy- 
sician, radiologist,  and  surgeon.  While 
there  are  radiographic  findings  that 
may  suggest  the  diagnosis,1  the  possi- 
bility of  a malignant  process  often  re- 
mains, even  after  extensive  noinvasive 
evaluation  of  an  intrathoracic  mass. 
The  following  is  a report  of  a patient 
with  a bronchogenic  cyst  that  was 
drained  by  transtracheal  needle  aspira- 
tion. This  represents  another  use  for  the 
flexible  transbronchial  biopsy  needle, 
which  has  been  of  increasing  value  in 
the  evaluation  of  solid  intrathoracic 
mass  lesions  and  lymph  nodes.2'4 

Case  report 

An  otherwise  healthy  65-year-old 
man  presented  for  evaluation  of  vague 
epigastric  and  lower  chest  fullness.  His 
vital  signs  were  normal.  There  was  no 
adenopathy.  His  chest  was  clear  to  aus- 
culation,  and  his  abdomen  was  soft, 
nontender,  and  without  organomegaly. 
There  was  no  evidence  of  clubbing  or 
edema  of  his  extremities.  Expiratory 
flow  rates  and  volumes  were  normal. 

A chest  radiograph  revealed  a me- 
diastinal mass  (Figure  1).  A computed 
tomographic  (CT)  scan  (Figure  2)  dem- 
onstrated an  8X6X6  cm  homogeneous 
mass  of  water  density  adjacent  to  the 
trachea. 

The  patient  underwent  flexible  fi- 
beroptic bronchoscopy.  Under  fluoro- 
scopic guidance  a transbronchial  needle 
(Wang  Transbronchial  Disposible  Aspi- 
ration Retractable  Biopsy  Needle,  W- 
222-1,  Mill  Rose  Laboratories)  was 
passed  through  the  tracheal  wall  into 
the  mass.  Clear  yellow  fluid,  measuring 
approximately  120  cc,  was  aspirated 


Figure  1.  Presenting  chest  radiograph  dem- 
onstrates superior  mediastinal  mass. 


Figure  2.  CT  scan  at  the  level  of  the  aortic 
arch  demonstrates  a large  right  paratracheal 
mass. 

from  the  cyst.  Immediately  following 
the  procedure,  the  patient  was  started 
on  a 48-hour  course  of  prophylactic  pen- 
icillin. 

On  examination,  the  cyst  fluid  con- 


The  authors  are  from  the  departments  of 
medicine  and  radiology  of  Thomas  Jefferson 
University  Hospital  Philadelphia. 


tained  two  red  blood  cells  and  five  white 
blood  cells/mm. 1 The  specific  gravity  of 
the  fluid  was  1.028.  Cytologic  examina- 
tion revealed  no  evidence  of  malignant 
cells.  Routine  culture  revealed  a light 
growth  of  alpha  hemolytic  streptococ- 
cus, and  fungal  and  mycobacterial  cul- 
tures were  negative. 

A post-procedure  radiograph  (Figure 
3)  and  CT  scan  (Figure  4)  showed  only 
minimal  evidence  of  the  previously 
noted  cyst.  The  patient  recovered  un- 
eventfully. His  nonspecific  abdominal 
symptoms  were  initially  improved  but 
eventually  recurred  and  persisted.  One 
month  following  the  bronchoscopy, 
there  was  no  evidence  by  plain  chest  ra- 
diograph of  the  cyst. 

Discussion 

A bronchogenic  cyst  is  the  result  of 
abnormal  budding  of  the  tracheobron- 
chial tree.  The  cysts  are  lined  with  mu- 
cous, producing  epithelia  having  walls 
that  may  contain  cartilage.1  On  CT 
scan,  cysts  are  most  often  homoge- 
neous and  of  water  density,  and  a well- 
circumscribed  homogeneous  mass  of 
water  density  in  an  otherwise  asympto- 
matic patient  is  likely  a benign  medias- 
tinal cyst.56 

By  contrast,  necrotic  nodes  have 
thick  walls  and  areas  of  inhomogeneity 
within  them.  Substernal  thyroids  can 
occur  in  the  paratracheal  region,  how- 
ever they  are  continuous  with  the  thy- 
roid and  have  high  CT  numbers  due  to 
the  iodine  content.  Teratomas  contain- 
ing calcific  deposits  or  having  calcified 
walls  may  be  differentiated  from  a bron- 
chogenic cyst  by  predilection  for  the  an- 
terior mediastinum  and  by  inhomoge- 
neity. Other  mediastinal  processes  such 
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as  lymphomas  and  thymic  neoplasms 
are  differentiated  from  bronchogenic 
cysts  by  their  solid  nature  and  location. 

However,  bronchogenic  cysts  can 
sometimes  contain  proteinaceous  mu- 
coid material  with  high  CT  attenuation 
numbers,  which  may  make  distinguish- 
ing a cyst  from  alternative  solid  lesions 
extremely  difficult.  Conversely,  a num- 
ber of  other  intrathoracic  processes, 
such  as  a cystic  metastasis,  abscess,  li- 
poma, or  resolving  hematoma,  can  be  of 
low  density  and  mimic  a benign  bron- 
chogenic cyst.7  This  has  led  to  the  de- 
velopment of  techniques  designed  to  es- 
tablish a diagnosis  of  these  benign 
lesions  while  minimizing  the  morbidity 
and  expense  of  the  diagnostic  procedure 
itself. 

Percutaneous  aspiration  of  thoracic 
lesions  was  first  described  in  1883,  ini- 
tially being  used  for  obtaining  microbio- 
logic data.  Subsequent  investigators 
refined  this  technique,  developing 
methods  for  obtaining  cytologic  as  well 
as  histologic  specimens  from  the  lung.8 
In  large  numbers  of  patients  with  both 
infectious910  and  neoplastic11  disease 
the  safety  and  reliability  of  percuta- 
neous aspiration  has  been  confirmed. 

More  recently,  techniques  for  study- 
ing mediastinal  structures  have  been 
developed.  Aspiration  biopsy1216  and 
cutting  needle  biopsy1 ' of  subcarinal  re- 
gions using  a rigid  bronchoscope  were 
performed  beginning  in  1949  with  mini- 
mal morbidity.  The  safety  of  this  proce- 
dure was  demonstrated  by  techniques 
for  cardiac  catheterization  by  puncture 
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Figure  3.  Chest  radiograph  obtained  immedi- 
ately following  aspiration,  demonstrates  reso- 
lution of  the  mediastinal  mass. 


Figure  4.  Repeat  CT  scan  demonstrates  only 
a small  remnant  of  tissue  adjacent  to  the  tra- 
chea. 


of  the  left  main  bronchus.18  Percuta- 
neous aspiration  of  mediastinal  masses 
has  also  been  performed  with  a high  de- 
gree of  success,  although  the  incidence 
of  pneumothorax  has  been  in  the  range 
of  15-21  percent.19'20 
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In  this  decade,  Wang23  and  others4 
have  published  the  results  of  transbron- 
chial biopsies  performed  using  a short 
needle  at  the  end  of  a catheter  which 
can  be  passed  through  the  suction  chan- 
nel of  a flexible  fiberoptic  bronchoscope 
to  sample  mediastinal  lymph  nodes. 
The  details  of  this  technique  are  re- 
ported elsewhere.21  There  has  been 
minimal  morbidity  and  no  mortality  de- 
scribed with  this  procedure.  Broncho- 
scopic needle  aspiration  has  been  ex- 
tended to  peripheral  2 and  submucosal23 
lesions  with  additional  diagnostic  infor- 
mation obtained  beyond  that  available 
from  standard  brush  and  forceps  biopsy 
techniques. 

In  this  instance,  we  used  a transbron- 
chial biopsy  needle  to  empty  a medias- 
tinal cyst  of  fluid.  The  disappearance  of 
the  cyst  effectively  excludes  neoplasm 
as  a diagnosis,  a residual  concern  of 
Schwartz  et  al.  in  their  report  of  two  pa- 
tients 1 with  mediastinal  cysts  who  un- 
derwent aspiration  of  small  amounts  of 
fluid.  This  also  represents  a potential 
therapeutic  use  for  the  transbronchial 
needle,  as  suggested  by  Wang  et  al.  in 
their  report  of  a similar  case,25  since  this 
patient’s  vague  symptoms  resolved 
with  drainage.  Unfortunately,  his  dis- 
comfort returned  without  evidence  of  1 
the  cyst  recurring  by  plain  radiograph. 
While  the  ultimate  place  of  transbron- 
chial needle  aspiration  remains  to  be  de- 
fined, 1 the  relatively  low  morbidity 
associated  with  this  procedure,  com- 
pared to  either  percutaneous19  or  open 
surgical  biopsy  or  drainage,  suggests 
that  this  is  the  preferred  approach  in  I 
the  evaluation  of  accessible  mediastinal 
masses.  □ 
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CARDIZEM' 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick 
sinus  syndrome  except  in  the  presence  ot  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  ot  a func- 
tioning ventricular  pacemaker  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 

0 48%)  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with 
°rinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a single  dose  ot  60  mg  of 
diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  hove  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited.  Caution  should  be  exercised  when  using 
the  dnjg  in  such  patients 

3.  Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOT,  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  ot  drug  therapy  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  /Is  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS  ) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment  particularly  in  patients  with  left  ventricular 
dystunction  or  cardiac  conduction  abnormalities  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20% 

Carcinogenesis,  Mutagenesis.  Impairment  ot 
Fertility.  A 24-month  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  ot  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats 
Pregnancy.  Category  C Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
of  doses  ranging  from  live  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates.  There  was  an  increased  incidence  of 
stillbirths  at  doses  ot  20  times  the  human  dose  or  greater 
There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  it  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels  If  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 
Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 
The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  are  edema  (24%). 
headache  (2  1%),  nausea  (1  9%),  dizziness  (1.5%), 
rash  (1.3%),  asthenia  (1  2%).  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1%). 

Angina  arrhythmia.  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  heart 
tailure,  Hushing,  hypotension,  palpi- 
tations. syncope 

Amnesia  gait  abnormality,  halluci- 
nations. insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  dionfiea, 
dysgeusia.  dyspepsia,  mild 
elevations  of  alkaline  phosphatase. 
SGOT  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Petechiae,  pruritus,  photosensitivity, 
urticaria 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  drfficulties 
The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM 
alopecia,  gingival  hypeqtlasia,  erythema  multrforme,  and 
leukopenia  However  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established  Issued  7/86 
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The  Medical  Practice  Act  of  1985 

Part  VI — Impaired  professionals  and  mandatory  reporting 
of  impaired  professionals  to  the  medical  board 


Table  1.  Criteria  for  Selection  of  Consultants4  to  the  Board  for  Evaluating  Impaired 
Physicians  in  Accordance  with  Need 

A.  Experienced  physicians  or  allied  health  professionals  nominated  by  the  Pennsylvania  Medi- 
cal Society  whose  nomination  shall  indicate  the  health  professional’s  area  of  expertise. 

B.  Nominees  from  the  deans  of  the  medical  schools  of  Pennsylvania  indicating  expertise  in  the 
field  of  chemical  addiction,  psychiatric  rehabilitation,  as  it  would  apply  to  a health  profes- 
sional, such  as  physicians  in  departments  of  psychiatry  working  with  psychiatrically  im- 
paired professionals. 

C.  Nominees  with  experience  relating  to  impaired  physicians  nominated  by  the  clinical  direc- 
tors of  community  hospitals. 

D.  Health  professionals  working  in  psychiatric  rehabilitation,  specifically  and  directly  related  to 
established  rehabilitation  programs,  and  who  are  known  to  the  Board  to  be  effective  in  the 
treatment  of  the  impaired  physician. 

E.  Lawyers  known  to  have  worked  with  impaired  physicians  and  who  are  acceptable  to  the 
Board. 


John  H.  Moyer,  MD,  DSc 

In  a previous  communication,  I re- 
viewed legal  issues  regarding  uneth- 
ical and  immoral  conduct  involving 
physicians  and  other  health  care  profes- 
sionals regulated  by  the  medical  board.1 

In  this  article,  I will  consider  physi- 
cians impaired  by  self  abuse  with  drugs 
and  alcohol  as  well  as  physical  and  men- 
tal impairment.  The  Federation  of  State 
Medical  Boards,  Inc.  recommends  that 
the  Medical  Practice  Act  should  pro- 
vide for  the  restriction,  suspension,  or 
revocation  of  medical  licensure  of  any 
physician  whose  mental  or  physical 
ability  to  practice  medicine  with  reason- 
able skill  and  safety  is  impaired.2 

The  Pennsylvania  Medical  Practice 
Act  of  1985  gives  the  authority  and  re- 
sponsibility to  the  Medical  Board  for 
disciplining  physicians3  who  are  unable 
to  practice  medicine  with  reasonable 
skill  and  safety  by  reason  of  illness, 
drunkenness,  excessive  use  of  drugs, 
narcotics,  chemicals  or  any  other  type 
of  material,  or  as  a result  of  any  mental 
or  physical  condition.  The  Board  has 
been  given  similar  responsibility  for 
other  health  care  professionals  regu- 
lated by  the  Board. 3 

A.  Reporting  and  approved  treatment 
of  impaired  professionals 
All  impaired  health  care  professionals 
regulated  by  the  Board  and  who  have 
been  identified  as  such  should  be  re- 
ported to  the  Board  in  accordance  with 
the  mandatory  reporting  requirements 
of  the  Medical  Practice  Act.3  Impaired 
physicians  should  be  encouraged  to 
seek  treatment  at  an  early  stage,  before 
the  impairment  becomes  labeled  as 
such,  especially  those  with  drug  and  al- 
cohol problems.  In  addition,  the  board 
is  authorized,  at  its  discretion,  to  estab- 
lish rules  and  regulations  for  the  review 
and  approval  of  medically  directed,  non- 
profit, voluntary  treatment  programs 
for  impaired  physicians.  Those  conduct- 
ing a board-approved  treatment  pro- 


gram may  be  exempt  from  the  manda- 
tory reporting  requirement  relating  to 
an  impaired  physician  who  is  participat- 
ing satisfactorily  in  the  program.  Fur- 
thermore, their  reports  should  be  held 
in  confidence  and  without  action  by  the 
Board  unless  or  until  the  impaired  phy- 
sician ceases  to  participate  satisfacto- 
rily in  the  program. 

The  agency  is  required  to  report  regu- 
larly to  the  Board  any  physician  (and/or 
other  professionals  regulated  by  the 
Board)  who  fail  to  comply  with  the 
treatment  programs  as  soon  as  that  de- 
termination is  made.  Participation  in  an 
approved  treatment  program  must  not 
protect  an  impaired  physician  from 


Dr.  Moyer  is  senior  vice  president  for  profes- 
sional and  educational  affairs  at  Conemaugh 
Valley  Memorial  Hospital,  Johnstown.  He  is 
professor  of  medicine  at  Temple  University 
School  of  Medicine  and  clinical  professor  at 
the  Pennsylvania  State  University  College  of 
Medicine,  Hershey.  He  was  a member  of  the 
State  Board  of  Medical  Education  and  Licen- 
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the  April  1986  issue  of  Pennsylvania  Medi- 
cine; Part  III  appeared  in  May  1986;  Part  IV 
was  published  in  September  1986;  and  Part  V 
in  December  1986. 


board  action  resulting  from  a report  of 
his  or  her  impairment  from  another 
source.  The  board  must  assume  respon- 
sibility as  final  judge  of  a treatment 
program’s  acceptability.  It  must  review 
and  inspect  its  approved  programs  on  a 
regular  basis,  and  it  is  permitted  to 
withdraw  or  deny  its  approval  at  its  dis- 
cretion. 

1.  Consultants.  The  Medical  Practice 
Act  of  Pennsylvania3  provides  that  the 
board,  with  the  approval  of  the  commis- 
sioner, must  appoint  and  fix  the  com- 
pensation of  professional  consultants 
who  are  licensees  of  the  board,  or  such 
other  professionals  as  the  board  may 
determine  have  the  appropriate  educa- 
tion and  experience  for  assisting  in  the 
identification,  treatment,  and  rehabili- 
tation of  persons  with  physical  or  men- 
tal impairments.  Such  consultants  are 
accountable  to  the  board  and  act  as  a 
liaison  between  the  board  and  the  re- 
sponsible agent  for  treatment  pro- 
grams, such  as  alcohol  and  drug  treat- 
ment programs  licensed  by  the 
Department  of  Health,  psychological 
counseling  and  impaired  professional 
support  groups,  which  are  approved  by 
the  board  and  which  provide  services  to 
licensees  under  the  Act  (Table  l).4 
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2.  Disciplinary  authority  of  the  medi- 
cal board  concerning  impaired  profes- 
sionals. The  Medical  Practice  Act  of 
1985  grants  the  medical  board  author- 
ity and  responsibility  for  medical  licen- 
sure or  certification  for  any  health  pro- 
fessional regulated  by  the  board,  but 
the  primary  thrust  of  the  Act  relates  to 
physician  licensure.  The  Board’s  au- 
thority to  discipline  ranges  from  a pri- 
vate reprimand  to  revocation  of  license 
plus  appropriate  fines.'  1 Included  in 
this  authority  is  the  ability  by  adjudica- 
tion and  order  to  limit  or  otherwise  re- 
strict a license  or  to  require  the  physi- 
cian to  submit  to  care,  counseling,  or 
treatment  by  a physician  or  physicians 
designated  by  the  board. 

If  a physician  is  legally  committed  to 
an  institution  because  of  mental  incom- 
petency,  the  board  is  required  to  auto- 
matically suspend  the  physician’s  li- 
cense upon  its  receipt  of  a certified  copy 
of  records  evidencing  the  fact  of  legal 
commitment  due  to  mental  incompe- 
tency.' The  Licensee  who  has  had  his  li- 
cense suspended  due  to  a legal  commit- 
ment because  of  mental  incompetency 
or  due  to  some  type  of  impairment, 
shall  at  reasonable  intervals,  be  af- 
forded an  opportunity  to  demonstrate 
to  the  board  that  he  can  resume  a com- 
petent practice  of  medicine  with  reason- 
able skill  and  with  safety  to  patients. 
As  a matter  of  policy,  the  board  has  de- 
termined that  a reasonable  interval 
shall  not  be  less  than  three  months. 

3.  Disclosure  and  eligibility  for  dis- 
missal. The  board  may  defer  and  ulti- 
mately dismiss  any  of  the  types  of  cor- 
rective action  set  forth  in  the  Act  for  an 
impaired  professional  so  long  as  the 
professional  is  progressing  satisfacto- 
rily in  an  approved  treatment  program 
and  provided  that  the  provisions  do  not 
apply  to  a professional  convicted  of  a fe- 
lonious act  prohibited  by  the  Act  of 
April  14,  1972  (P.L.  233,  No.  640,  known 
as  the  Controlled  Substance,  Drug,  De- 
vice, and  Cosmetic  Act),  or  convicted  of 
a felony  relating  to  a controlled  sub- 
stance in  a court  of  law  of  the  United 
States  or  any  other  state,  territory  or 
country. 

A board-approved  program  provider 
must,  upon  request,  disclose  to  the 
board-appointed  consultant  all  informa- 
tion in  its  possession  regarding  an  im- 
paired professional  in  treatment  except 
that  information  which  the  program 


provider  is  prohibited  from  disclosing 
by  an  Act  of  the  Commonwealth,  an- 
other state,  or  the  United  States.  Such 
requirement  of  disclosure  by  an  ap- 
proved program  provider  shall  apply  in 
the  case  of  impaired  professionals  who 
enter  into  an  agreement  in  accordance 
with  the  Medical  Practice  Act  and  who 
are  the  subject  of  a board  investigation 
or  disciplinary  proceeding  as  well  as  im- 
paired professionals  who  voluntarily  en- 
ter a treatment  program  other  than  un- 
der the  provisions  of  this  section  but 
who  fail  to  complete  the  program  suc- 
cessfully or  fail  to  adhere  to  after-care 
developed  by  the  program  provider. 

4.  Agreement  with  board.  An  im- 
paired professional  under  investigation 
who  enrolls  in  an  approved  treatment 
program  must  enter  into  an  agreement 
with  the  board  under  which  the  profes- 
sional’s License  will  be  suspended  or  re- 
voked, but  enforcement  of  that  suspen- 
sion or  a revocation  may  be  stayed  for 
the  length  of  time  the  professional  re- 
mains in  the  program  and  make  satis- 
factory progress,  complies  with  the 
terms  of  the  agreement,  and  adheres  to 
any  limitations  on  his  practice  imposed 
by  the  board  to  protect  the  public.  Fail- 
ure to  enter  into  such  an  agreement  dis- 
qualifies the  professional  from  the  im- 
paired professional  program  and 
activates  an  immediate  investigation 
and  disciplinary  proceeding  by  the 
board. 

Also,  if  in  the  opinion  of  the  consul- 
tant after  consultation  with  the  pro- 
vider, an  impaired  professional  who  is 
enrolled  in  an  approved  treatment  pro- 
gram has  not  progressed  satisfactorily, 
the  consultant  must  disclose  to  the 
board  all  information  in  his  possession 
regarding  said  professional,  and  the 
board  must  institute  proceedings  to  de- 
termine if  the  stay  of  the  enforcement 
of  the  suspension  or  revocation  of  the 
impaired  professional’s  license  should 
be  vacated. 

5.  Immunity  for  program  provider. 
An  approved  program  provider  who 
makes  a disclosure  pursuant  to  this  sec- 
tion is  not  subject  to  civil  liability  for 
such  disclosure  or  its  consequences.3 

6.  Initial  identification  of  impaired 
professionals  regulated  by  the  board. 
Any  hospital  or  health  care  facility, 
peer,  or  colleague  who  has  substantial 
evidence  that  a professional  has  an  ac- 
tive addictive  disease  for  which  the  pro- 
fessional is  not  receiving  treatment,  is 
diverting  a controlled  substance,  or  is 
mentally  or  physically  imcompetent  to 
carry  out  the  duties  of  his  or  her  license 


shall  make  or  cause  to  be  made  a report 
to  the  board.  As  noted  previously,  any 
person  or  facility  who  acts  in  a treat- 
ment capacity  to  an  impaired  physician 
in  an  approved  treatment  program  is 
exempt  from  the  mandatory  reporting 
requirements  of  this  provision  when  the 
impaired  professional  is  progressing 
satisfactorily,  and  any  person  or  facility 
who  reports  pursuant  to  this  section  in 
good  faith  and  without  malice  is  im- 
muned  from  any  civil  or  criminal  liabil- 
ity arising  from  such  report.  Failure  to 
provide  such  report  within  a reasonable 
time  from  receipt  of  knowledge  of  im- 
pairment subjects  the  person  or  facility 
to  a fine  not  to  exceed  $1,000.  The  board 
levies  this  penalty  only  after  affording 
the  accused  party  the  opportunity  for  a 
hearing,  as  provided  in  Title  2 of  the 
Pennsylvania  Consolidated  Statues. 

7.  Procedure  for  reviewing  applica- 
tions for  licensure  of  professionals  regu- 
lated by  the  medical  board  with  past 
history  of  drug/alcohol  abuse.  Applica- 
tions that  are  received  by  the  adminis- 
trative staff  of  the  medical  board  rou- 
tinely are  reviewed  by  the  staff  to 
insure  that  all  necessary  documents  are 
present  and  that  the  application  is  fully 
completed.  One  of  the  questions  in  the 
application  refers  to  past  or  current 
drug/ alcohol  use  and  abuse.  When  an  af- 
firmative answer  to  this  question  ap- 
pears, the  application  is  referred  to  the 
prosecuting  attorneys.  When  the  appli- 
cant has  a history  of  drug  or  alcohol 
abuse  and  does  not  disclose  this  infor- 
mation on  the  application,  this  is  con- 
sidered fraud,  and  if  later  so  deter- 
mined, the  licensure  is  subject  to 
revocation. 

Upon  receipt  of  the  file,  the  applicant 
is  contacted  by  a letter  from  the  prose- 
cuting attorney  and  informed  that  the 
attorney  for  the  board  is  reviewing  the 
application  and  a license  will  not  be  im- 
mediately issued.  The  applicant  is  next 
informed  that  a personal  interview  will 
be  held  with  the  assigned  prosecuting 
attorney.  The  applicant  is  requested  to 
bring  to  this  interview  all  documenta- 
tion concerning  his/her  rehabilitation. 
In  the  event  an  applicant  is  unable  to 
appear  for  some  reason,  he/she  may,  at 
the  discretion  of  the  prosecuting  attor- 
ney, be  sent  a written  list  of  questions 
to  answer.  This  documentation  must  be 
returned  with  the  answers.  The  interro- 
gation is  oriented  towards  having  the 
applicant  explain  all  of  the  circum- 
stances surrounding  his/her  addiction 
to  or  abuse  of  narcotics,  other  drugs,  or 
alcohol.  The  applicant  will  be  asked  to 
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sign  release  forms  for  medical  informa- 
tion, rehabilitation  therapy,  educational 
records,  and  employment  records  when 
appropriate.  After  all  necessary  infor- 
mation is  collected,  the  assigned  prose- 
cuting attorney  reviews  the  file  to  de- 
termine whether  the  applicant  should 
be  sent  for  an  evaluation  by  a medical 
consultant  for  the  board. 

When  a medical  consultant  is  utilized, 
the  consultant  is  asked  to  submit  a 
written  report  to  the  board  within  a rea- 
sonable period  of  time.  The  prosecuting 
attorney  then  examines  the  results  of 
the  evaluation  in  conjunction  with  the 
other  information  collected  during  the 
investigation.  Following  this  review,  a 
written  recommendation  is  made  to  the 
board.  In  the  event  that,  after  review- 
ing the  original  information  collected, 
the  prosecuting  attorney  believes  that 
an  independent  evaluation  is  not  neces- 
sary, a recommendation  to  the  board  is 
made  based  upon  the  information  re- 
ceived. 

In  most  cases  of  admitted  addiction 
or  abuse  of  narcotics,  other  drugs,  or  al- 
cohol, when  the  prosecutor  recommends 
to  the  board  that  the  license  be  granted, 
a Stipulation  and  Consent  Order  will 
also  be  recommended.  The  negotiated 
Consent  Order  will,  at  a minimum,  pro- 
vide that  the  license  granted  be  proba- 
tionary and  subject  to  limitations  and 
the  fulfillment  of  a number  of  condi- 
tions. These  conditions  will  include  ran- 
dom urine/blood  screens,  continuing 
participation  in  rehabilitation  pro- 
grams, and  a provision  for  immediate 
suspension  of  the  license  if  a toxicology 
screen  is  positive  or  any  other  condition 
of  licensing  is  violated.  The  board  is  free 
to  reject  the  prosecuting  attorney’s  rec- 
ommendation in  whole  or  in  part,  and 
nothing  the  prosecuting  attorney  says 
binds  the  medical  board  to  a particular 
disposition  of  the  case  until  board 
action  is  taken. 

In  the  event  that  the  prosecuting  at- 
torney believes  that  a person  would 
pose  a threat  to  the  health,  safety,  and 
welfare  of  the  citizens  of  this  Common- 
wealth if  granted  a license  by  the  board, 
the  prosecuting  attorney  makes  a rec- 
ommendation to  the  medical  board  for- 
mally opposing  the  application.  If  the 
board  concurs  with  the  prosecuting  at- 
torney’s recommendation,  standard  op- 
erating procedures  for  licensure  denial 
are  followed,  i.e.,  the  board  counsel  in- 
forms the  applicant  of  the  adverse 


action  and  explains  the  procedures  for 
appeal.  In  the  event  the  applicant 
chooses  to  appeal  the  board's  decision, 
a formal  hearing  is  convened  where  the 
prosecuting  attorney  advocates  the  le- 
gal basis  for  the  denial  of  license,  and 
usual  legal  procedures  are  then  fol- 
lowed. 

B.  Procedure  followed  in  processing  of 
impaired  professional  cases  by  the  bu- 

4.5 

reau 

1.  Case  review.  All  information  per- 
taining to  the  possible  impairment  of 
identifiable  physicians  is  organized  into 
case  files  and  reviewed  by  prosecuting 
attorneys  assigned  to  the  board. 

2.  Disposition  in  lieu  of  hearing.  If 
impairment  is  suspected  by  the  prose- 
cuting attorney,  but  the  evidence  is  in- 
adequate for  the  prosecuting  attorney 
to  be  able  to  conclude  that  the  physi- 
cian is  practicing  medicine  without  rea- 
sonable skill  and  without  safety  to  pa- 
tients, the  prosecuting  attorney  may 
elect  to  recommend  to  the  board  that 
the  physician  be  contacted  by  the  board 
and  asked  to  voluntarily  consult  an  im- 
paired physician  program  administered 
by  a country  or  state  medical  society,  or 
by  some  other  private  institution  dedi- 
cated to  assisting  impaired  physicians. 
Monitoring  of  results  of  this  action  and 
progress  should  continue  and  be  re- 
ported to  the  board  at  reasonable  inter- 
vals. 

3.  Request  for  formal  hearing.  If  the 
prosecuting  attorney  concludes  that  he 
can  present  evidence  sufficient  to  estab- 
lish that  the  physician  is  unable  to  prac- 
tice medicine  with  reasonable  skill  and 
safety  to  patients  by  reason  of  impair- 
ment, the  prosecuting  attorney  should 
ask  the  board  for  permission  to  cite  the 
physician  for  a formal  hearing.  Alterna- 
tively, if  the  prosecuting  attorney  be- 
lieves that  he  cannot  definitely  estab- 
lish impairment,  but  can  present 
evidence  of  a sufficient  nature  to  estab- 
lish probable  cause  to  believe  that  the 
physician  is  impaired,  he  may  ask  the 
board  for  permission  to  conduct  a hear- 
ing in  an  attempt  to  establish  such 
probable  cause.  Prior  to  arranging  for  a 
probable  cause  hearing,  the  prosecuting 
attorney  may  elect  to  first  approach  the 
physician  to  determine  if  he  is  amenable 
to  submitting  to  appropriate  examina- 
tions without  a probable  cause  hearing. 

4.  Examination  of  physician  after 
probable  cause  hearing.  If,  based  upon 
the  evidence  presented  at  a probable 
cause  hearing,  the  board  or  a hearing 
examiner  concludes  that  probable  cause 


exists  to  believe  that  the  physician  is 
unable  to  practice  medicine  with  rea- 
sonable skill  and  safety  to  patients  due 
to  some  type  of  impairment,  the  board  ' 
or  the  hearing  examiner  must  compel 
the  physician  to  submit  to  a mental 
and/or  physical  examination  by  a physi- 
cian or  physicians  designated  by  the 
board  or  its  hearing  examiner. 

By  board  policy,  a list  of  physicians 
who  have  agreed  to  provide  services  to 
assist  the  board  in  implementing  vari- 
ous phases  of  this  disciplinary  policy 
pertaining  to  impaired  physicians  must 
be  maintained  by  the  board.4 

5.  Formal  hearing.  A formal  hearing 
in  which  a physician  is  charged  with  be- 
ing unable  to  practice  medicine  with 
reasonable  skill  and  safety  to  patients 
by  reason  of  impairment  need  not  be 
preceded  by  a probable  cause  hearing. 
However,  if  a probable  cause  hearing 
has  been  held  and  the  physician  has 
been  directed  to  submit  to  a mental  or 
physical  examination  and  has  failed  to 
do  so,  that  failure  constitutes  an  admis- 
sion of  the  allegations  against  the  phy- 
sician unless  his  failure  is  due  to  circum- 
stances beyond  his  control.  The 
physician's  failure  to  submit  to  the  di- 
rected examination  results  in  a default, 
i.e.,  a final  order  may  be  entered  without 
the  taking  of  testimony  or  the  presenta- 
tion of  evidence. 

6.  Monitoring  while  final  board 
action  pending.  Any  physician  for 
whom  the  prosecuting  attorney  re- 
quests authority  to  initiate  formal 
action  due  to  the  physician’s  alleged  im- 
pairment shall  be  monitored  by  profes- 
sional conduct  investigators,  pursuant 
to  a monitoring  scheme  devised  by  the 
prosecuting  attorney,  until  the  ultimate  ] 
disposition  of  the  disciplinary  matter.  | 

C.  Procedure  when  discipline  becomes  | 
primary  objective 

In  each  and  every  case  in  which  the  I 
board  or  its  hearing  examiner  is  con- ; 
fronted  with  the  question  of  what  | 
action  to  take  regarding  an  impaired 
physician,  the  primary  consideration  is  1 
the  safeguarding  of  the  health,  safety, 
and  welfare  of  the  public.  Rehabilitation 
of  the  physician  and  assisting  the  phy- 
sician to  deal  with  an  impairment  prob- 
lem are  objectives  of  the  board;  but 
they  are  secondary  to  the  board’s  pri- 
mary mission  of  providing  public  pro- 
tection. If  the  facts  of  a specific  case  do 
not  compel  the  board  to  revoke  a physi- 
cian’s license  for  public  protection  con- 
siderations, the  board’s  authority  to 
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Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


mm 

Tat  n fti  r,  » r/  y at rj/ 1.  c y « riu.yti^vi  r 

Lester  R.  Wilson,  Jr.,  Joseph  Pulcini,  Jr.,  Suite  125,  Commerce  Plaza,  5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 
Eugene  P.  Ziemba,  William  J.  Carey,  Robert  J.  Zucosky,  James  I.  Frazer,  Jr.,  Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800 

Sidney  B.  Elston,  Jr.,  1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-99  00 

Ned  Wells,  Donald  C.  Hoffman,  Grant  R.  Stewart,  David  M.  Gusic,  Suite  212,  Manor  Oak  Two,  1910  Cochran  Road,  Pittsburgh,  PA  15220,  (412)  531-4226 
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limit  or  otherwise  restrict  a license,  or 
to  require  the  physician  to  submit  to 
care,  counseling,  or  treatment,  are  con- 
sidered disciplinary  alternatives  well 
suited  to  safeguarding  the  public  while 
simultaneously  enabling  the  physician 
to  deal  with  or  overcome  his  impair- 
ment (see  Section  D).4 

D.  Statutory  alternatives  when  the 
health  professional  is  impaired4 

The  policies  and  procedures  followed 
by  the  board4  and  authorized  by  the 
Medical  Practice  Act3  are  that  if,  after  a 
hearing,  it  is  determined  that  the  physi- 
cian is  impaired  and  is  unable  to  prac- 
tice medicine  with  reasonable  skill  and 
safety  to  patients,  the  board  or  hearing 
examiner  has  authority  to  administer  a 
public  or  private  reprimand;  revoke, 
suspend,  limit,  or  otherwise  restrict  the 
license  as  determined  by  the  board;  re- 
quire the  licensee  to  submit  to  the  care, 
counseling,  or  treatment  of  a physician 
or  physicians  designated  by  the  board; 
or  deny  an  application  for  a license,  if 
the  subject  of  the  disciplinary  proceed- 
ing is  an  applicant  for  a license;  or  issue 
the  license  and  subject  the  physician  to 
some  combination  of  the  sanctions  pre- 
viously enumerated. 

1.  Public  or  private  reprimand.  Nei- 
ther of  these  sanctions  is  appropriate  if 
the  physician  is  presently  impaired  and 
is  unable  to  practice  medicine  with 
safety  to  patients  by  reason  of  that  im- 
pairment. If  the  physician  is  presently 
impaired  or  had  a past  impairment,  but 
is  presently  capable  of  practicing  medi- 
cine with  reasonable  skill  and  safety  to 
patients,  a reprimand  would  still  not 
generally  be  an  appropriate  sanction  be- 
cause it  does  not  require  the  physician 
to  continue  with  a program  of  care, 
counseling,  or  treatment,  and  to  be  fur- 
ther disciplined  for  failing  to  do  so. 

2.  Revocation.  This  is  the  only  appro- 
priate sanction  when  the  physician  is 
unable  to  practice  medicine  with  rea- 
sonable skill  and  safety  to  patients  be- 
cause of  impairment,  and  it  does  not  ap- 
pear that  the  impairment  can  be  treated 
in  such  a manner  that  would  enable  the 
physician  to  resume  the  practice  of 
medicine  and  to  do  so  with  reasonable 
skill  and  safety  to  patients;  as  for  exam- 
ple, irreversible  disease  of  the  brain. 
When  the  severity  of  this  sanction  is  be- 
ing weighed  by  the  board,  it  should  be 
understood  that  even  if  a physician’s  li- 
cense is  jevok  1 because  of  impairment 


and  inability  to  practice  competently, 
the  physician  is  to  be  afforded  at  rea- 
sonable intervals,  an  opportunity  to 
demonstrate  that  he  can  resume  a com- 
petent practice  of  medicine  with  reason- 
able skill  and  safety  to  patients. 

Frequently,  the  physician,  who  is,  or 
was,  unable  to  practice  medicine  in  an 
appropriate  manner  due  to  impairment, 
has  also  engaged  in  conduct,  such  as 
writing  fraudulent  prescriptions  or  dis- 
pensing controlled  substances  to  others 
in  an  unprofessional  manner,  which  is 
proscribed  by  other  disiplinary  provi- 
sions of  the  Medical  Practice  Act.  The 
board  will  consider  the  nature  and  se- 
verity of  the  other  proscribed  conduct  in 
determining  whether  the  physician's 
combined  conduct  warrants  permanent 
revocation  of  his  license. 

3.  Suspension  (for  a specified  period 
of  time).  A suspension,  unaccompanied 
by  any  other  restriction,  sanction,  or 
condition,  is  never  an  appropriate  sanc- 
tion when  a physician  is  unable  to  prac- 
tice medicine  with  reasonable  skill  and 
safety  to  patients  due  to  an  impairment, 
since  recovery  from  impairment  within 
a prescribed  period  of  time  without  re- 
evaluation  is  not  possible  to  determine. 
If  the  physician's  impairment  cannot  be 
treated  so  that  he  is  able  to  practice 
medicine  with  skill  and  safety  to  pa- 
tients, revocation  is  the  appropriate 
sanction.  If  he  was  impaired  or  is  pres- 
ently impaired,  but  restrictions  or  con- 
ditions can  be  imposed  on  his  license  so 
that  he  can  practice  medicine  with  rea- 
sonable skill  and  safety  to  patients  pro- 
vided that  he  abides  by  those  condi- 
tions, a suspension  unaccompanied  by 
the  imposition  of  those  conditions  or  re- 
strictions would  not  be  appropriate  be- 
cause the  public  would  not  be  ade- 
quately protected  once  the  suspension 
terminates. 

A suspension  followed  by  a period  of 
probation,  or  a suspension  which  is 
stayed  and  replaced  by  a period  of  pro- 
bation, are  both  appropriate  sanctions 
when  the  physician  has  engaged  in  pro- 
scribed conduct  in  addition  to  his  inabil- 
ity to  practice  medicine  with  reasonable 
skill  and  safety  due  to  impairment,  and 
when  it  is  concluded  that,  with  the  addi- 
tion of  certain  restrictions  and  condi- 
tions on  his  license,  the  physician  can 
practice  with  reasonable  skill  and 
safety  to  patients. 

4.  Limit  or  otherwise  restrict  a li- 
cense. This  sanction  is  appropriate 
when  a physician  is  impaired,  but  not 
completely  incapable  of  practicing  med- 
icine with  reasonable  skill  and  safety  to 


patients  and  when  his  impairment  is 
such  that  he  is  able  to  practice  medicine 
and  surgery  with  reasonable  skill  and 
safety  to  patients  when  certain  condi- 
tions are  imposed  on  his  practice. 

Conditions  of  limitation  or  restriction 
are  most  appropriately  combined  with  a 
suspension  or  a revocation  which  is 
stayed  in  whole  or  in  part,  and  which 
would  be  reinstated  if  the  conditions  of 
probation  are  violated.  They  should 
also  frequently  be  combined  with  a re- 
quirement that  the  physician  submit  to 
a specified  program  of  care,  treatment, 
or  counseling.  Some  conditions  of  limi- 
tation or  restriction  are  that  the  physi- 
cian: 

a.  Practice  only  under  the  supervision 
of  another  specified  physician; 

b.  Not  prescribe,  dispense,  or  adminis- 
ter controlled  substances; 

c.  Not  perform  surgical  procedures. 

5.  Care,  counseling,  or  treatment. 
This  sanction  is  appropriate  when  a 
physician  is  impaired,  but  not  incapable 
of  practicing  medicine  with  reasonable 
skill  and  safety  to  patients,  and  when 
his  impairment  is  such  that  he  is  able  to 
practice  medicine  with  reasonable  skill 
and  safety  to  patients,  provided  he  re- 
ceives adequate  care,  counseling,  or 
treatment. 

The  requirement  that  a physician 
submit  to  the  care,  counseling,  or  treat- 
ment of  a physician  or  physicians  desig- 
nated by  the  board  is  most  appropri-  ( 
ately  combined  with  a suspension  or 
revocation  which  is  stayed  in  whole,  or 
in  part,  and  which  would  be  reinstated 
if  the  physician  fails  to  abide  by  the  des- 
ignated program  of  care,  counseling,  or 
treatment.  This  sanction  should  also 
frequently  be  combined  with  the  re- 
quirement that  the  physician  be  permit- 
ted to  conduct  his  practice  subject  to 
certain  conditions  or  limitations  which 
are  specifically  devised  to  reduce  or 
eliminate  the  potential  danger  to  the 
public’s  health,  safety,  and  welfare  occa- 
sioned by  the  physician’s  practice  of 
medicine. 

E.  Disciplinary  requirements  permit- 
ting conditional  practice;4  desired  fea- 
tures of  all  orders. 

If  it  is  determined  that  the  physician 
who  was,  or  is,  impaired  should  be  per- 
mitted to  practice,  conditions  of  prac- 
tice should  be  imposed  which  promote 
public  protection  and  which  enable  de- 
tection of  unacceptable  conduct.  Verifi- 
cation of  satisfaction  of  all  features  of 
the  disciplinary  order  should  be  as- 
sisted by  the  collection  of  reports  which 
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LIPO-NICIN 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 
tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

: in  a special  base  of  prolonged 
; therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 


LIPO-NICIN®/250  mg 

Each  yellow  tablet  contains 

Nicotinic  Acid  250  mg 

Niacinamide 75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation  Also  provides 
concomitant  administration  of 
the  listed  vitamins  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  |o  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 
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special  feature 


are  submitted  to  the  medical  board.  De- 
pending upon  what  information  is  de- 
sired, it  is  frequently  appropriate  to  re- 
quire reports  from  the  disciplined 
physician,  from  other  parties,  or  from 
both  the  disciplined  physician  and  other 
parties  and  from  the  professional  con- 
duct investigators. 

1.  Costs.  The  cost  of  satisfying  the 
conditions  of  probation  is  placed  upon 
the  physician  in  most  cases,  and  that  re- 
sponsibility should  be  clearly  set  forth 
in  the  order.  The  board  assumes  costs 
encountered  by  the  physician  in  satisfy- 
ing these  conditions  only  when  the 
board  is  convinced  that  the  physician  is 
unable  to  bear  the  cost  himself. 

2.  Reinstatement  of  stayed  suspen- 
sion or  revocation.  A provision  should 
be  included  in  all  orders  that  a failure  to 
satisfy  any  condition  of  probation  shall 
result  in  the  reinstatement  of  the 
stayed  suspension  or  revocation. 

3.  Prohibit  use  of  abused  substance. 
If  impairment  is  or  was  based  on  sub- 
stance abuse,  the  order  usually  man- 
dates that  the  physician  refrain  from 
using  that  substance  and  similar  sub- 
stances, except  as  prescribed  by  an- 
other doctor  for  treatment  purposes. 

4.  Urine  and  blood  tests.  Periodic  un- 
announced urine  and  blood  tests  are  ap- 
propriate monitoring  devices  to  detect 
the  use  of  prohibited  substances.  The 
mechanics  for  arranging  these  tests 
must  be  designed  to  prevent  the  physi- 
cian from  concealing  the  use  of  the  sub- 
stance, such  as  by  submitting  someone 
else’s  urine  sample  or  by  delaying  sub- 
mission of  a sample  until  the  presence 
of  the  substance  can  no  longer  be  de- 
tected. This  frequently  requires  stat  col- 
lection of  samples  by  the  professional 
conduct  investigators  or  other  agents 
of  the  board  without  prior  notification 
of  the  licensee  under  restriction. 

5.  Counseling  alternatives.  A variety 
of  counseling  mechanisms  can  be  effec- 
tive in  assisting  the  physician  to  fight 
temptation  to  return  to  the  use  of  an 
abused  substance.  The  physician  (or 
other  licensee)  may  be  required  to  at- 
tend alcohol  or  narcotic  anonymous 
meetings  on  a regular  basis,  to  partici- 
pate in  an  impaired  physicians'  pro- 
gram acceptable  to  the  board,  or  to  be 
counseled  on  a regular  basis  by  a speci- 
fied health  care  provider.  Physicians 
who  have  a mental  or  physical  impair- 
ment may  also  function  better  with  the 
assistance  of  counseling. 


6.  Restrict  controlled  substance  priv- 
ileges. If  impairment  is  or  was  based  on 
controlled  substance  abuse,  it  is  often 
appropriate  to  require  the  physician  to 
return  his  DEA  registration  or  to  not 
prescribe,  dispense,  or  administer  cer- 
tain controlled  substances  or  controlled 
substances  in  certain  classes. 

7.  Treatment  as  a requirement.  Some 
physicians  (or  other  licensees)  with  a 
mental,  physical,  or  substance  abuse 
impairment  may  be  able  to  function  in  a 
competent  manner  with  the  assistance 
of  continuing  treatment  by  physicians 
or  other  health  care  providers.  Periodic 
reports  to  the  board  from  the  treating 
health  care  provider  will  be  required. 
Care  should  be  taken  in  drafting  the  or- 
der in  such  a manner  that  this  require- 
ment is  enforceable. 

8.  Limiting  surgical  activities.  A 
physician’s  ability  to  perform  certain 
surgical  procedures  may  be  diminished 
because  of  his  impairment.  In  some  cir- 
cumstances, it  may  be  appropriate  to 
permit  the  physician  to  continue  to 
practice  in  the  discipline  or  disciplines 
in  which  he  has  been  trained,  but  to  re- 
strict that  practice  to  non-surgical  pro- 
cedures or  to  preclude  the  physician 
from  performing  certain  types  of  sur- 
gery. Limiting  surgical  activities  should 
be  handled  in  the  institution  where  the 
physician  conducts  his  professional  ac- 
tivities and  is  a responsibility  of  that 
governing  board  or  boards  if  the  physi- 
cian is  on  the  staff  of  more  than  one  in- 
stitution. 

9.  Supervision  of  practice.  The  pecu- 
liar limitations  of  a physician’s  impair- 
ment may  make  it  appropriate  for  the 
physician  to  function  only  under  the  su- 
pervision of  another  physician.  This 
type  of  feature  is  particularly  appropri- 
ate when  the  possibility  of  relapse  is 
great  or  when  the  physician’s  impair- 
ment is  such  that  he  functions  better 
under  supervision,  in  a group  practice, 
or  when  he  is  able  to  interact  with  other 
health  care  providers. 

F.  Summary 

1.  Provisions  in  the  Medical  Practice 
Act  of  1985  relating  to  impaired  profes- 
sionals licensed  by  the  medical  board 
have  been  reviewed.  This  review  has 
also  included  the  policies  and  proce- 
dures followed  by  the  medical  board  in 
carrying  out  its  mission  for  surveillance 
and  discipline  of  impaired  physicians  so 
as  to  protect  the  health  and  welfare  of 
the  citizens  of  this  Commonwealth. 

2.  The  Medical  Practice  Act  and  con- 
sequently the  medical  board  requires 


that  an  evaluation  be  made  and  conclu- 
sion drawn  concerning  each  and  every 
physician  brought  to  the  attention  of 
the  medical  board  as  to  whether  that  in- 
dividual is  an  impaired  professional  or 
whether  he  is  guilty  of  conscious  im- 
moral and  unethical  conduct.  The  Act 
provides  for  a chance  at  rehabilitation 
of  the  impaired  professional  without  pu- 
nitive action  when  the  impairment  is 
considered  as  a potentially  treatable 
medical  problem.  By  contrast,  the  pro- 
fessional who  places  the  citizens  of  the 
Commonwealth  in  jeopardy  by  unethi- 
cal and  immoral  conduct  is  considered 
to  merit  a punitive  approach;  and  the 
punishment  must  fit  the  severity  of  the 
act. 

3.  Provisions  have  been  made  in  the 
Medical  Practice  Act  for  the  approval 
of  treatment  centers  and  the  use  of  con- 
sultants approved  by  the  medical  board 
for  treatment  of  impaired  physicians, 
but  under  strict  surveillance  of  the  med- 
ical board.  Failure  of  the  impaired  li- 
censee to  follow  approved  therapeutic 
procedures  results  in  change  in  designa- 
tion as  a medical  problem  to  that  of  a 
disciplinary  approach  and  its  conse- 
quences, which,  if  not  reversed,  will  in 
all  likelihood  lead  to  revocation  of  li- 
cense of  the  impaired  professional. 

4.  It  is  urgent  that  the  impaired  pro- 
fessional, especially  the  professional  im- 
paired by  use  of  alcohol  and  chemical 
agents,  be  identified  early  by  his  col- 
leagues and  be  brought  under  treat- 
ment. Should  the  impaired  professional 
refuse  therapeutic  and  corrective  mea- 
sures, the  Medical  Practice  Act  of  1985 
mandates  that  such  an  individual  be  re- 
ported to  the  medical  board  for  the  pro- 
tection of  the  health  and  welfare  of  the 
citizens  of  the  Commonwealth. 

5.  Various  forms  of  disciplinary  i 
action  and  the  appropriateness  of  such 
action,  dependent  on  the  facts  and  cir- 
cumstances of  the  case,  have  been  re- 
viewed. □ 
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PHYSICIANS  WANTED 
Pennsylvania  — Emergency  physician  sys- 
tem. Needs  several  fulltime  emergency  physi- 
cians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee-for- 
service”  basis.  Contact:  (412)  228-3400  for 
interview  appointment. 

Neurosurgeon  — Excellent  opportunity  for 
Board  certified  or  Board  eligible  neurosur- 
geon to  establish  a private  practice  affiliated 
with  a medium-sized,  progressive,  acute-care 
hospital  located  in  northeastern  Pennsylva- 
nia. Significant  growth  opportunities  avail- 
able. Generally  located  between  two  major 
cities  and  in  close  proximity  to  a variety  of  ski 
resorts.  Send  curriculum  vitae  and  references 
to  Box  138,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

General  surgeon,  Board  eligible  or  certified 
to  join  surgeon  in  private  practice.  Experi- 
ence in  traumatology  and  peripheral  vascular 
surgery  desirable.  Southcentral  Pennsylva- 
nia. Reply  to  Box  174,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne,  PA  17043. 

Physician  — emergency  career  opportunity 
in  the  northeast  Pocono  area.  Must  be  experi- 
enced, at  least  Board  eligible,  and  ACLS / 
ATLS  certified.  Salary  range  $80K  + mal- 
practice and  benefits.  Call  (717)  825-5333  or 


send  resume  to:  AES,  Box  2510,  Wilkes- 
Barre,  PA  18701. 

Western  Pennsylvania  — 450-bed  teaching 
hospital  reviewed  for  level  II  trauma  center 
designation  seeking  Board  certified/prepared 
emergency  physician.  Sophisticated  emer- 
gency care  with  nearly  30,000  visits  per  year, 
resident  teaching,  and  a hospital-based  para- 
medic program.  70  miles  east  of  Pittsburgh. 
Call  or  send  CV  to  Richard  M.  McDowell,  MD, 
FACEP,  Department  of  Emergency  Medicine, 
Conemaugh  Valley  Memorial  Hospital,  Johns- 
town, PA  15905-4398;  (814)  533-9769. 

ER  physicians  — Full-time/part-time  posi- 
tions available  NJ,  PA,  NY.  Emergency  medi- 
cine experience  preferred.  Guaranteed  com- 
pensation and  paid  malpractice.  For  more 
information  call  (215)  521-5100  (within  PA), 
1 -800-TRAUMA  6 (outside  PA),  or  send  CV  to 
Trauma  Service  Group  PC,  Scott  Plaza, 
Building  Two,  Suite  114,  Philadelphia,  PA 
19113. 

Diagnostic  radiologist  — Position  open  im- 
mediately with  hospital-based  group  in 
northcentral  PA.  Very  active  growing  practice 
with  all  imaging  modalities,  including  MRI. 
Must  be  Board  certified/eligible.  Replies  — 
Gordon  Shaw,  MD,  Radiology  Department, 
Williamsport  Hospital,  777  Rural  Avenue,  Wil- 
liamsport, PA  17701. 


Immediate,  attractive  position  available  foi  ® 


BE/BC  internal  medicine  specialist,  Americar 
trained.  Extremely  successful,  up-to-date 
practice,  including  x-ray,  lab  facilities.  Excel- 
lent nearby  hospitals.  Friendly  community  in 
S.W.  PA.  Good  terms.  Please  reply  as  soon  as  F 
possible  to  Box  197,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne  PA  17043. 


Primary  care  physicians  — Multi-state  prac- 
tice association  seeks  BE/BC  primary  care 
physicians  for  unique  opportunities  in  PA,  NJ, 
New  England,  MD,  FL,  and  other  areas  of  the 
U S.  Most  positions  offer  Monday-Friday  8 
a.m.  to  5 p.m.  schedules  with  up  to  five  weeks 
paid  time  off.  Paid  malpractice.  Contact  or 
send  CV  to  Liberty  Healthcare  Corporation, 
399  Market  Street,  Suite  400,  Philadelphia, 
PA  19106;  (215)  592-7400  or  outside  PA 
1-800-331-7122. 


Internists  — Board  eligible  or  Board  certified 
to  join  the  staff  of  a 180-bed  hospital  in  Penn- 
sylvania. Interest  in  cardiology  is  preferred. 
Educational  opportunities  available  as  well  as 
abundant  outdoor  recreation.  Send  CV  to  Box 
189,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Emergency  medicine  positions  — Full/part 
time  emergency  medicine  physicians  sought 1 
by  multi-state  professional  association.  Open- 
ings in  metropolitan  NY,  NJ,  PA,  MD,  DC,  FL, 


Health  Care 
Personnel  Consulting... 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

"Dr.  New  & You." 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 
One  Belmont  Avenue 
Bala  Cynwyd,  PA  19004  (I 

(215)667-8630  B 

A Division  of  523 

Health  Care  Group 


£ 


PHYSICIAN 

Full-time  position  available  in 
Extended  Care  (Intermediate 
Medicine).  Applicants  should  be 
board  eligible  or  board  certified 
in  Internal  Medicine  or  Family 
Practice.  Send  C.V.  to: 


Chief  of  Staff 


VA  MEDICAL 
CENTER 


COATESVILLE,  PA  19320 
(215)  384-7711,  Ext.  219 


Veterans 

Administration 


An  Equal  Opportunity  Employer  M/F/V/H 
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and  throughout  U.S.  Contact  or  send  CV  to 
Liberty  Healthcare  Corporation,  399  Market 
Street,  Suite  400,  Philadelphia,  PA  19106; 
[215)  592-7400  or  outside  PA  1 -800-331-7122. 

Family  physician  wanted  — We  re  having 
fun  practicing  good,  honest  family  practice  in 
a pleasant  rural  setting.  If  you  might  like  to 
join  us  in  1987,  contact  Dr.  Lovett  or  Brown- 
Bieber,  PO  Box  #9,  Fredericksburg,  PA 
17026;  (717)  865-6644. 

Dermatologist  — Practice  opportunity  avail- 
able for  a Board  certified  or  Board  eligible 
physician  in  eastern  Pennsylvania.  Send  CV 
to  Box  194,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Otolaryngologist  — Pennsylvania  health 
care  center  seeking  the  services  of  a full  time 
ENT  specialist  to  establish  practice  in  our  ser- 
vice area.  Multiple  recreational  and  educa- 
tional opportunities  available.  Send  CV  to 
Box  193,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Psychiatrist  — A country  practice  awaits 
you.  Join  the  staff  of  a progressive  commu- 
nity hospital  and  long  term  care  facility.  Board 
certified  or  Board  eligible.  Our  Pennsylvania 


location  offers  some  of  the  finest  outdoor  rec- 
reation available.  Send  CV  to  Box  192,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Family  Practitioner  — Established  family 
practice  in  northeastern  Pennsylvania  seeks 
the  services  of  a Board  certified  or  Board  eli- 
gible family  practitioner.  Thirty  minutes  away 
from  the  Pocono  resort  area.  Send  CV  to  Box 
191,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

State  College,  Pennsylvania.  General  psy- 
chiatrist to  serve  as  clinical  director  of  a dual 
diagnosis  adult  psychiatric  and  chemical  de- 
pendency inpatient  and  outpatient  program. 
Prefer  Board  certification  and/or  experience 
with  chemical  dependency.  Will  accept  bright 
and  energetic  individual  who  is  Board  eligi- 
ble. The  hospital  is  a 94-bed  private  psychiat- 
ric hospital  constructed  two  years  ago.  The 
orientation  is  eclectic  but  with  a strong  dy- 
namic focus.  The  community  is  the  home  of 
Penn  State  University.  It  offers  a cosmopoli- 
tan atmosphere  in  an  area  free  of  traffic, 
crime,  and  the  problems  of  a large  city.  Op- 
portunities for  cultural,  recreational,  and  edu- 
cational activities  are  numerous.  Salary  and 
guarantee  arrangements  are  extremely  at- 


tractive and  flexible.  Send  CV  or  call  Magnus 
Lakovics,  MD,  The  Meadows  Psychiatric 
Center,  Box  259,  Earlystown  Road,  Centre 
Hall,  Pennsylvania  16828.  (814)  364-2161. 

Urologist  — Pennsylvania  hospital  with  ser- 
vice area  of  40,000  needs  the  service  of  a full 
time  urologist.  Candidates  should  be  Board 
certified  or  Board  eligible.  Ideal  location  for 
family  with  good  schools  and  many  educa- 
tional and  recreational  opportunities.  Send 
CV  to  Box  190,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Family  practice  — Board  certified  family 
practitioner,  graduate  of  Jefferson  Medical 
College  1978,  seeking  associate  to  replace 
retiring  physician  in  well  established  practice 
in  this  semi-rural  community  of  15,000,  thirty 
miles  north  of  Pittsburgh,  PA.  Enjoy  country 
living  with  proximity  to  a major  city.  Position 
available  July  1987.  No  obstetrics.  Call  (412) 
758-8528  or  send  CV  to  Anthony  B.  Col- 
angelo,  MD,  510  Park  Avenue,  Ellwood  City, 
PA  16117. 

Diagnostic  radiologist  — Board  certified  or 
eligible.  Full-time  hospital  position  available 
immediately  in  Pittsburgh  and  neighboring 
town.  Candidate  must  have  competence  in  all 
diagnostic  modalities  except  MRI.  Long-term, 
reliable  locum  tenens  relationships  would  be 
considered  as  a possible  alternative  for  right 
individual.  Hours  flexible,  but  at  least  three 
days  per  week.  Also,  we  are  seeking  a quali- 
fied individual  to  provide  some  weekend  film 
reading  (no  call)  in  Pittsburgh  area.  Please 
contact  Morris  Z.  Gardner,  MD,  at  (412)  562- 
3106. 

Northwest  Pennsylvania  — seeking  part- 
time  physicians  for  moderate  volume  emer- 
gency department.  Malpractice  insurance 
provided.  Contact  Emergency  Consultants, 


Classified  Advertising 

Rates:  $30  per  insertion  for  the  first  30 
words  or  part  thereof;  80  cents  for  each 
additional  word;  $5  per  insertion  for  a box 
number.  Payment  should  be  in  advance. 
No  agency  commission  is  paid  on  classi- 
fied advertising. 

Box  Numbers:  Advertisers  using  box 
numbers  forbid  disclosure  of  their  iden- 
tity. Written  inquiries  are  forwarded  to 
such  advertisers,  but  no  information  can 
be  revealed  by  the  publisher. 

Word  Count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  num- 
bers or  groups  of  numbers,  hyphenated 
words,  and  abbreviations. 

Advertising  which  contains  discrimi- 
natory language  is  not  acceptable  for 
publication. 


MEDICAL 

DIRECTOR 

Outstanding  opportunity  for  an  experienced 
Physician  in  Occupational  Medicine  or  Family 
Practice  to  join  our  company,  headquartered  35 
miles  west  of  Philadelphia.  We  are  seeking  a 
Physician  with  a minimum  6 years'  experience. 

Lukens,  Inc.  provides  diverse  products  and  services 

to  the  industrial,  energy,  transportation, 

construction,  and  defense  markets.  We  offer  a 

highly  competitive  compensation  and  benefits 

package  including  an  excellent  relocation  plan.  If 

interested,  please  send  your  Curriculum  Vitae  with  i 

salary  history  to: 

LUKENS,  INC. 

Dale  B.  Cansler 
Employment  Manager 
Coatesville,  PA  19320 

Equal  Opportunity  Employer  m/f 
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Medical  Practice  Sales 
And  Appraisals 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  Listed  are  a few  available 
practices:  ALLERGY— Philadelphia  (2)  and 
Kansas;  DERMATOLOGY— Pennsylvania  and 
Kansas;  FAMILY  PRACTICE  — Ohio.  Mew  Jersey, 
Virginia  and  Delaware;  IMTERMAL 
MEDICIME  — Pennsylvania,  Maryland  and 
Arizona;  OPHTHALMOLOGY— lllinois.- 
PEDIATRICS—Pennsylvania; 

RADIOLOGY— Pennsylvania  (2); 

UROLOGY— Arkansas.  If  interested  in  buying 
or  selling  a medical  practice,  contact  our 
brokerage  division  at  The  Health  Care  Group, 
400  GSB  Bldg.,  Bala  Cynwyd,  PA  19004  or  call 
(215)  667-8650. 


Emergency  physicians: 
You're  dedicated, 
hardworking  & smart. 
Are  you  being 
rewarded  for  it? 

You're  talented.  Ambitious.  And  fully  committed 
to  being  the  best.  But  can  you  achieve  your  professional 
goals  in  your  present  setting?  Are  you  interested  in 
better  opportunities  to  practice  medicine  in  a challenging 
environment? 

TSG  will  help  you  realize  your  goals.  With  10  years 
of  experience  in  placing  first-rate  physicians  in  first-rate 
hospitals,  we  offer  full-time  emergency  and  trauma 
positions  to  both  board  certified  and  board  prepared 
physicians.  Think  of  it:  career-stability,  flexible  hours, 
highest  rate  paid  and  as  much  responsibility  as  you  want . 

We'll  provide  the  support  you  need  through  incentive 
programs,  professional  education  and  career  development. 
Of  course,  we  provide  full  liability  coverage. 

Call  us  7 days  a week,  9am-9pm  to  discuss  your 
future.  If  you're  too  busy  to  call,  send  us  your  resume 
and  we'll  call  you. 


TRAUMA  SERVICE  GROUP,  P.C. 

An  Emergency  and  Trauma  Care  Consortium 

Suite  114,  Scott  Plaza  Two,  Philadelphia,  PA  19113 
215-521-5100  800-TRAUMA-6 


SKIPPACK  AREA  MEDICENTER 


A 6,000  square  foot,  fully  equipped 
ultra  modern  outpatient  medical  facility 
is  available  for  leasing  or  subleasing  by 
physicians,  medical  group,  or  related 
parties. 


Terms  and  conditions  are  completely 
negotiable.  Please  call  ANTHONY  R. 
BRASACCHIO  at  (215)  327-7004. 


PHYSICIANS 


Stuart  Pharmaceuticals,  one  of  America’s  top  fif- 
teen pharmaceutical  organizations,  is  the  com- 
pany behind  the  introduction  of  Nolvadex®, 
Hibiclens®,  Tenormin®,  and,  most  recently, 
Cefotan™ 

We’re  a world  leader  in  a wide  range  of  therapeutic 
drugs  and  one  of  the  fastest  growing  phar- 
maceutical organizations  in  the  United  States. 
We’ve  created  an  environment  which  will  en- 
courage your  best  ideas  and  foster  your  personal 
and  professional  growth.  Our  Clinical  Research 
and  Medical  Affairs  Department  currently  seeks 
Physicians  with  or  without  industry  experience 
who  have  specialized  in  the  following  areas: 


ENDOCRINOLOGY 

NEUROLOGY 


CARDIOLOGY 

PULMONARY 


CNS 


Our  Wilmington  location  affords  you  and  your 
family  the  best  of  rural,  suburban  or  urban  living  in 
three  states.  And  all  within  a short  drive  from  our 
modern  headquarters.  We  invite  you  to  forward 
your  CV  in  confidence  to:  J.C.  Gearhart, 
Employment-PM 


STUART  PHARMACEUTICALS 

A Division  of  ICI  Americas,  Inc. 
Wilmington,  DE  19897 

We  are  an  equal  opportunity  employer 
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A PRESCRIPTION 
FOR  PHYSICIANS 


BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

__  JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation, 

In  Philadelphia  call  collect  In  Pittsburgh  call  collect 

609-667-9208  TSgt  James  Simmons  412-687-7313  Capt  Elliott  Sarantakos 


In  Harrisburg  call 
1 -800-USAF-REC 
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Inc.,  2240  S.  Airport  Road,  Room  27,  Tra- 
verse City,  Ml  49684;  1-800-253-1795,  or  in 
Michigan  1-800-6632-3496. 

Family  physician  — Immediate  position  for 
BC/BE  FP  in  newly  developing  practice  in 
Bethlehem,  PA.  Team  approach  with  regis- 
tered nurse  and  pastoral  counselor.  Two  hos- 
pitals nearby  with  full  services.  Contact:  The 
Rev.  Raymond  C.  Hittinger,  Rosemont 
Wholistic  Health  Center,  533  16th  Avenue, 
Bethlehem,  PA  18018;  (215)  867-4888. 

Western  Pennsylvania  — Physician  wanted 
to  provide  direct  services  to  Medical  Weight 
Loss  practices  in  Pittsburgh  and  surrounding 
areas.  Full  or  part-time.  Contact:  Westmore- 
land Health  Group,  Inc.,  P.O.  Box  200, 
Greensburg,  PA  15601,  or  call  collect  (412) 
837-2525. 

Pediatrician  — Allentown,  PA  area.  Busy 
solo  pediatrician  in  established  practice 
seeks  physician  for  full-time  commitment;  ad- 
equate time  off;  early  partnership;  pleasant 
area.  Reply  to  Box  205,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Medical  practice  opportunity  available  im- 
mediately for  qualified  family  practitioner  in 
hospital-owned  office  building  located  in 
small  central  Pennsylvania  town.  Existing 
family  physicians  retiring;  population  base  of 
25,000;  close  to  hospital  and  universities. 
Send  CV  to  Michael  Daniloff,  President, 
Evangelical  Community  Hospital,  Lewisburg, 
PA  17837. 

BC/BE  obstetrician-gynecologist  — North- 
eastern Pennsylvania.  American  educated  to 
join  three-man  group.  Community  of  35,000 
with  service  area  of  100,000.  One  hour  from 
Pocono  Mountains,  Philadelphia,  and  New 
York  City  along  1-78  corridor.  Salary  leading  to 
partnership.  Reply  to  Box  204,  Pennsylvania 
Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Great  Lakes  area  (Illinois,  Ohio)  — Emer- 
gency department  physicians  needed  for  high 
and  low  volume  hospitals  located  in  rural  and 
metropolitan  areas.  We  have  the  opportuni- 
ties to  fit  your  personal  and  professional 
needs.  Competitive  hourly  rates,  flexible 
schedules,  and  professional  liability  insur- 
ance procured  on  your  behalf.  Directorships 
also  available.  Contact:  Coastal  Emergency 
Services,  Inc.,  6230  Busch  Blvd.,  Ste.  300, 
Columbus,  OH  43229;  collect  (614)  436-0418 
west  of  the  Mississippi  R.;  800-633-9964  east 
of  the  Mississippi  R.;  800-551-3859  in  Ohio. 

General  radiologist  — BE/BC  to  provide 
part-time  coverage  for  two  solo  radiologists  in 
Blair  County.  Weekdays  only.  No  night,  week- 
ends, or  arteriograms.  Must  do  CT,  US,  NM, 
and  mammograms.  Send  curriculum  vitae  to: 
J.  Dennis  Flynn,  MD,  Nason  Hospital,  Nason 
Drive.  Roaring  Spring,  PA  16673. 

E.R.  physician  — Divine  Providence,  a 167- 
bed  community  hospital,  is  currently  seeking 
a physician  with  experience  in  emergency 
medicine  for  full-time  employment  in  the 
emergency  department.  We  offer  a steady 
work  schedule  and  an  excellent  work  environ- 
ment along  with  a very  competitive  salary  and 
benefit  program.  Interested  candidates, 


please  contact:  Dominic  A.  Brandy,  MD,  Di- 
rector of  Emergency  Services,  Divine  Provi- 
dence Hospital,  1004  Arch  St.,  Pittsburgh,  PA 
15212;  (412)  323-5670.  An  Equal  Opportunity 
Employer  M/F. 

Physician  — An  energetic,  Board  certified  or 
Board  eligible  internist  is  needed  to  work  in  a 
mid-town  Philadelphia  multispecialty  group. 
The  position  offers  salary,  incentives,  and  full 
benefits.  Send  curriculum  vitae  to:  A-43,  P.O. 
Box  1924,  Philadelphia,  PA  19105.  Equal  Op- 
portunity Employer. 

Family  practitioner  wanted  to  join  large 
practice.  Salary  and  fringe  benefits  competi- 
tive. Board  certified  or  Board  eligible.  Reply 
to  Box  206,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

POSITIONS  WANTED 

Internal  medicine  resident  in  Harrisburg,  BE 
in  7/87  seeks  partnership  or  single  specialty 
group  practice  opportunity  in  Pennsylvania. 
Please  contact  Box  199,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Seeking  position  in  gastroenterology/ 
internal  medicine.  Available  now.  Board  certi- 
fied in  internal  medicine.  Board  eligible  in 
gastroenterology.  British  and  U.S.  trained.  Li- 
censed in  Pennsylvania.  Contact  S.  P.  Na- 
than, South  Baltimore  General  Hospital,  3001 
S.  Hanover  Street,  Baltimore,  MD  21230; 
(301)  355-5502. 

General//vascular  surgeon  seeking  a posi- 
tion in  a solo,  partnership,  single  specialty 
group,  multi  specialty  group,  or  institutional 
setting.  Has  been  extensively  exposed  to  all 
surgical  subspecialties  and  acute  patient 
care.  Available  7-87.  Respond  to  PMS  Physi- 
cian Placement  Service,  Department  NPM- 
0887-SG31,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Physician  available  any  time  for  position  in 
internal  medicine/general  practice.  Prefers 
partnership,  single  specialty  group,  multi  spe- 
cialty group,  or  institutional  setting.  Size  of 
community  preferred:  30,000  or  greater.  Ex- 
cellent in  geriatric  care.  Respond  to  PMS 
Physician  Placement  Service,  Department 
NPM-0887-IM1 12,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Physician  specializing  in  internal  medicine/ 
general  practice/nuclear  medicine  seeking  a 
position  beginning  7/87.  No  preference  in 
type  of  practice  or  size  of  community.  Re- 
spond to  PMS  Physician  Placement  Service, 
Department  NPM-0887-IM1 13,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Physician  seeking  position  in  internal  medi- 
cine. Available  immediately.  Prefers  single 
specialty  group,  multi  specialty  group  or  insti- 
tutional setting  in  a community  of  10,000  to 
30,000.  Special  interest  in  pulmonary  dis- 
eases. Respond  to  PMS  Physician  Place- 
ment Service,  Department  NPM-0887- 
IM  1 14,  20  Erford  Road,  Lemoyne,  PA  17043. 


FOR  SALE 

8,000  foot  medical  facility  in  NE  Philadel- 
phia for  sale,  office  space  immediately  avail- 
able. Owner  (internist)  desires  to  stay  as  ten- 


ant, or  sell  practice  over  (300K);  equipment, 
furnishings  also.  Reply  to  Box  201,  Pennsyl- 
vania Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Family  practice  for  sale.  Active  and  growing 
solo  practice.  Philadelphia  area.  Established 
30  years.  Excellent  opportunity,  six  figure 
gross.  Home/office  combination  or  rental  in- 
come potential.  For  details:  Professional 
Practice  Consulting,  997  Old  Eagle  School 
Road,  #202,  Wayne,  PA  19087.  Call  (215) 
687-4013. 

50%  off  previously  owned  medical,  labora- 
tory, X-ray,  ultra-sound  equipment.  We  buy, 
sell,  broker,  repair.  Appraisals  by  Certified 
Surgical  Consultants.  Medical  Equipment  Re- 
sale and  Repair,  24026  Haggerty,  Farmington 
Hills,  Ml  48018.  (313)  477-6880. 

For  sale  — IAC  Model  250  mini-booth  and 
GSI  2 channel  audiometer.  Excellent  condi- 
tion. Booth  $1,000,  audiometer  $1,800.  For 
more  information  call  the  Neuro-Otology 
Group,  (215)  353-4183. 

For  sale  — Permark  — The  Enhancer  perma- 
nent eyeliner  instrument.  Brand  new.  Deep 
discount!  (412)  782-2302. 

Computerized  office  electronic  claims  bill- 
ing, appointments,  management  reports,  re- 
calls and  much  more.  Two  station  IBMAT;  sell- 
ing because  now  using  specialty  specific 
package.  Originally  $19,000;  best  offer.  Jane 
Levy  (215)  564-4041. 

FOR  RENT 

Downingtown,  Chester  County  — Medical 
offices  in  established  professional  building. 
High  growth  area.  Three  hospitals  nearby. 
Liberal  rental  adjustment  to  assist  startup. 
High  quality  building/location.  Plenty  of  park- 
ing. Call  (215)  269-5937. 

Doctor’s  office  to  sublet  in  greater  northeast 
— Bustleton  and  Byberry  area.  Beautiful, 
modern  suite  in  major  business  district.  Avail- 
able 3/87.  Call  938-1769  after  6 p.m. 

For  rent  — Medical  office  available  in  West 
Chester  area.  New  office.  Accommodations 
for  special  needs  will  be  considered.  Off 
street  parking  available.  Please  call  office 
manager  (215)  527-4878  weekdays  9-5. 

MISCELLANEOUS 

Holter  monitor  — Quality  scanning  for  reel  or 
cassette-type  recorders  by  qualified  techni- 
cians and  certified  cardiologists’  interpreta- 
tion, scan  price  $35.  Recorders  loaned, 
leased,  or  purchase  new  dual-channel  holter 
recorder,  $750,  with  two  year  warranty.  For 
more  information,  call  collect,  Advanced 
Medical  and  Research  Center,  Inc.,  (313) 
373-1199. 

Discount  holter  scanning  services  starting 
at  $35.  Spacelabs  holter  recorder  (cassette) 
available  from  $1275.  Cardionostic  holter  re- 
corder (cassette)  available  from  $1125. 
Smallest  & lightest  holters  update.  Fast  ser- 
vice (24-48hrs)  turnover.  Hookup  kits  starting 
at  $4.95.  Special  introductory  offer  of  three 
free  tests  with  any  purchase  or  lease  of  the 
recorder.  Cardiologist  overread  available  for 
$15.  If  interested  call  (301)  870-3626. 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 

The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


ROCHE 

MEDICATION 

ME 

EDUCATION 


Medicines  that  matter  from  people  who  care 


copinrofo,  Mn™, 

EXCELLENCE*  V'HIEraiENT 


AWARD 

Presenting 
the  winners  of  the  1987 
Roche  President’s  Achievement  Awards 


Hoffmann-La  Roche  is  pleased  to  honor  these  outstanding  sales  repre- 
sentatives, chosen  for  their  unparalleled  dedication  to  the  health-care 
field,  professionalism  and  consistent  high  level  of  performance.  Please 
join  us  in  congratulating  these  exceptional  individuals. 


David  P.  Greener  Timothy  Hunter 


James  F.  McDermott 


John  R.  Tunney 


Richard  L.  Watts 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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ORGANIZING  THE 

‘PHYSICIAN  REBELLIO 

' * - ..  • / ■ - ' ■ ■ ( •. 

Building  a Model  for  Concerted  Action 


BECAUSE 

ONLY 

VALIUM 


V I ti 


i / 


VS  VALIUM 


> VALIUMi 


REMEMBER  TO  WRITE  “DO  NOT  SUBSTITUTE.’ 
IT’S  THE  ONE  YOU  KNOW  BEST 


Copyright  fc,  1987  by  Roche  Products  Inc  All  rights  reserved. 


The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Ini 


The  only  choice 
of  informed  physicians! 


here  is  no  magic  involved  in  the  computerization  of  your  medical  practice,  only  a wise, 
>gical  and  educated  selection  of  the  best  vendor  and  their  software.  Many  computer 
lorror  stories"  are  a direct  result  of  your  colleagues'  lack  of  education  in  this 
ivestment  decision.  If  you  are  serious  about  computerizing  your  practice,  spend  m 
le  necessary  time  educating  yourself  and  your  office  staff. . . that's  the  magic!  mf 

Before  you  decide,  call  for  our  free  booklet:  "Computer  Buying  Tips". . . 

Even  a Great  Wizard  would! 

vailable  on  IBM  and  DEC  computers,  Excalibur  is  ready  when  you  are. 


50  Raritan  Road  • Cranford,  Hew  Jersey  07016  • (201)  272-9090 


In  osteoarthritis  and  rheumatoid  arthritis 

Now...  you  can  relievt 
and  inflammation...wM 


ORUDIS®  (ketoprofen)  is  rapidly  absorbed, 

reaching  peak  concentrations  within  0.5  to  2 hours.  It  is  a potent  inhibitor 
of  prostaglandins  and  leukotrienes,  major  mediators  of  inflammation. 

ORUDIS H possesses  a pharmacokinetic  profile 
that  makes  a difference . 

A short  plasma  half-life  coupled  to  a non-age-dependent 
metabolism  reduces  risk  of  serious  side  effects. 

ORUDISR  is  backed  by  more  than  12  years 
of  worldwide  clinical  experience ... 

with  an  outstanding  record  of  freedom  from  serious 
adverse  reactions,  even  in  long-term  use. 


c 1986,  Wyeth  Laboratories 


irthritic  pain 
to  accumulation 


In  osteoarthritis  and  rheumatoid  arthritis 


Rapid  penetration... rapid  elimination 


Wyeth 

\AA 


See  following  page  for  summary  of  prescribing  information. 


In  osteoarthritis  and  rheumatoid  arthritis 


Orudis 


• M ore  than  12  years  of  worldwide 
clinical  success 

• An  outstanding  record  of  freedom 
from  serious  adverse  reactions 


ORUDIS-  (ketoprolen) 

BRIEF  SUMMARY 

CONTRAINDICATIONS:  ORUDIS  is  conlramdicated  in  patients  who  have  shown  hypersensitivity  to  it  ORUDIS 
should  not  tie  given  to  patients  in  whom  aspirin  or  other  nonsteroidal  anli-inllammatory  drugs  induce  asthma, 
urticaria,  or  other  allergic  type  reactions  because  severe,  rarely  fatal,  anaphylactic  reactions  have  been  reported 
to  ORUDIS  m such  patients 

WARNINGS:  As  with  other  steroidal  and  nonsteroidal  anti-intlammatory  drugs,  peptic  ulcerations  and  gastro- 
intestinal bleeding  have  been  reported  in  patients  receiving  ORUDIS  Unlike  most  adverse  reactions  which 
usually  manilesl  ihemselves  in  the  first  month  il  they  ate  going  to  occur  in  an  individual,  new  peptic  ulcers 
keep  appearing  In  patients  under  treatment  with  ketoprolen  at  a rate  ol  greater  than  1%  per  year  (see  ADVERSE 
REACTIONS).  In  patients  with  evidence  of  gastrointestinal  bleeding  or  an  active  peptic  ulcer,  an  appropriate 
anti-ulcer  regimen  should  be  instituted,  and  the  physician  must  weigh  the  benelits  ot  treatment  with  ORUDIS 
against  possible  hazards,  and  closely  monitor  the  patients  progress  When  the  drug  is  given  to  patients  with  a 
history  ol  gastrointestinal  tract  disease,  it  should  be  given  under  carelul  supervision,  and  only  after  consulting 
the  ADVERSE  REACTIONS  section 

GENERAL  PRECAUTIONS:  ORUDIS  and  other  nonsteroidal  anli-inllammatory  drugs  cause  nephritis  in  mice 
and  rats  associated  with  chronic  administration  Cases  ot  interstitial  nephritis  and  nephrotic  syndrome  have 
been  reported  with  ORUDIS  since  it  has  been  marketed  abroad 

A second  torm  ot  renal  toxicity  has  been  seen  in  patients  with  conditions  leading  to  a reduction  in  renal 
blood  flow  or  blood  volume,  where  renal  prostaglandins  have  a supportive  role  in  the  maintenance  ot  renal 
blood  flow  In  these  patients  administration  ot  a nonsteroidal  anti-intlammatory  drug  results  in  a dose- 
dependent  decrease  in  prostaglandin  synthesis  and  secondarily  in  renal  blood  llow  which  may  precipitate  overt 
renal  tailure  Patients  at  greatest  risk  ot  this  reaction  are  those  with  impaired  renal  function,  heart  lailure.  liver 
dysfunction,  those  taking  diuretics  and  the  elderly  Discontinuation  ot  nonsteroidal  anti-intlammatory  drug 
therapy  is  typically  followed  by  recovery  to  the  pretreatment  stale 

Since  ketoprolen  is  primarily  eliminated  by  the  kidneys  and  its  pharmacokinetics  are  altered  by  renal  tailure 
(see  CLINICAL  PHARMACOLOGY),  patients  with  significantly  impaired  renal  lunclion  should  be  closely 
monitored,  and  a reduction  ol  dosage  should  be  anticipated  to  avoid  accumulation  ot  ketoprolen  and/or  its 
metabolites 

As  with  other  nonsteroidal  anti-intlammatory  drugs,  borderline  elevations  ot  one  or  more  liver  (unction  tests 
may  occur  in  up  to  15%  of  patients  These  abnormalities  may  progress,  may  remain  essentially  unchanged,  or 
may  disappear  with  continued  therapy  The  SGPT  (ALT)  test  is  probably  the  most  sensitive  indicator  ol  liver 
dysfunction  Meanmgtul  (3  times  the  upper  limit  ol  normal)  elevations  ot  SGPT  or  SGOT  (AST)  occurred  in 
controlled  clinical  trials  in  less  than  1%  ol  patients  A patient  with  symptoms  and/or  signs  suggesting  liver 
dyslunction,  or  in  whom  an  abnormal  liver  test  has  occurred,  should  be  evaluated  tor  evidence  ot  the 
development  ol  a more  severe  hepatic  reaction  while  on  therapy  with  ketoprolen  Serious  hepatic  reactions, 
including  jaundice  have  been  reported  Irom  postmarketing  experience  with  ketoprolen  as  well  as  with  other 
nonsteroidal  anti-intlammatory  drugs 

It  steroid  dosage  is  reduced  or  eliminated  during  therapy,  it  should  be  reduced  slowly  and  the  patients 
observed  closely  lor  any  evidence  ot  adverse  effects,  including  adrenal  insutticiency  and  exacerbation  of 
symptoms  ol  arthritis 

Anemia  is  commonly  observed  in  rheumatoid  arthritis  and  is  sometimes  aggravated  by  nonsteroidal  anti- 
intlammatory  drugs,  which  may  produce  fluid  retention  or  minor  gastrointestinal  blood  loss  in  some  patients 
Theretore.  patients  with  initial  hemoglobin  values  ol  10  g/dl  or  less  who  are  to  receive  long-term  therapy 
should  have  hemoglobin  values  determined  frequently 

Peripheral  edema  has  been  observed  in  approximately  2%  ol  patients  taking  ketoprolen  Therefore,  as  with 
other  nonsteroidal  anti-intlammatory  drugs,  ketoprolen  should  be  used  with  caution  in  patients  with  fluid 
retention,  hypertension  or  heart  tailure 

Information  for  Patients:  Because  aspirin  causes  an  increase  in  the  level  ol  unbound  ketoprolen,  patients 
should  be  advised  not  to  take  aspirin  while  taking  ORUDIS  (see  Drug  Interactions)  It  is  possible  that  minor 
adverse  symptoms  ol  gastric  intolerance  may  be  prevented  by  administering  ORUDIS  with  antacids,  tood  or 
milk  Because  antacids  do  not  atfect  bioavailabillty  (see  Drug  Interactions)  but  tood  and  milk  do  attect  the  rate 
but  not  the  extent  of  absorption  (see  Clinical  Pharmacology  in  lull  prescribing  information),  physicians  may 
want  to  make  specific  recommendations  to  patients  about  when  they  should  take  ORUDIS  in  relation  to  food 
and/or  what  patients  should  do  if  they  experience  minor  Gl  symptoms  associated  with  ORUDIS  therapy 
Drug  Interactions:  The  following  drug  interactions  were  studied  with  ORUDIS  doses  ol  200  mg  per  day 
(50  mg  qid)  The  possibility  ot  increased  interaction  should  be  kept  in  mind  when  ORUDIS  doses  greater  than 
50  mg  as  a single  dose  or  200  mg  per  day  are  used  concomitantly  with  highly  uound  drugs 

1 Antacids  Concomitant  administration  ol  magnesium  hydroxide  and  aluminum  hydroxide  does  not  inter- 
fere with  the  rale  or  extent  of  the  absorption  ol  ketoprolen 

2 Aspirin  ORUDIS  does  not  alter  aspirin  absorption,  however,  in  a study  ot  12  normal  subjects,  concurrent 
administration  ol  aspirin  decreased  ketoprolen  protein-binding  and  increased  ketoprolen  plasma  clearance 
trom  0 07  L/kg/hr  without  aspirin  to  0 11  L/kg/hr  with  aspirin  The  clinical  signiticanceot  these  changes  has 
not  been  adequately  studied  Theretore,  concurrent  use  ot  aspirin  and  ketoprolen  is  not  recommended 

3 Diuretic:  Hydrochlorothiazide,  given  concomitantly  with  ORUDIS,  produces  a reduction  in  urinary  potas- 
sium and  chloride  excretion  compared  to  hydrochlorothiazide  alone  Patients  taking  diuretics  are  at  greater 
risk  ot  developing  renal  lailure  secondary  to  a decrease  in  renal  blood  llow  caused  by  prostaglandin  inhibition 
(see  GENERAL  PRECAUTIONS) 

4 Digoxm  In  a study  in  12  patients  with  congestive  heart  failure  where  ORUDIS  and  digoxin  were 
concomitantly  administered,  ORUDIS  did  not  alter  the  serum  levels  ot  digoxm 

5 Wartarin:  In  a short-term  controlled  study  in  14  normal  volunteers.  ORUDIS  did  not  significantly  intertere 
with  the  ellect  ol  warfarin  on  prothrombin  time  Bleeding  trom  a number  ol  sites  may  be  a complication  ot 
wartarin  treatment  and  Gr bleeding  a complication  ol  ORUDIS  treatment  Because  prostaglandins  play  an 
important  role  in  hemostasis  and  ketoprolen  has  etlect  on  platelet  function  as  well  (see  Ettect  on  Blood 
Coagulation),  concurrent  therapy  with  ORUDIS  and  wartarin  requires  close  monitoring  ot  patients  on  both  drugs 

6 Probenecid  Probenecid  increases  both  tree  and  bound  ketoprolen  through  reducing  the  plasma  clearance 


ol  ketoprolen  to  about  one-third,  as  well  as  decreasing  its  protein  binding  Theretore,  the  combination  ol 
ORUDIS  and  probenecid  is  not  recommended 

Drug  Laboratory  Test  Interactions:  Etlect  on  Blood  Coagulation  ORUDIS  decreases  platelet  adhesion  and 
aggregation  Theretore.  it  can  prolong  bleeding  time  by  approximately  3 to  4 minutes  trom  baseline  values 
There  is  no  significant  change  in  platelet  count,  prothrombin  time,  partial  thromboplastin  time,  or  thrombin  time 
Carcinogenesis  Mutagenesis  impairment  ol  Fertility  Chronic  oral  toxicity  studies  in  mice  (up  to  32  mg 
kg  day)  did  not  indicate  a carcinogenic  potential  tor  ORUDIS  (maximum  recommended  human  therapeutic  dose 
lor  a 50  kg  man  is  6 mg  kg  day)  A chronic  oral  toxicity  study  was  also  perlormed  in  rats  (up  to  12  5 mg/ 
kg/day)  with  no  statistically  sigmlicant  increase  in  any  tumor  type,  however  this  study  was  unacceptable 
because  ol  poor  survival  ORUDIS  did  not  show  mutagenic  potential  in  the  Ames  Test  ORUDIS  administered  to 
male  rats  (up  to  9 mg/kg/day)  had  no  sigmlicant  etlect  on  reproductive  performance  or  fertility  In  female  rats 
administered  6 or  9 mg/kg/day.  a decrease  in  the  number  ol  implantation  sites  has  been  noted 
feralogenic  Ettects  Pregnancy  Category  B In  teratology  studies  ORUDIS  administered  to  mice  at  doses  up 
to  12 1 mg / kg  day  and  rats  al  doses  up  to  9 mg/kg/day.  the  approximate  equivalent  of  1 5 limes  the  maximum 
recommended  therapeutic  dose  in  (a  50  kg)  man.  showed  no  teratogenic  or  embryotoxic  ettects  In  separate 
studies  in  rabbits  maternally  toxic  doses  were  associated  with  embryoloxicily  but  not  teratogenicity 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Because  animal  teratology  studies  are 
not  always  predictive  ot  the  human  response  ORUDIS  should  be  used  during  pregnancy  only  it  the  potential  I 
benefit  lushhes  the  risk 

Labor  and  Delivery  The  ettects  ot  ORUDIS  on  labor  and  delivery  in  pregnant  women  are  unknown  Studies  I 
in  rats  have  shown  ORUDIS  at  doses  ol  6 mg/kg  (equal  to  the  maximum  recommended  human  dose)  prolong 
pregnancy  when  given  belore  the  onset  ol  labor  Because  ot  the  known  ettects  ol  prostaglandin  inhibiting  drugs 
on  the  letal  cardiovascular  system  (closure  ol  ductus  arteriosus),  use  ot  ORUDIS  during  late  pregnancy  should 
be  avoided 

Nursing  Mothers  In  rats,  ORUDIS  at  doses  ot  9 mg/kg  (approximately  1 5 times  the  maximum  human  thera-i 
peutic  dose)  did  not  ailed  perinatal  development  Upon  administration  to  lactating  dogs,  the  milk  concen- 
tration ot  ORUDIS  was  lound  to  be  4-5%  ol  the  plasma  drug  level  Data  on  secretion  in  human  milk  alter 
ingestion  ol  ketoprolen  do  not  exist  As  with  other  drugs  that  are  excreted  in  milk  ORUDIS  is  not  recommended 
lor  use  in  nursing  mothers 

Pediatric  Use  ORUDIS  is  not  recommended  tor  use  in  children  because  its  satety  and  ettectiveness  has  not 
been  studied  in  children 

ADVERSE  REACTIONS:  The  incidence  ol  common  adverse  reactions  (above  1%)  were  obtained  trom  a 
population  ot  835  ketoproten-lreated  patients  in  double-blind  trials  lasting  Irom  4 to  54  weeks 
Minor  gastrointestinal  side  ettects  predominated,  upper  gastrointestinal  symptoms  were  more  common  than 
lower  gastrointestinal  symptoms  Peptic  ulcer  or  G I bleeding  occurred  in  controlled  clinical  trials  in  less  than 
1%  ot  1076  patients,  however,  in  open  label  continuation  studies  in  1292  patients  the  rate  was  greater  than  2% 
The  incidence  ol  peptic  ulceration  in  patients  on  NSAIDs  is  dependent  on  many  risk  lactors  including  age,  sex, 
smoking,  alcohol  use.  diet,  stress,  concomitant  drugs  such  as  aspirin  and  corticoids,  as  well  as  the  dose  and 
duration  ol  treatment  with  NSAIDs  (see  WARNINGS)  These  were  followed  in  Irequency  by  central  nervous 
system  side  ettects  such  as  headache,  dizziness  or  drowsiness 
Those  rare  adverse  reactions  (incidence  less  than  1%)  were  collected  trom  foreign  reports  to  manufacturers 
and  regulatory  agencies  publications  and  U S clinical  trials 
In  double-blind  trials,  233  ketoproten-lreated  patients  had  lewer  minor  gastrointestinal  complaints  tinnitus 
and  hearing  impairment,  fluid  retention  and  minor  abnormalities  in  liver  (unction  tests  than  228  aspirin-treated 
patients 

INCIDENCE  GREATER  THAN  1%  (Probable  Causal  Relationship) 

Digestive  Dyspepsia  (11  5%),  nausea*  abdominal  pain*  diarrhea*  constipation.*  flatulence*  anorexia 
vomiting,  stomatitis  Nervous  Headache*  dizziness,  CNS  inhibition  or  excitation*  Special  Senses  Tinnitus, 
visual  disturbance  Skin  and  Appendages  Rash  Urogenital.  Impairment  ol  renal  (unction  (edema,  increased 
BUN)*  signs  or  symptoms  ot  urinary  tract  irritation 
* Side  ettects  with  incidence  greater  than  3% 

INCIDENCE  LESS  THAN  1%  (Probable  Causal  Relationship) 

Digestive  Appetite  increased,  dry  mouth  eructation,  gastritis,  rectal  hemorrhage  melena,  fecal  occult 
blood,  salivation  peptic  ulcer,  gastrointestinal  perloralion.  hemalemesis,  intestinal  ulceration  Nervous 
Amnesia,  contusion,  impotence,  migraine  paresthesia  vertigo  Special  Senses  Conjunctivitis,  con- 
junctivitis sicca,  eye  pain,  hearing  impairment,  retinal  hemorrhage  and  pigmentation  change,  taste 
perversion  Skin  and  Appendages  Alopecia,  eczema,  pruritus,  purpuric  rash,  sweating,  urticaria,  bullous 
rash,  exfoliative  dermatitis  photosensitivity,  skin  discoloration,  onycholysis  Body  as  a Whole  Chills,  lacial 
edema,  infection,  pain,  allergic  reaction,  anaphylaxis  Cardiovascular  Hypertension,  palpitation,  tachycar- 
dia, congestive  heart  lailure,  peripheral  vascular  disease  vasodilation  Hemic  Hypocoagulability, 
agranulocytosis  anemia,  hemolysis,  purpura  thrombocytopenia  Metabolic  and  Nutritional  Thirst,  weight 
gain  weight  loss,  hepatic  dyslunction  hyponatremia  Musculoskeletal  Myalgia  Respiratory  Dyspnea 
hemoptysis  epistaxis.  pharyngitis,  rhinitis,  bronchospasm.  laryngeal  edema  Urogenital  Menomelror- 
rhagia  hematuria  renal  tailure,  interstitial  nephritis,  nephrotic  syndrome 
CAUSAL  RELATIONSHIP  UNKNOWN  The  following  rare  adverse  reactions  whose  causal  relationship  to 
ketoprolen  is  uncertain  are  being  listed  to  serve  as  alerting  information  to  the  physician 
Digestive  Buccal  necrosis,  ulcerative  colitis.  Nervous  Dysphoria,  hallucination  libido  disturbance,  night- 
mares personality  disorder  Body  as  a Whole  Septicemia  shock  Cardiovascular  Arrhythmias,  myocardial 
infarction  Endocrine  Diabetes  mellitus  (aggravated)  Metabolic  and  Nutritional  Jaundice  Urogenital  Acute 
lubulopalhy  gynecomastia 

DOSAGE  AND  ADMINISTRATION:  Recommended  daily  dose  ol  ORUDIS  is  150-300  mg.  divided  in  three  or 
lour  doses  Recommended  starting  dose  is  75  mg  lid  or  50  mg  qid  Dosages  higher  than  300  mg  per  day  are 
not  recommended  See  lull  prescribing  information  tor  details  on  dosage  recommendations  in  special 
populations 

How  Supplied:  ORUDIS  (ketoprolen)  Capsules,  Wyeth’,  are  available  in  bottles  ol  100  capsules  in  the 
lollowmg  dosage  strengths 

50  mg  NDC  0008-4181,  opaque  dark-green  and  light-green  capsule  marked  WYETH'  and  '4181  ' 

75  mg.  NDC  0008-4187  opaque  dark-green  and  white  capsule  marked  WYETH  and  "4187 " 
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PMS  BOARD  ESTABLISHES 
TASK  FORCE  ON  AIDS 


PMS  BOARD  ORDERS  STUDY 
OF  HEALTH  POLICY  AGENDA 


PMS  RESTATES  OPPOSITION 
TO  CERTIFICATE  OF  NEED 


TRUSTEES  HEAR  REPORT 
ON  DRUG  ABUSE  STUDY 


SUPERIOR  COURT  UPHOLDS 
REVIEW  CONFIDENTIALITY 


BOARD  APPROVES 
MEMBER  BENEFIT 


SUPPORT  FOR  PHYSICIANS 
GROWING  IN  CONGRESS 


PMS  Vice  President  Gerald  L.  Andriole,  MD,  is  chairman  of  a new  task  force 
on  Acquired  Immune  Deficiency  Syndrome  (AIDS),  established  March  18, 
by  the  Society’s  Board  of  Trustees.  The  task  force  will  study  the  AIDS  crisis 
and  prepare  PMS  to  speak  out  on  the  issue,  particularly  on  the  public 
health  aspects  of  the  disease.  The  committee  also  will  coordinate  with 
other  concerned  groups.  Board  Chairman  J.  Joseph  Danyo,  MD,  will  ap- 
point others  to  the  task  force  and  has  requested  a report  containing  a plan 
of  action  and  the  financial  implications  of  the  action.  At  his  installation  as 
secretary  of  health  on  March  19,  N.  Mark  Richards,  MD,  announced  that 
the  AIDS  crisis  will  be  a number  one  priority  in  the  Department  of  Health, 
and  that  he  has  established  a separate  unit  with  a staff  of  12  people  to  deal 
solely  with  AIDS.  He  also  announced  the  Casey  administration’s  creation 
of  an  interdepartmental  task  force  to  deal  with  issues  relating  to  AIDS. 

The  Health  Policy  Agenda  of  the  American  People,  a report  involving  172 
organizations  and  five  years  in  the  making,  will  receive  the  attention  of 
appropriate  councils  and  committees  of  PMS  on  referral  from  the  PMS 
Board  of  Trustees.  The  Board  voted  March  18  to  direct  various  units  to  study 
the  195  recommendations  released  at  an  AMA  press  conference  February 
26  (see  page  12  of  this  issue). 

A policy  in  support  of  a “free  and  competitive  health  care  market”  was 
restated  March  18  by  a vote  of  the  PMS  Board.  The  recommendation  of 
the  Council  on  Medical  Practice  is  a statement  of  opposition  to  certificate 
of  need  (CON)  legislation  and  included  a re-evaluation  of  the  policy  in 
three  years.  In  face  of  the  repeal  of  federal  health  planning,  the  state 
Legislative  Budget  and  Finance  Committee  issued  a report  in  February 
calling  for  continuation  of  CON  at  the  state  level  for  at  least  three  years. 

The  Educational  and  Scientific  Trust  presented  its  findings  on  patient  drug 
abuse  at  the  March  18  meeting  of  the  PMS  Board.  The  Board  approved 
forming  a task  force  to  study  the  problem  of  patient  drug  abuse  and 
prepare  recommendations  for  the  Society’s  response.  Lee  H.  McCormick, 
MD,  hospital  medical  staff  representative  on  the  PMS  Board,  is  chairman 
of  the  task  force 

The  Pennsylvania  Superior  Court  has  reversed  the  trial  court  decision  in 
Sanderson  v.  Bryan,  which  limited  the  confidentiality  protection  provided 
by  the  Pennsylvania  Peer  Review  Protection  Act.  The  lower  court  inter- 
preted the  Act  as  only  precluding  discovery  of  peer  review  proceedings 
pertaining  to  the  plaintiffs  case  and  permitted  disclosure  of  proceedings 
regarding  other  patients.  Adopting  the  position  taken  by  the  Pennsylvania 
Medical  Society  in  its  amicus  curiae  brief,  the  Suoerior  Court  ruled  that 
the  lower  court’s  interpretation  flew  in  the  face  of  the  legislative  intent  to 
promote  peer  review  by  protecting  the  confidentiality  of  the  proceedings. 
The  decision,  released  March  24,  is  the  first  Pennsylvania  appeals  court 
decision  on  the  issua 

A PMS  magazine  subscription  program  was  approved  March  18  by  the 
PMS  Board  of  Trustees.  Convenient  ordering  of  magazines  for  personal 
and  office  use  at  discounted  prices  is  now  available  Details  are  on  page 
13  of  this  issua 

Support  is  growing  in  both  the  U.S.  House  of  Representatives  and  the  Senate 
for  the  AMA-sponsored  concurrent  resolutions  opposing  prospective  pay- 
ment of  physicians  by  diagnosis-related  groups  and  mandatory  assignment 
under  Medicare  Nine  Pennsylvanians  are  among  210  who  have  signed  as 
cosponsors  of  the  House  Resolution  whose  primary  sponsor  is  Joseph 
Kolter  of  Pennsylvania’s  Fourth  District.  Senator  Arlen  Specter  of  Penn- 
sylvania also  joined  23  of  his  colleagues  to  support  the  resolution  in  the 
Senate.  The  AMA  is  urging  all  physicians  to  contact  their  senators  and 
representatives  to  ask  for  their  support  on  these  resolutions  or  to  thank 
them  for  sponsorship  already  given. 
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In  mild  to  moderate  hypertension 
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240  mg  scored,  sustained -release  tablets 


JAMES  B. 

38,  black  male,  heavy  smoker. 
Prescribed  a diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 
Presents  with  "smoker's 
cough."  Workup  reveals  a BP 
of  150/107. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN'  (verapamil 
HCI/Knoll)  because... 

— Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

— Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


THOMAS  G. 

70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily. 

YOUR  CONCERNS 
Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN'  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

— Unlike  be+a  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


ALICE  W. 

65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 

She's  on  daily  insulin. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 
ISOPTIN'  (verapamil 
HCI/Knoll)  because... 

— Unlike  most  beta  blockers 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

— Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 


JOHN  K. 

42,  Annual  physical  uncov- 
ered diastolic  BP  of  102 . . . 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 

YOUR  CONCERNS 

Salesman,  spends  many  hours 
of  his  working  day  in  car. . . 
total  cholesterol  level  300, 

HDL  35. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 

ISOPTIN'  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
does  not  cause  urinary 
urgency. 

— Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

— Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 


Antihypertensive  therapy  you 
and  your  patients  can  live  with 


*A  product  of  Knoll  research. 
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In  mild  to  moderate  hypertension  Br  et  summary 

THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTIN®  SR 
[verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS),  2)  Hypotension 
(less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock,  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  block  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker). 

WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  in  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS)  Patients  with  milder  ventricular  dysfunction  should,  if 
possible,  be  controlled  before  verapamil  treatment.  Hypotension:  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension.  Elevated  Liver  Enzymes.  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have 
been  reported.  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
prudent.  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil.  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a potential  risk.  Treatment  is 
usually  D C. -cardioversion.  Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia  Higher 
degrees  of  AV  block,  while  infrequent  (0  8%),  may  require  a reduction  in  dosage  or,  in  rare 
instances,  discontinuation  of  verapamil  HCI.  Patients  with  Hypertrophic  Cardiomyopathy 
(IHSS):  Although  verapamil  has  been  used  in  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  population. 

PRECAUTIONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine  In  patients  with  impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE). 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  in  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities 
Digitalis:  Clinical  use  of  verapamil  in  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  if  digoxin  doses  are  properly  adjusted  However,  chronic  verapamil  treatment  increases 
serum  digoxin  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  in  digitalis 
toxicity.  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI),  the  patient  should  be  reassessed  to 
avoid  underdigitalization.  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e  g , vasodilators,  angiotensin-converting  enzyme  inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure  Patients  receiving  these  combinations  should  be  appropriately  monitored.  Dis- 
opyramide:  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Quinidine:  In  patients  with  hypertrophic  cardiomyopathy  (IHSS), 
concomitant  use  of  verapamil  and  quinidine  resulted  in  significant  hypotension.  There  has  been 
a report  of  increased  quinidine  levels  during  verapamil  therapy  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  interactions 
Cimetidine:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  interaction  with 
cimetidine.  A third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics  Carbamazepine:  Verapamil  may  increase  car- 
bamazepine  concentrations  during  combined  therapy.  Rifampin:  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability  Lithium:  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy.  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years.  Verapamil  was  not  mutagenic  in  the  Ames  test.  Studies  in  female  rats  did  not  show 
impaired  fertility.  Effects  on  male  fertility  have  not  been  determined.  Pregnancy  (Category  C): 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery.  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed.  Nursing  Mothers:  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  is 
administered  Pediatric  Use:  Safety  and  efficacy  of  ISOPTIN  in  children  below  the  age  of  18  years 
have  not  been  established. 

ADVERSE  REACTIONS:  Constipation  8 4%,  dizziness  3.5%.  nausea  2.7%.  hypotension  2 5%, 
edema  2.1%,  headache  1.9%,  CHF/pulmonary  edema  1.8%,  fatigue  1.7%,  bradycardia  1.4%, 
3°  AV  block  0.8%,  flushing  0.1%,  elevated  liver  enzymes  (see  WARNINGS).  The  following 
reactions,  reported  in  less  than  1.0%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain:  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship:  angina  pectoris,  arthralgia  and  rash,  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination, 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shakiness,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria.  Treatment  of  Acute  Cardiovascular  Adverse  Reactions:  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  immediately,  e g.,  intravenously  admin- 
istered isoproterenol  HCI,  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses),  or  calcium 
gluconate  (10%  solution).  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
dobutamine)  may  be  administered.  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  judgment  and  experience  of  the  treating  physician 

OVERDOSAGE:  Treatment  of  overdosage  should  be  supportive.  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil. 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively.  Asystole  should  be  handled  by  the  usual 
measures  including  cardiopulmonary  resuscitation 
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The  Orthopaedic  Surgery  Associates 
of  the 

Hospital  of  the  University  of  Pennsylvania 

are  pleased  to  announce  the  association  of 

Richard  G.  Schmidt,  M.D. 

as  Chief  of  the  Bone  Tumor  Service 

Specializing  in  Adult  and  Children’s 
Bony  and  Soft  Tissue  Tumors 

Appointments  can  be  made  by  contacting 
Hospital  of  the  University  of  Pennsylvania 
Silverstein  Pavilion — Second  Floor 
3400  Spruce  Street 
Philadelphia,  Pennsylvania  19104 
(215)  662-3340 


NOW  IS  THE 
TIME  TO  MARKET 
YOUR  PRACTICE 

with 

HOOVER  ANWAR  ASSOCIATES 
specialists  in  medical  marketing 


Our  expertise  will  enable  you  to  build  and 
maintain  a growing  practice.  We  specialize  in: 


• Practice  Analysis 

• Marketing  Plans 

• Image  Building 

• Collections 


• Patient  Satisfaction 

• Referral  Development 

• Practice  Management 

• Public  Relations 


!►  CALL  2 1 5-649-8770 

FOR  A CONSGLTATION 
Please  ask  for  Dr.  Rebecca  Anwar 

Hoover  Anwar  Associates/ Medical  Marketing  Services 
First  Pennsylvania  Bank  Building,  7 East  Lancaster  Avenue 
Ardmore,  PA  19003 
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((PERC((PERCE(((PERCEPTIONS)))CEPTI))TI 


“We  need  the  constant  ebb  and  flow  of  wave- 
lets of  sensation,  thought,  perception,  action 
and  emotion,  lapping  on  the  shore  of  our  con- 
sciousness . . . We  are  narrow  men,  twisted 
men,  smooth  and  nicely  rounded  men,  and  po- 
ets; but  whatever  we  are,  we  have  our  shape, 
and  we  preserve  it  best  in  the  experience  of 
many  things.”  (from  “Solitary  Confinement” 
by  Christopher  Burney) 

Perceptions  depend  on  expectations  pro- 
duced by  advertising  and  experiences.  Most 
people  rely  on  marketing  images  of  HMOs  when 
forming  opinions  because  personal  contact  is 
somewhat  limited  by  the  relative  newness  of 
the  system.  In  many  respects,  the  perception  of 
HMO  health  care  is  biased  toward  a vendor 
and  customer  relationship,  wherein  those  “sell- 
ing” HMO  plans  provide  a bill  of  goods  that 
the  consumer  (patient)  purchases.  The  concept 
of  the  menu  of  services  may  be  formed  through 
marketing  brochures,  media  advertising,  pre- 
sentations at  one’s  place  of  employment,  or 
talking  with  friends  at  social  or  business  gath- 
erings. 

Whatever  the  source  of  information,  the  un- 
fortunate result  has  sometimes  been  a gap  in 
the  patient's  perceived  access  to  care  and  ser- 
vices and  the  actual  arrangements  of  the  HMO 
system.  Patients  have  come  into  the  system 
armed  with  definite  and  erroneous  expecta- 
tions, primarily  related  to  unlimited  medical 
services  guaranteed  them  by  contractual  agree- 
ment. Further  concerns  are  circumscribed  ac- 
cess to  specialists’  care,  personal  choice  of  pri- 
mary care  physician,  and  strain  on  the 
physician-patient  relationship  based  on  one  or 
more  of  the  items  mentioned. 

“Make  a point  never  so  clear,  and  it  is  great 
odds  that  a man  whose  habits,  and  the  bent  of 
whose  mind  lie  a contrary  way  shall  be  unable 
to  comprehend  it; — so  weak  a thing  is  reason  in 
competition  with  inclination.”  (George  Berke- 
ley, 1734-1754,  Irish  philosopher  and  Bishop  of 
Cloyne) 

In  today’s  health  care  climate,  physicians  are 
constantly  reminded  about  the  realities  of  the 
costs  of  services.  The  HMO  was  conceived  as  a 
method  by  which  cost  containment  could  be  at- 
tained through  the  more  efficient  use  of  medi- 
cal care  services.  Capitation  clearly  engenders 
the  minimization  of  expenditure  for  unneces- 
sary services.  Many  medical  spokesmen  have 
voiced  fears  that  HMOs  encourage  ascendancy 
of  economy  over  quality.  Physicians  find  them- 


selves facing  an  adversary  patient  relationship 
brought  about  by  the  demands  of  patients  to 
get  their  money’s  worth  and  the  demands  of 
the  system  to  contain  costs. 

“I  do  perceive  here  a divided  duty.”  (from 
“Othello,”  Act  I,  Scene  3,  by  William  Shake- 
speare) 

The  cost/quality  issues  of  all  of  the  alterna- 
tive health  care  programs  have  special  rele- 
vance to  the  medical  profession.  As  the  deci- 
sion makers  in  providing  medical  care, 
physicians  must  first  consider  the  needs  of  the 
patient.  A physician  is  the  patient’s  advocate, 
the  one  who  should  be  most  concerned  about 
the  patient’s  welfare.  To  provide  less  than  ade- 
quate care  in  the  name  of  economy  defies  the 
ethical  principles  of  medicine.  Indeed,  tight- 
fisted  prescription  of  medical  tests  and/or 
treatment  for  questionable  or  suspicious  symp- 
toms might  later  result  in  excessive  costs  for 
dealing  with  a full  blown  manifestation  of  dis- 
ease. 

“It  is  safer  to  appeal  to  men’s  perceptions 
than  to  their  logic.”  (from  “General  Remarks 
on  the  Practice  of  Medicine,”  Chapter  II,  by 
Peter  Mere  Latham,  1789-1875) 

What  ought  to  be  the  physician’s  response  to 
this  difficult  situation?  Mistaken  perceptions 
of  HMO  practice  that  the  patient,  NOT  con- 
sumer, has  acquired  through  the  enrollment 
process  should  be  corrected.  The  differences  be- 
tween the  need  for  medical  services  and  the  de- 
mand for  unlimited  services  must  be  explained. 
Medical  needs  will  be  met,  but  unreasonable  de- 
mands will  not.  The  patient  must  also  be  made 
aware  that  prevention  is  an  important  part  of 
total  well-being.  Patient  education  will  become 
an  even  more  important  part  of  the  total  health 
care  picture  as  the  growth  of  cost-conscious 
medical  care  systems  continues.  Physicians 
themselves,  also  need  some  retraining  in  the 
not-so-easy  task  of  dealing  with  troublesome 
patients. 

Remembering  that  “Good  is  not  good,  where 
better  is  expected"  (Thomas  Fuller  1608-1661), 
both  physicians  and  patients  will  have  to  work 
together  to  preserve  a relationship  that  has  as 
its  foundation  centuries  of  mutual  trust  and  re- 
spect. The  mere  change  in  payment  methods 
should  not  be  permitted  to  weaken  a medical 
system  that  has  provided  excellent  health  care 
to  Americans  for  so  long. 

David  A.  Smith,  MD 

Medical  Editor 


10  Pennsylvania  Medicine,  April  1987 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
ike  runaway  accounts  receivable, 
Dacklogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits . . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


i w Data  General 


Deaiix 

1 Personal 

Computers 


EHSOT1F  systems,  ins. 


Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
(412)  937-0690 


newsfronts 
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AMA  announces  Health  Policy  Agenda 


The  Health  Policy  Agenda  for  the 
American  People,  a coalition  initiated 
by  the  AMA  of  172  government, 
health  care,  and  consumer  groups,  has 
recommended  a series  of  broad  policy 
initiatives  aimed  at  expanding  health 
care  coverage  while  providing  incen- 
tives to  hold  own  medical  costs. 

“The  Health  Policy  Agenda  (HPA)  is 
an  effort  to  address  America’s  long- 
term health  care  policy,’’  said  Diane  B. 
McCarthy,  chairman  of  the  coalition,  at 
a press  conference  February  23.  In  addi- 
tion to  the  American  Medical  Associa- 
tion the  coalition  includes  such  diverse 
groups  as  the  American  Dental  Associ- 
ation, the  American  Association  of  Re- 
tired Persons,  the  Department  of  De- 
fense, and  the  Consumer  Federation  of 
America. 

The  report  released  by  the  HPA  in 
late  February  is  the  culmination  of  five 
years  of  study,  and  contains  policy  rec- 
ommendations in  all  major  areas  of 
health  care.  Among  key  recommenda- 
tions are  establishing  programs  to 
make  available  information  for  con- 
sumers to  use  to  compare  cost  and  type 
of  services  offered  by  competing  pro- 


viders, developing  a basic  health  care 
benefits  package  to  serve  as  a bench- 
mark for  evaluating  insurance  cover- 
age, and  a 10  percent  increase  in  federal 
funding  for  biomedical  research. 

Also  included  are  recommendations 
for  the  extension  of  Medicaid  benefits 
to  millions  of  Americans  who  fall  below 
the  poverty  line  and  for  reforms  in  the 

PSIM  meets  in  May 

Two  scientific  programs  will  high- 
light the  annual  meeting  of  the  Pennsyl- 
vania Society  of  Internal  Medicine 
(PSIM),  May  29-31  at  the  Toftrees  Re- 
sort and  Conference  Center  in  State  Col- 
lege. 

Philip  Bralow,  MD,  will  present  a pro- 
gram on  “Fiberoptic  Sigmoidoscopy  for 
the  Primary  Care  Internist.”  The  sec- 
ond program,  “Pharmacology  Update 
for  the  Subspecialist,”  features  a num- 
ber of  topics  and  speakers. 

No  registration  fee  is  required  for 
PSIM  members;  the  charge  to  nonmem- 
bers is  $50.  For  more  information,  call 
the  Pennsylvania  Society  of  Internal 
Medicine  at  (717)  763-7151. 


For  the  eighth  consecutive  year,  the  Pennsylvania  Medical  Society  has  exceeded  its  prior 
year's  membership  in  the  American  Medical  Association.  At  the  AMA’s  recent  Interim 
Meeting  in  Las  Vegas,  R.  William  Alexander,  MD  (right),  chairman  of  the  Pennsylvania 
Delegation,  accepted  the  award  for  increased  national  membership  from  William  W. 
Hotchkiss,  MD,  president  elect  of  the  AMA. 


Medicare  program  to  ensure  its  sol 
vency. 

The  report  called  for  a patient  com 
pensation  fund  to  be  set  up  as  an  alter 
native  to  the  tort  system  for  recovery  oi 
damages  resulting  from  professional 
negligence  or  poor  outcomes  not  result 
ing  from  negligence.  The  HPA  urged 
that  one  or  more  states  undertake  a 
demonstration  study  of  a patient  com 
pensation  fund  to  determine  whether  it 
deters  negligence,  improves  patient 
provider  relationships,  and  results  in 
fair  compensation. 

The  HPA’s  report  recommended  third 
party  coverage  of  catastrophic  and  long 
term  health  care  costs. 

Programs  to  improve  health  at  tha 
work  site  and  educational  initiatives  tc 
improve  health  care  professionals’  skills 
in  such  areas  as  patient  relations  and 
ethics  were  recommended. 

“The  motivation  for  HPA  organiza 
tions  is  to  ensure,  through  a combina 
tion  of  federal,  state,  and  private  sectoi 
actions,  that  no  one  is  denied  access  tc 
quality  care  because  of  his  or  her  inabil- 
ity to  pay,”  said  McCarthy. 

McCarthy  said  the  coalition  has  not 
figured  the  effect  of  the  report’s  pro- 
posals on  government  budgets.  “In  the 
short  term  it  would  probably  cause 
medical  costs  to  go  up,  but  over  the 
long  term  it  would  save  money,”  she 
said. 

An  Implementation  Committee, 
made  up  of  representatives  from  the  co 
alition’s  participating  groups,  will  work 
to  achieve  the  measures  over  the  next 
three  years.  Spokesmen  for  the  HPA 
said  the  Implementation  Committee  will 
use  public  information  campaigns,  co- 
alition building,  demonstration  proj- 
ects, curricula  design,  and  legislative 
initiatives  to  reach  its  goals. 

In  1982,  the  AMA  selected  29  organi- 
zations to  form  the  HPA  Steering 
Committee,  which  then  identified  policy 
areas  to  be  addressed  and  selected  addi- 
tional groups  to  participate  in  research 
projects.  Funding  for  the  development 
of  the  report  and  for  its  implementation 
comes  from  participating  organiza- 
tions, private  grants,  and  corporate 
foundations. 
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PROFESSIONAL  ASSOCIATIONS  SUBCRIPTION  SERVICES 

a division  of  Subscription  Services,  Inc. 

29  Glen  Cove  Avenue  • Glen  Cove,  New  York  1 1 542 


Physicians  qualify  for  low  professional  subscription 
rates  for  magazines  for  office  reception  room  use.  In 
addition,  many  members  are  educators  associated  with 
universities  or  teaching  hospitals  and  may  order 
magazines  at  special  educator  rates.  If  you  wish  to  select 


516-676-4300 

any  educator  rates,  be  sure  to  complete  the  section  of  the 
coupon  that  requests  your  affiliated  institution.  Please 
note  that  our  list  contains  the  prices  in  both  categories. 
You  may  renew  or  extend  your  present  subscription 
through  the  program. 
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12 
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26 
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94 
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12 
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15 
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Food  and  Wine 

12 

20 
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10 

00 

15 
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Football  Digest 

10 

12 

95 

12 

95 

7 

97 

Forbes 

28 

45 

00 

45 
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29 

95 

Fortune 

26 

44 

00 

35 

30 

22 

75 

Games  Magazine 

12 
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18 

00 
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12 
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Golf  Digest 

12 

19 

94 

11 
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15 
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Mother  Jones 
Motor  Trend 
MS  Magazine 
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NEW  YORK  MAGAZINE 
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Popular  Photogrphy  12  11.97  6.99  6.99 

Popular  Science  12  13.94  7.97  7.97 

# PRACim  HOMEOWNER  9 12.97  6.50  9.97 
fPREVENTION  12  13.97  7.00  13.97 

PSYCHOLOGY  TODAY  12  15.99  8.00  8.00 

Reader's  Digest  12  15.41  15.41  15.41 

#Redbook  12  11.97  6.97  11.97 

Road  and  Track  12  19.94  14.99  14.99 

Robb  Report  12  65.00  65.00 
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newsfronts 


Committee  wants  health  planning  to  continue 


A report  issued  by  the  state  Legisla- 
tive Budget  and  Finance  Committee 
has  recommended  that  the  state’s  cer- 
tificate of  need  (CON)  program  for 
health  planning  be  continued  for  at 
least  three  years. 

The  report  said  since  controls  on 
health  care  expenditures  that  would 
permit  repeal  of  the  CON  program  are 
not  yet  in  place,  the  committee  recom- 
mends continuation  of  the  program  to 
“prevent  the  possibility  of  unbridled 


The  state  Health  Department  has  re- 
leased a profile  of  the  “typical”  drunk 
driver  arrested  last  year  in  Pennsylva- 
nia, based  on  information  gathered 
through  the  Court  Reporting  Network 
(CRN)  in  over  26,000  cases. 

Jeannine  Peterson,  director  of  the 
Health  Department’s  Bureau  of  Pro- 
gram Services,  said  the  typical  drunk 
driver  arrested  last  year  was  a single 
white  male,  32  years  of  age,  with  an  an- 
nual income  of  $14,418.  He  had  a Blood 
Alcohol  Content  (BAC)  of  .18  at  the 
time  of  the  arrest,  and  is  most  likely  a 
severe  problem  drinker. 

“Those  last  two  items  are  very  impor- 
tant, and  should  be  looked  at  in  detail,” 
she  said. 

“BAC  refers  to  the  percentage  of  al- 
cohol in  the  blood.  By  law,  .10  or  above 
is  considered  sufficient  evidence  of 
drunk  driving,  and  to  reach  this  level,  a 
160-pound  man  would  have  to  consume 
about  six  drinks  in  an  hour;  that  is,  over 
half  a gallon  of  beer,  a quart  of  wine,  or 
about  half  a pint  of  hard  liquor.  Of  those 
arrested  last  year,  35  percent  had  BACs 
of  .20  or  greater— more  than  twice  the 
level  of  legal  intoxication.” 

The  data  on  BACs  as  well  as  demo- 
graphic data  on  those  arrested  came 
from  the  Court  Reporting  Network 
(CRN)  maintained  by  the  Pennsylvania 
Department  of  Transportation. 

“CRN  is  an  information-gathering 
system  that  uses  personal  interviews 
together  with  the  offender’s  driving  rec- 
ord to  produce  a personal  profile.  This 
helps  judges  to  determine  the  most  ap- 
propriate combination  of  treatment  and 
legal  sanctions  for  each  case. 


capital  spending  and  the  possibility  of 
restricted  access  to  care  for  the  Com- 
monwealth’s indigent  population.” 
After  the  repeal  at  the  beginning  of 
this  year  of  federal  legislation  providing 
for  health  planning  through  local  health 
systems  agencies,  the  Pennsylvania  De- 
partment of  Health  continued  to  en- 
force the  state’s  Health  Care  Facilities 
Act.  The  health  department  has  been 
conducting  CON  reviews  in  the  absence 
of  six  of  the  eight  health  systems  agen- 


“It  also  helps  determine  whether  the 
drunk  driving  arrest  was  an  isolated  in- 
cident, or  part  of  a larger  pattern  in- 
volving alcohol-related  problems.  Ac- 
cording to  the  CRN  data,  59  percent 
were  considered  severe  problem  drink- 
ers, and  another  28  percent  were  moder- 
ate problem  drinkers.  Only  12  percent 
were  judged  to  be  social  drinkers,”  she 
said. 

Data  show  that  of  those  arrested  last 
year  for  drunk  driving,  over  88  percent 
were  men  and  1 1 percent  were  women. 

About  22  percent  reported  incomes  of 
less  than  $6,999,  while  another  20  per- 
cent were  in  the  $7,000  to  $11,999 
group.  The  next  group,  $12,000  to 
$15,999,  accounted  for  17  percent;  an- 
other 9 percent  were  in  the  $16,000  to 
$19,999  group.  Those  earning  $20,000 
to  $24,999  accounted  for  10  percent, 
and  16  percent  had  incomes  over 
$25,000.  The  incomes  of  the  remaining 
5 percent  are  unknown. 

Of  all  age  groups,  the  25  to  29  group 
accounted  for  the  largest  percentage  of 
arrests— 22  percent,  with  the  next  larg- 
est group  being  21  through  24,  at  20 
percent.  The  youngest  age  group,  those 
under  18,  accounted  for  one  half  of  one 
percent.  The  remaining  age  groups  and 
rates  are  as  follows:  18  to  20.  8 percent; 
30  to  34,  15  percent;  35  to  44,  18  per- 
cent; 45  to  54,  9 percent;  and  55  and 
above,  7 percent. 

Looking  at  the  total  by  race,  the 
breakdown  is  as  follows:  white,  90  per- 
cent; black,  8 percent;  Hispanic,  one 
percent;  others,  less  than  one  percent. 

Peterson  said  that  about  28  percent 
of  those  arrested  were  married. 


cies  that  were  operating  in  1986  (set 
PENNSYLVANIA  MEDICINE,  Feb 
ruary  1987,  p.  12).  Only  the  southwest 
ern  and  the  northern  regions  of  the 
Commonwealth  still  have  actively  func 
tioning  health  systems  agencies.  Tht 
former  operates  with  private  funds  and 
the  latter  receives  funds  from  the  state 
of  New  York,  which  is  part  of  its  region 
Federal  funds  allowing  the  health  de 
partment  to  fulfill  CON  functions  will 
be  exhausted  in  June  1987. 

Besides  calling  for  a continuation  oi 
the  CON  program,  the  report  recom- 
mended provision  be  made  in  law  sc 
that  local  considerations  are  incorpo- 
rated in  CON  review  decisions,  and  sug- 
gested requiring  public  notification  oi 
CON  applications,  holding  local  public 
hearings,  and  recognizing  voluntary, 
independently-funded  local  health  care 
councils  as  means  for  obtaining  local  in- 
put. 

State  Secretary  of  Health  N.  Mark 
Richards,  MD,  who  agreed  the  CON 
program  should  continue,  said  restric- 
tions on  the  sources  of  funds  would  be 
necessary  if  local  health  care  councils 
were  established,  to  insure  that  they  be 
“as  objective,  free  from  bias,  and  as  rep- 
resentative of  the  community  as  possi- 
ble.” 

The  committee’s  report  also  recom- 
mended CON  application  fees  be  estab- 
lished and  used  to  offset  the  adminis- 
trative costs  of  the  program. 

CON  review  thresholds  for  capital  ex- 
penditures should  be  increased  to  $1.5 
million,  the  report  said.  Currently,  proj- 
ects that  exceed  $760,495  are  subject  to 
review.  The  review  process  should  be 
expanded  to  cover  ah  major  equipment 
purchasers,  not  only  health  care  facili- 
ties, according  to  the  report. 

The  report  called  for  the  Department 
of  Health  to  develop  criteria  to  deter- 
mine what  new  services  should  be  re- 
viewed regardless  of  cost,  and  for  maxi- 
mum time  frames  for  the  various 
phases  of  the  review  process  to  be  set  in 
law. 

The  General  Assembly  will  consider 
the  committee’s  report,  along  with 
changes  to  the  Health  Care  Facilities 
Act  suggested  by  the  Department  of 
Health,  the  Statewide  Health  Coordi- 
nating Council,  and  the  State  Health 
Facility  Hearing  Board. 


Statistics  on  drunk  driving  arrests  released 
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newslronts 


Mandated  coverage  for  mental  illness  proposed 


Legislation  requiring  group  health  in- 
surance policies  in  Pennsylvania  to  in- 
clude basic  coverage  for  treatment  of 
mental  disorders  has  been  introduced  in 
the  state  House.  Representative 
Thomas  Michlovic  (D-Allegheny)  intro- 
duced the  bill,  which  was  cosponsored 
by  Representative  Terry  McVerry  (R- 
Allegheny). 

“Our  bill  recognizes  treatment  for 
mental  illness  should  be  a necessary 
part  of  group  policy  coverage,  like  other 
diseases  that  are  routinely  treated,” 
Michlovic  said.  The  economic  impact  of 
the  various  mental  disorders  is  esti- 
mated at  $20  billion  a year  through  re- 
lated medical  expenses,  lost  time  and 
wages,  and  reduced  productivity  of 
workers,  he  said. 

Under  the  bill,  benefits  for  inpatient 
and  outpatient  treatment  of  severe 
mental  disorders  such  as  schizophrenia, 
major  depression,  and  paranoia  would 


be  subject  to  a $100,000  cap  on  the 
“lifetime”  of  the  policy.  Benefits  for 
treatment  of  less  severe  problems  such 
as  emotional  and  behavioral  disorders 
would  have  a limit  of  $50,000. 

McVerry  said  the  legislation  includes 
safeguards  to  protect  against  abuse  and 
to  keep  insurance  costs  at  a reasonable 
level.  The  treatment  services  could  only 
be  performed  by  licensed  physicians 
and  psychologists  at  recognized  facili- 
ties and  all  treatment  would  be  subject 
to  professional  peer  review  studies.  The 
bill  also  requires  that  certification  of 
the  medical  necessity  of  the  proposed 
services  be  provided  prior  to  treatment. 

Provisions  of  the  bill  require  the 
Pennsylvania  Insurance  Commissioner 
to  implement  regulations  in  consulta- 
tion with  the  Secretary  of  Health  and 
the  Commissioner  of  Professional  and 
Occupational  Affairs.  The  bill  has  an 
immediate  effective  date,  but  would  au- 


tomatically delay  implementation  of 
any  group  policies  or  agreements  under 
the  collective  bargaining  process  until  a 
new  or  amended  contract  is  in  effect. 

The  Mental  Illness  Insurance  Coali- 
tion endorsed  the  proposed  legislation. 
Members  of  the  coalition  are  the  Penn- 
sylvania Psychiatric  Society,  the  Penn- 
sylvania Psychological  Association,  the 
Mental  Health  Association  in  Pennsyl- 
vania, the  Pennsylvania  Association  of 
Community  MH/MR  Providers,  the 
Council  of  Psychiatric  Service  Pro- 
viders, the  Pennsylvania  Association  of 
Private  Psychiatric  Hospitals,  and  the 
Pennsylvania  Alliance  for  the  Mentally 

m. 

Jefferson  opens 
cancer  center 

Thomas  Jefferson  University  Hospi- 
tal dedicated  its  $24  million  William  W. 
Bodine  Jr.  Center  for  Cancer  Treatment 
on  Wednesday,  March  25. 

Philadelphia  Mayor  W.  Wilson  Goode 
participated  in  the  dedication  ceremo- 
nies, which  featured  a laser  show  and 
tours  of  the  three-level  center,  where 
40,000  radiation  therapy  treatments 
can  be  delivered  yearly  and  140  patients 
can  be  treated  daily.  The  center  was 
named  in  memory  of  William  W.  Bodine  j 
Jr.,  former  president  of  Jefferson  Medi-  | 
cal  College  and  chairman  of  the  univer-  n 
sity’s  board  of  trustees. 

The  new  center  is  located  on  the  first,  * 
ground,  and  basement  floors  of  the  11th 
and  Samsom  streets  corner  of  the  hospi- 
tal, and  is  accessible  from  the  hospital 
and  the  street.  Equipment  includes  two 
25-megavolt  capacity  and  two  six- 
megavolt  capacity  linear  accelerators 
with  lasers  and  computers,  and  a surgi- 
cal suite. 

Simon  Kramer,  MD,  and  Carl  H. 
Mansfield,  MD,  helped  plan  for  and  es- 
tablish the  Bodine  center.  Dr.  Kramer, 
formerly  chairman  of  the  department  of 
radiation  therapy  and  nuclear  medicine 
at  Jefferson,  currently  is  distinguished 
professor  of  radiation  therapy.  Dr. 
Mansfield,  now  chairman  of  the  depart-  i 
ment  and  professor  of  radiation  ther- 
apy, is  also  a member  of  the  medical 
staff  of  Thomas  Jefferson  University 
Hospital. 


Preliminary  Call:  Annual  Meeting—  House  of  Delegates 

The  House  of  Delegates  of  the  Pennsylvania  Medical  Society  will  convene  its  annual 
meeting  at  the  Hershey  Lodge  and  Convention  Center,  Hershey,  Pennsylvania,  on  Friday, 
October  23,  1987.  The  second  session  will  convene  Saturday,  October  24,  1987,  and  the 
third  session  Sunday,  October  25,  1987.  Details  regarding  the  starting  times  of  all  three 
sessions  will  appear  in  the  Official  Call  in  the  August  1987  issue  of  Pennsylvania  Medicine. 

All  proposed  amendments  to  the  bylaws  must  be  submitted  to  the  office  of  the  secre- 
tary of  this  Society  on  or  before  June  23,  1987.  Such  amendments  may  be  proposed 
upon  the  written  petition  of  fifteen  active  or  associate  members  of  the  Society,  or  by  the 
Committee  on  Bylaws.  Resolutions  to  be  considered  by  the  House  may  be  submitted  in 
writing  to  the  secretary  by  a delegate  acting  on  his  own  behalf  or  for  the  component 
medical  society  or  specialty  society  he  represents.  If  received  prior  to  September  23, 
1987,  resolutions  will  be  published  in  the  Official  Reports  Book. 


At  the  October  1986  PMS  House  of  Delegates  meeting,  25  late  resolutions  were  submitted. 
This  rather  large  number  of  late  resolutions  is  of  concern  to  your  speakers.  In  the  past  several 
years,  the  number  of  late  resolutions  had  been  greatly  reduced,  thus  permitting  a smooth  flow  of 
business. 

Resolutions  that  are  distributed  prior  to  the  convening  of  the  opening  session  of  the  House  of 
Delegates  allow  for  the  subjects  to  be  more  thoroughly  considered  and  discussed  by  individual 
delegates  and  caucuses. 

We  urge  your  cooperation  in  getting  resolutions  in  on  time.  In  this  regard,  we  would  recom- 
mend that  you  strongly  urge  your  members  to  schedule  their  fall  meetings  earlier.  In  the  past, 
many  late  resolutions  have  indicated  that  the  reason  for  lateness  was  due  to  the  fact  that  the  fall 
meeting  had  not  been  held  until  just  prior  to  the  House  of  Delegates  meeting.  It  is  possible  that 
late  fall  county  and  specialty  society  meeting  dates  may  no  longer  be  accepted  as  a reason  for 
lateness.  We  plan  to  submit  to  the  1987  Rules  Committee  revisions  to  Standing  Rule  No.  2, 
Procedure  for  Submitting  Resolutions. 

Your  efforts  in  attempting  to  reduce  the  number  of  late  resolutions  will  be  much  appreciated. 

James  A.  Raub,  MD,  Speaker,  House  of  Delegates 

Jonathan  E.  Rhoads  Jr.,  MD,  Vice  Speaker,  House  of  Delegates 
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CARDIZEM:  FEW  SIDE  EFFECTS 

diltiazem  HCI/Marion 

Antianginal  action  includes  dilatation  of 
coronary  arteries,  a decrease  in  vascular  resfs- 
tance/afterioad,  and  a reduction  in  heart  rate 


Proven  efficacy  when  used  alone  in  angina ’ 

Compatible  with  otherantianginals23 

A safe  choice  for  angina  patients  with  coexisting 
hypertension i,  asthma r,  COPD,  or  PVD4  5 

See  Warnings  and  Precautions. 

Please  see  brief  summary  of  prescribing  informafion  on  the  next  page. 


CARDIZEM 

diltiazem  HCI/Marion 


FEW  SIDE  EFFECTS 
IN  ANT! ANGINAL  THERAPY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM- 

(diltiazem  HCt)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1 ) patients  with  sick 
sinus  syndrome  except  in  tbe  presence  of  a functioning 
ventricular  pacemaker  (2)  patients  with  second-  or 
third -degree  AV  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 
048%)  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cordioc  conduction.  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a single  dose  of  60  mg  of 
diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  ot  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited.  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK  LDH,  SGOT,  SGPl  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  As  with  any  new  dnjg  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals  The  dmg  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued  In  dogs,  doses  ot  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxm  levels  up  to  20% 

Carcinogenesis.  Mutagenesis,  Impairment  ot 
Fertility.  A 24-month  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats 
Pregnancy.  Category  C.  Reproduction  studies  hove 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates  There  was  an  increased  incidence  ot 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 
There  are  no  well-controlled  studies  in  pregnant 
women  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk.  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels.  It  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 
Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 
The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  ot  calcium  influx  inhibition 
In  many  cases,  the  relationship  to  CARDIZEM  has  no! 
been  established  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  are  edema  (2  4%), 
headache  (2  1%),  nausea  (19%),  dizziness  ( 1 5%), 
rash(l  3%>),  asthenia  (12%)  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1 %). 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Petechiae,  pmritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistoxis,  eye 
imtation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular 
pom,  polyuria,  sexual  difficulties 
The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM 
alopecia,  gingival  hyperplasia,  erythema  mulfltorme,  and 
leukopenia  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing 
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newsfronts 


AIDS  cases  number  706  in  state,  410  deaths 


The  state  health  department  has  con- 
firmed 706  cases  of  Acquired  Immune 
Deficiency  Syndrome  (AIDS)  in  Penn- 
sylvania during  the  period  January 
1981  through  December  31,  1986.  The 
figures— considered  provisional  by  the 
department — include  410  deaths  from 
the  condition. 

Cases  through  1986  show  that  45  of 
the  Commonwealth’s  67  counties  have 
reported  at  least  one  case  of  AIDS. 

The  health  department  also  said  13 
counties  have  eight  or  more  cases  of 
AIDS  and  that  those  counties  account 
for  640  of  the  state’s  706  cases,  or  90 
percent  of  the  total. 

The  top  13  counties  are  as  follows: 
Philadelphia  (406  cases),  Allegheny  (70 
cases),  Delaware  (28  cases),  Montgom- 
ery (27  cases),  Bucks  (26  cases),  Berks 
(19  cases),  Lancaster  (12  cases),  Luzerne 
(10  cases),  Chester  and  Dauphin  (9  cases 
each),  and  Lehigh,  Northampton,  and 
York  (8  cases  each). 

The  accompanying  table  shows  a 
yearly  breakdown  for  Pennsylvania  of 
cases  and  deaths  from  AIDS. 

Dr.  Robert  Gens,  director  of  the  Divi- 
sion of  Communicable  Disease  Control 
and  Surveillance,  said  the  1986  figures 
do  not  indicate  a leveling  off  of  AIDS. 
“The  average  length  of  time  between 
the  occurrence  of  symptoms  and  the 
confirmation  by  the  health  department 
is  approximately  four  months,”  he  said. 
“We’ll  be  adding  to  our  1986  totals  for 
the  next  few  months.” 

Approximately  74  percent  of  the 
state’s  cases  involve  homosexual  or  bi- 
sexual men.  Nine  percent  are  intrave- 
nous drug  users.  Another  eight  percent 
are  homosexual  or  bisexual  men  who 
use  intravenous  drugs.  About  three  per- 
cent of  the  cases  involve  hemophiliacs. 
Two  percent  of  the  cases  were  acquired 
through  blood  transfusions.  One  per- 
cent involve  heterosexual  contact.  Dr. 
Gens  said  the  remaining  three  percent 


AIDS:  Cases  and  Deaths  by  Year 
in  Pennsylvania 

Year  Cases  Deaths 


1981 

5 

4 

1982 

20 

19 

1983 

47 

42 

1984 

119 

93 

1985 

242 

156 

1986 

273 

96 

of  cases  occurred  in  patients  who  died 
before  they  could  be  interviewed:  pa- 
tients who  were  too  ill  to  be  interviewed 
by  health  authorities;  or  those  who 
came  from  a foreign  country  in  which  a 
substantial  portion  of  the  population  is 
at  risk  for  AIDS.  He  said  59  percent  of 
the  state’s  cases  involve  whites;  33  per- 
cent blacks;  and  eight  percent,  Hispan- 
ics. 

Patients  in  44  percent  of  cases  were 


ages  30-39.  Other  groups  are  as  follows: 
ages  20-29  (24  percent);  40-49  (19  per- 
cent); 50  and  over  (11  percent);  13-19 
(one  percent);  and  under  age  12  (one  per- 
cent). 

The  706  cases  place  Pennsylvania 
seventh  in  the  nation  for  the  number  of 
AIDS  cases.  States  with  more  cases 
than  Pennsylvania  are  New  York,  Cali- 
fornia, Florida,  Texas,  New  Jersey,  and 
Illinois. 


TOTAL  OFFICE  CARE 


Medical  Manager  is  a medical  office  management  software  package  that  renders 
Total  Office  Care”  so  that  you  concentrate  on  delivering  Total  Patient  Care.  11  is  a 
user-defined  system  in  which  parameters  are  set  according  to  the  type  of  practice 
involved.  Medical  Manager  will  then  smoothly  accomplish  all  of  the  patient  account- 
ing functions  of  today's  medical  office. 

• TOTAL  and  comprehensive  functions  for  all  aspects  of  a medical  practice's  billing 
and  communications  needs,  including  patient  and  insurance  hilling,  encounter 
forms,  outstanding  balance  follow-up,  and  patient  recall. 


TOTAL  automatic  insurance  processing  and 
i racking  of  third  party  claims.  __ 
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• TOTAL  availability 
of  electronic  media 
claims  processing. 

• TOTAL  financial 
accountability. 

• TOTAL  automatic 
scheduling  function. 

• TOTAL  office  manage- 
ment reports  yielding 
data  on  all  aspects  of 
financial  performance, 
patient  medical  histories 
and  Ihe  physician's 
schedule. 

Essential  to  the  Total  Office 
Care  concept  is  the  installa- 
tion. training,  and  on-going 
software  support  of  Medical 
Manager.  After  assessing  your 
practice’s  needs  The  Oakland 
Associates  w ill  recommend 
appropriate  hardware  and  adapt 
Medical  Manager  to  your  specific 
situation.  Utilizing  a ‘‘self-paced” 
approach,  we  will  orient  and  train 
your  staff.  The  Oakland  Associates 
also  offers  continued  software 
support  after  implementation. 


The  Oakland  Associates: 

\ Health  Care  Development  and  Management  Companv 

500  Lewis  Knn  Road 
Pittsburgh.  PA  15236 

412/466-3323 


fit** 


■ 


In*  ^ 


■fo  / 


_ ail 


.pA0‘ 


Jp  it*"*' 


ft 


Pennsylvania  Medicine,  April  1987  19 


Geisinger  Medical  Center 

Continuing  Education  Programs 


Second  Annual  Horizons  in  Cardiac  Rehabilitation 

Friday  and  Saturday 
April  10  and  11,  1987 
Sheraton  Inn,  Danville 

Advances  in  Dermatology 

Wednesday,  April  15,  1987 

Update  in  Otolaryngology 

Thursday,  April  16,  1987 

Problems  in  Maternal  Fetal  Medicine 

Wednesday,  May  13,  1987 


First  Annual  Summer  Update  in  Clinical  Medicine 

Wednesday-Friday 

June  17-19,  1987 

Hilton  Head,  South  Carolina 

Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 
September  11  and  12,  1987 

Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 
November  13  and  14,  1987 


Second  Annual  Christmas  Symposium  in  Pediatric 
Immunological  and  Respiratory  Illnesses  and 
Therapies  (S.P.I.R.l.T.) 

Monday-Wednesday,  December  28-30,  1987 
Disney  World,  Florida 


As  an  organization  accredited  for  continuing  medical  education,  Geisinger  Medical  Center  certi- 
fies that  these  activities  meet  the  criteria  for  credit  hours  in  Category  1 of  the  Physician's  Recog- 
nition Award  of  the  American  Medical  Association.  Please  refer  to  each  individual  program  flyer 
for  registration  fees,  starting  times,  and  number  of  credit  hours.  For  further  information  or  for 
copies  of  individual  programs,  call  Sharon  Hanley,  Program  Registrar,  collect,  at  717-271-6692 
There  is  a 24-hour  answering  service  available  You  may  also  write  to  her  at  120  Pleasant  Street 
Danville,  PA  17822. 

V 


Geisinger 


NOTICE 

In  the  early  1980s  I wrote  an  article  which  appeared  in  Pennsylvania  Medicine,  a magazine  circu- 
lated throughout  Pennsylvania  by  the  Pennsylvania  Medical  Society. 

The  article  reviewed  a legal  decision  of  the  Pennsylvania  Superior  Court  dealing  with  the  proce- 
dures to  be  followed  by  hospitals  who  are  in  conflict  with  physicians  regarding  staff  privilege  appoint- 
ments. 

At  the  end  of  this  article  I made  a negative  reference  which  I now  recognize  could  have  been 
construed  by  any  reader  as  a direct  reference  to  Ralph  J.  Miller,  a prominent  physician  and  uroloqist 
who  practices  in  Indiana  County. 

I wish  to  set  the  record  straight  for  any  of  your  readers  who  might  have  read  that  article.  I never 
intended  this  reference  to  apply  to  Dr.  Ralph  Miller.  Indeed,  there  would  be  no  factual  basis  for  such 
a reference  to  Dr.  Miller. 

I extend  my  sincere  apologies  to  Dr.  Miller  and  his  family  for  any  harm  resulting  from  this  article. 
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^ACETAMINOPHEN 

with  codeine 

phosphate 

TABLETS©  ELIXIR© 


Tablets:  Contain  Codeine  Phosphate’:  No.  3—30  mg; 

No.  4 — 60  mg  — plus  Acetaminophen  300  mg. 

Elixir:  Each  5 mL  contains  12  mg  Codeine  Phosphate*  plus 
120  mg  Acetaminophen  (Alcohol  7%). 

’Warning:  May  be  habit  forming. 

TYCT  6445-A 


©MrNFILAB  INC  1987 


newsfronts 


First  HMSS  trustee  sees  position 

Karen  K.  Davis 


Lee  H.  McCormick,  MD,  Pittsburgh 
family  physician  and  new  PMS  trustee 
said  it  is  “both  an  honor  and  a responsi- 
bility” to  be  the  first  to  represent  the 
Hospital  Medical  Staff  Section  on  the 
Society’s  Board. 

At  the  Society’s  Annual  Meeting  last 
October,  delegates  adopted  a bylaws 
change  providing  for  a representative 
from  the  Hospital  Medical  Staff  Section 
(HMSS)  to  join  the  Board  of  Trustees 
as  a voting  member,  and  chose  Dr.  Mc- 
Cormick to  fill  that  post.  “I  think  to  a 
large  extent  the  first  person  sets  the 
tone  for  those  who  follow,  and  that  is  a 
big  responsibility.  I ’m  anxious  to  tackle 
the  challenge,”  he  said. 

Baptism  into  organized  medicine 

“Working  with  the  Hospital  Medical 
Staff  Section,  I have  gotten  my  bap- 
tism into  organized  medicine,”  he  said. 
Although  he  had  been  a member  of  the 
county,  state,  and  national  organiza- 
tions for  many  years,  and  had  attended 
local  meetings,  Dr.  McCormick  said, 
‘‘Prior  to  my  participation  in  the 
HMSS,  I really  wasn’t  involved  in  orga- 
nized medicine. 

“There  are  a number  of  physicians, 
like  me,  who  first  became  active  in  orga- 
nized medicine  because  of  the  HMSS. 
Now  we’re  involved  in  it,  and  we  believe 
in  it.  I think  this  is  a great  opportunity 
for  the  grass  roots  physician  to  have  his 
voice  heard  and  to  be  kept  appraised  of 
what’s  happening  in  organized  medi- 
cine,” he  said. 

Dr.  McCormick  was  first  interested  in 
the  concept  of  a medical  staff  section, 


when,  as  president  of  the  staff  of  Jeffer- 
son Hospital  in  1983,  he  got  an  invita- 
tion to  the  first  meeting  of  the  Ameri- 
can Medical  Association’s  HMSS. 
“That  meeting  was  fascinating,”  he 
said.  “The  AMA  was  saying  to  all  of  us 
in  a similar  situation,  ‘we  want  to  hear 
what  you  have  to  say.’  I felt  this  was  an 
opportunity  for  grass  roots  physicians 
to  voice  their  opinions.” 

At  the  second  meeting  of  the  national 
section,  “the  challenge  was  put  out  to 
the  states  to  organize  their  own  hospi- 
tal medical  staff  sections,”  he  said.  “A 
group  of  us  met  to  discuss  the  forma- 
tion of  an  HMSS  in  Pennsylvania.”  The 
new  section  was  organized  and  was  offi- 
cially established  by  the  PMS  House  of 
Delegates  in  October  1984.  Dr.  McCor- 
mick has  been  chairman  of  the  HMSS 
since  its  inception. 


Hahnemann  offers  trauma  education 


The  William  Penn  Foundation 
awarded  Hahnemann  University  a 
three  year,  $850,000  grant  to  establish  a 
trauma  education  center. 

Last  year  Hahnemann  was  desig- 
nated a Level  I Regional  Resource 
Trauma  Center  by  the  Pennsylvania 
Trauma  Systems  Foundation,  the 
state’s  accrediting  organization  for 
rauma  programs.  Hospitals  desig- 


nated as  Level  I centers  must  initiate 
trauma  research  and  education  activi- 
ties in  addition  to  providing  clinical 
care  for  trauma  victims. 

The  center  will  provide  continuing 
trauma  education  for  health  care  pro- 
viders and  the  public,  said  Charles  C. 
Wolferth,  MD,  professor  of  surgery  at 
Hahnemann  and  director  of  the  division 
of  trauma  and  emergency  services. 


as  challenge 


One  of  the  advantages  the  HMSS  of- 
fers, according  to  Dr.  McCormick,  is  en- 
hanced two-way  communication.  “Com- 
munication is  facilitated  when  you  can 
talk  to  someone  right  in  your  hospital,” 
he  said.  “Probably  a third  to  a half  of 
our  professional  lives  are  spent  in  the 
hospitals.  If  I know  there  is  a represen- 
tative in  my  hospital,  then  if  I have  a 
problem,  I can  go  to  that  person.  That’s 
a lot  easier  than  picking  up  the  phone 
and  calling  someone  I just  know  by 
name. 

“I  think  the  concept  of  in-hospital 
representation  is  what  makes  the 
HMSS  so  useful,”  he  continued.  “It’s 
something  we  didn’t  have  before.  In  the 
smaller  counties,  where  there  are  only 
two  or  three  hospitals,  it  may  not  make  1 
as  big  a difference;  but  in  the  larger 
counties,  many  hospitals  may  be  with- 
out a representative  in  the  county  soci- 
ety.” The  HMSS  can  give  these  hospi- 
tals the  opportunity  for  representation 
and  a way  to  inform  staff  members  in  a 
timely  fashion,  he  said.  “The  more  you 
know,  the  better  you  can  respond. 

“We  are  not  out  to  compete  with  tra- 
ditional organized  medicine,  or  to  re- 
place it,”  he  warned.  “We  see  our  part 
as  being  able  to  fit  in  and  make  all  of 
organized  medicine  more  effective  by 
reaching  some  people  who  previously 
were  not  reached  and  by  tapping  some 
new  resources. 

“I  think  organized  medicine  has  made 
itself  stronger  by  forming  this  section, 
and  I think  we  will  see  more  of  this,”  Dr. 
McCormick  predicted.  “The  AMA  and 
PMS  have  just  formed  the  Young  Phy- 
sicians Sections,  and  additional  groups 
are  probably  in  the  wings.  Physicians’ 
interests  are  diverse.  Tying  smaller  in-  i 
terest  groups  in  with  the  traditional  or- 
ganization builds  strength. 

“This  question  has  come  up:  ‘Most 
physicians  in  organized  medicine  are  j 
also  hospital  medical  staff  physicians— 
why  do  we  need  a special  section?’  ” he 
went  on.  “In  the  HMSS,  we  have  the 
opportunity  and  the  responsibility  to 
look  at  things  from  a different  angle.  I 
The  county  medical  society  has  an  obli- 
gation to  all  the  physicians  practicing 
in  the  county— hospital  medical  staff 
physicians,  full-time  office  physicians, 
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Patients  and  physicians  alike  prefer 


Transderm-Nitro 

nitroglycerin 

Over  half  a billion*  patches  prescribed  in  the  U.S.  since  1982 
The  only  patch  with  a rate-limiting  membrane 
Familiar,  distinctive  tan  color  and  unique  shape  recognized  by  patients  everywhere 
The  higher  the  turnover  the  greater  the  profits 

There’s  no  substitute  for  experience 

C I B A 


629-7750-A 


(See  Brief  Summary  of  Prescribing  Information  on  the  next  page.) 


*Data  on  file,  CIBA  Pharmaceutical  Co 


Transderm-Nitro* 

nitroglycerin 

Transdermal  Therapeutic  System 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING 
INFORMATION,  SEE  PACKAGE  INSERT) 


INDICATIONS  AND  USAGE 

This  drug  product  has  been  conditionally  approved  by  the 
FDA  lor  the  prevention  and  treatment  of  angina  pectoris  due 
to  coronary  artery  disease.  The  conditional  approval  reflects 
a determination  that  the  drug  may  be  marketed  while  further 
investigation  of  its  effectiveness  is  undertaken  A final  evalua- 
tion of  the  effectiveness  of  the  product  will  be  announced  by 
the  FDA 


CONTRAINDICATIONS 

Intolerance  of  organic  nitrate  drugs,  marked  anemia,  increased 
intraocular  pressure  or  increased  intracranial  pressure 

WARNINGS 

In  patients  with  acute  myocardial  infarction  or  congestive  heart 
failure.  Transderm-Nitro  system  should  be  used  under  careful 
clinical  and/or  hemodynamic  monitoring 
In  terminating  treatment  of  anginal  patients,  both  the  dosage  and 
freguency  of  application  must  be  gradually  reduced  over  a period 
of  4 to  6 weeks  to  prevent  sudden  withdrawal  reactions,  which  are 
characteristic  of  all  vasodilators  in  the  nitroglycerin  class. 
Transdermal  nitroglycerin  systems  should  be  removed  before  at- 
tempting defibrination  or  cardioversion  because  of  the  potential 
for  altered  electrical  conductivity  which  may  enhance  the  possibility 
of  arcing,  a phenomenon  associated  with  the  use  of  defibrillators. 


PRECAUTIONS 

Symptoms  of  hypotension,  such  as  faintness,  weakness  or  dizzi- 
ness, particularly  orthostatic  hypotension  may  be  due  to  overdos- 
age When  these  symptoms  occur,  the  dosage  should  be  reduced 
or  use  of  the  product  discontinued. 

Transderm-Nitro  system  is  not  intended  for  immediate  relief  of 
anginal  attacks  For  this  purpose  occasional  use  of  the  sublingual 
preparations  may  be  necessary. 


ADVERSE  REACTIONS 

Transient  headaches  are  the  most  common  side  effect,  especially 
when  higher  doses  of  the  drug  are  used  These  headaches  should 
be  treated  with  mild  analgesics  while  Transderm-Nitro  therapy  is 
continued  When  such  headaches  are  unresponsive  to  treatment, 
the  nitroglycerin  dosage  should  be  reduced  or  use  of  the  product 
discontinued 

Adverse  reactions  reported  less  frequently  include  hypotension, 
increased  heart  rate,  faintness,  flushing,  dizziness,  nausea  and 
vomiting  These  symptoms  are  attributable  to  the  known  pharma- 
cologic effects  of  nitroglycerin,  but  may  be  symptoms  of  overdos- 
age When  they  persist  the  dose  should  be  reduced  or  use  of  the 
product  discontinued  In  some  patients,  dermatitis  may  occur. 

DOSAGE  AND  ADMINISTRATION 

Therapy  should  be  initiated  with  application  of  one  Transderm- 
Nitro  5 system  to  the  desired  area  of  skin  Many  patients  prefer 
the  chest;  if  hair  is  likely  to  interfere  with  system  adhesion  or  re- 
moval, it  can  be  clipped  prior  to  placement  of  the  system.  Each 
system  is  designed  to  remain  in  place  for  24  hours,  and  each  suc- 
cessive application  should  be  to  a different  skin  area  Transderm- 
Nitro  system  should  not  be  applied  to  the  distal  parts  of  the 
extremities 

The  usual  dosage  is  one  Transderm-Nitro  5 system  every  24  hours 
Some  patients,  however,  may  require  the  Transderm-Nitro  10 
system.  If  a single  Transderm-Nitro  5 system  fails  to  provide 
adequate  clinical  response,  the  patient  should  be  instructed  to 
remove  it  and  apply  either  two  Transderm-Nitro  5 systems  or  one 
Transderm-Nitro  10  system  More  systems  may  be  added  as  indi- 
cated by  continued  careful  monitoring  of  clinical  response.  The 
Transderm-N.tro  2.5  system  is  useful  principally  for  decreasing 
the  dosage  gradually,  though  it  may  provide  adequate  therapy  for 
some  patients  when  used  alone 
The  optimal  dosage  should  be  selected  based  upon  the  clinical 
response,  side  effects,  and  the  effects  of  therapy  upon  blood 
pressure  The  greatest  attainable  decrease  in  resting  blood  pres- 
sure that  is  not  associated  with  clinical  symptoms  of  hypotension 
especially  during  orthostasis  indicates  the  optimal  dosage  To 
decrease  adverse  reactions,  the  size  and/or  number  of  systems 
should  be  tailored  to  the  individual  patient's  needs 
Do  not  store  above  86°F  (30°C). 


PATIENT  INSTRUCTIONS  FOR  APPLICATIONS 

A patient  leaflet  is  supplied  with  the  systems 


HOW  SUPPLIED 


Transderm-Nitro 
System  Rated 
Release  m vivo 

Total 

Nitroglycerin 
in  System 

System 

Size 

2.5  mg/24  hr 

12  5 mg 

5 cm2 

5 mg/24  hr 

25  mg 

10  cm2 

10  mg/24  hr 

50  mg 

20  cm2 

15  mg/24  hr 

75  mg 

30  cm2 

Carton 

Size 


30  Systems  (NDC  0083-2025-26) 

* 1 00  Systems  (NDC  0083-2025-30) 
30  Systems  (NDC  0083-2105-26) 

* 100  Systems  (NDC  0083-2105-30) 
30  Systems  (NDC  0083-21 10-26) 

*100  Systems  (NDC  0083-21 10-30) 
30  Systems  (NDC  0083-2115-26) 
*100  Systems  (NDC  0083-2115-30) 

•Hospital  Pack  100's 


C85-35  (Rev  11/85) 


Dist.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 


All  transdermal  nitroglycerin  products  are 
being  marketed  pending  final  evaluation  of 
effectiveness  by  the  FDA . 
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employed  physicians,  and  full-time  uni- 
versity physicians. 

“As  an  HMSS  representative,  my  re- 
sponsibility is  narrower.  My  responsi- 
bility is  to  all  of  the  hospital  medical 
staff  physicians,  to  be  their  voice  and 
their  source  in  two-way  communica- 
tions. We  have  developed  a policy  in 
Pennsylvania  that  our  primary  concern 
as  HMSS  representatives  is  with  issues 
tied  to  hospital  medical  staffs.  How- 
ever, if  a hospital  medical  staff  physi- 
cians contacts  his  representative  with  a 
problem  that  doesn’t  fall  into  the  realm 
of  HMSS  business,  the  representative 
can  still  help  him  by  telling  him  how  to 
contact  the  proper  person  or  council. 

“The  main  role  of  HMSS  is  education 
and  communication,”  Dr.  McCormick 
emphasized.  “We  have  an  obligation  to 
disseminate  information  to  our  mem- 
bers as  quickly  as  possible,  as  effi- 
ciently as  possible,  and  to  try  to  answer 
their  concerns,  or  if  we  can’t  answer 
them,  to  get  them  in  touch  with  the  peo- 
ple who  can.” 

Maintaining  control 

One  of  the  biggest  problems  facing 
medical  staff  physicians  right  now  is 
maintaining  control  of  the  practice  of 
medicine,  Dr.  McCormick  said.  With  all 
the  regulations  and  the  reviewing 
bodies,  the  control  of  medicine  is  being 
taken  out  of  the  hands  of  physicians,  he 
said,  adding  that  “the  longer  you’re  in 
medicine,  the  more  you  appreciate  the 
fact  that  most  of  the  time  there  is  no 
‘cookbook’  treatment.” 

He  said,  “I  remember  my  very  first 
lecture  in  surgery  when  I was  a medical 
student.  I was  impressed  by  what  the 
chief  of  surgery  said.  Here  we  were— 
freshmen  and  sophomores  in  medical 
school— and  the  chief  of  surgery  said  he 
could  take  any  one  of  us  and  in  two 
hours  teach  us  the  mechanics  of  taking 
out  a gall  bladder.  That  was  impressive 
— I didn’t  know  much  about  taking  out 
gall  bladders  and  he  could  teach  me  in 
two  hours!  But  what  the  professor 
added  was  that  in  those  two  hours  he 
couldn  t teach  us  what  to  do  if  a compli- 
cation arose. 

“We  had  to  develop  a fund  of  knowl- 
edge and  learn  by  experience  what  to  do 
when  things  don’t  go  according  to  the 
book.  There  is  a movement  now  to  re- 
duce everything  to  a computerized  type 
of  approach:  At  this  diagnosis,  do  this, 
this,  and  this  and  the  patient  goes  home 


in  x number  of  days.  I think  we  physi- 
cians have  to  stick  together  to  maintain 
the  basic  control  in  taking  care  of  pa- 
tients as  we  see  fit;  we  have  to  do  what 
we  think  is  best  for  the  patient.” 

If  physicians  are  to  maintain  control 
of  the  practice  of  medicine,  then  they 
will  have  to  take  a stronger  hand  in  peer 
review,  Dr.  McCormick  said.  “It  is  not 
easy  to  discipline  our  colleagues,  but  we 
don’t  have  any  choice  if  we  are  to  stay 
in  control.” 

Dr.  McCormick  said  there  are  addi- 
tional issues  that  must  be  discussed, 
such  as  relationships  between  hospi- 
tals’ administrations  and  medical 
staffs.  “This,  too  is  a problem  of  con- 
trol,” he  said,  adding  that  he  feels  the 
relationship  between  the  administra- 
tion and  medical  staff  should  be  a cor- 
dial one  based  on  mutual  respect.  “I 
think  each  entity  should  treat  the  other 
as  a group  of  competent  professionals, 
and  be  willing  to  sit  down  and  talk  face 
to  face  to  solve  problems.  The  success- 
ful hospitals  are  the  ones  where  there  is 
a cooperative  arrangement  between  the 
medical  staff  and  administration,”  he 
said.  “When  they  don’t  cooperate— 
when  one  tries  to  take  over  the  other’s 
functions— that’s  when  they  get  into 
trouble.” 

Some  other  elements  needed  for  an  ef- 
fective hospital  medical  staff  are  com- 
petent support  personnel,  and  physi- 
cians who  are  interested  in  taking  the 
time  that’s  required  to  serve  in  leader- 
ship positions,  Dr.  McCormick  said. 

Variety  and  expertise 

Dr.  McCormick  grew  up  in  Roscoe,  a 
small  town  in  western  Pennsylvania. 
He  attended  the  local  high  school  and 
entered  Washington  and  Jefferson  Col- 
lege in  Washington,  Pennsylvania,  as  a 
premedical  student. 

He  took  the  traditional  premedical 
course  at  Washington  and  Jefferson,  ac- 
celerating his  program  to  finish  in  three 
years,  and  then  entered  the  University 
of  Pittsburgh  School  of  Medicine.  After 
earning  his  medical  degree  he  served  an 
internship  at  Southside  Hospital  in 
Pittsburgh  before  going  into  private  | 
practice  as  a general  practitioner. 

Dr.  McCormick  practiced  for  several 
years  and  then  spent  a year  in  a medical 
residency  before  taking  a full-time  posi- 
tion at  Kane  Hospital,  a chronic  disease 
hospital  in  Allegheny  County.  “At  that 
time,  I was  trying  to  decide  just  what  I 
wanted  to  do,"  he  said.  “In  retrospect,  I 
think  working  at  Kane  Hospital  was  , 
one  of  the  best  things  I could  have 
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done,  because  I had  more  free  time  to 
spend  with  my  children,  who  were  grow- 
ing up  at  that  point.” 

He  left  Kane  to  return  to  private 
practice,  first  joining  two  physicians  in 
a family  practice,  and  later  establishing 
his  own  practice.  Currently,  he  main- 
tains two  offices  in  suburban  areas 
south  of  Pittsburgh.  Dr.  McCormick  is 
a Board  certified  family  practitioner 
and  a member  of  the  American  Acad- 
emy of  Family  Physicians. 

At  the  time  he  reentered  private  prac- 
tice, he  developed  an  interest  in 
chemical-dependent  patients.  “When  I 
was  working  with  the  two  other  doc- 
tors,” he  said,  “I  was  doing  quite  a bit 
of  hospital  work,  and  so  I was  spending 
a fair  amount  of  each  day  in  the 
hospital— St.  Joseph’s  Hospital  in 
Pittsburgh  (now  Jefferson).  The  hospi- 
tal was  developing  an  alcohol  program, 
and  they  asked  me  to  do  physical  exams 
on  patients  they  were  counseling.” 
Soon  he  was  involved  in  researching 
and  setting  up  a detoxification  service. 

He  continued  his  work  in  this  field 
and  now  has  logged  over  15  years’  expe- 
rience. His  interest  in  chemical  depen- 
dency has  given  him  “the  best  of  both 
worlds,”  he  said,  because  while  he  “likes 
the  variety  of  family  practice,”  he  also 
enjoys  having  an  area  of  expertise.  His 
work  in  the  area  of  detoxification  was 
recognized  recently  when  he  became 
one  of  the  first  group  of  physicians  to 
be  certified  by  the  American  Medical 
Society  on  Alcoholism  and  Other  Drug 
Dependencies,  an  organization  for  pro- 
fessionals who  treat  chemical  depen- 
dency. The  relatively  new  organization 
gave  its  first  certifying  examination  in 
October  1986,  and  Dr.  McCormick  was 
one  of  approximately  700  physicians  in 
the  country  who  qualified  for  and  then 
passed  the  exam. 

“I  find  that  the  patients  who  succeed, 
the  ones  who  get  better  and  conquer 
their  dependencies,  are  some  of  the 
most  gratifying  patients  to  deal  with,” 
Dr.  McCormick  said. 

Outside  medicine,  Dr.  McCormick 
likes  to  jog  and  he  collects  old  phono- 
graph records  from  the  1940s  and  ’50s. 
He  is  also  a sports  fan:  “If  I could  have 
lived  out  my  fantasy  life,  I would  have 
been  a major  league  baseball  player,”  he 
confided,  “but  I was  lousy.”  He  man- 
aged little  league  and  pony  league  base- 
ball teams  while  his  children  were  grow- 
ing up. 

Dr.  McCormick  and  his  wife  Barbara 
have  four  children— two  boys  and  two 
girls— and  one  grandson. 
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A FEE  COLLECTION  BREAKTHROUGH 


— ALL  CLAIMS  PAPERLESS  FROM  YOUR  OFFICE. 

— PATIENT  STATEMENTS  . . . ATTRACTIVE, 
EFFECTIVE,  PROMPT  AND  PAPERLESS  FROM 
YOUR  OFFICE  WITHOUT  USING  A BILLING 
SERVICE. 

— NO  PAPER,  NO  COMPUTERS,  NO  LOSS  OF 
CONTROL. 

— $3495.00  OR  LEASE 

A revolutionary  new  approach  to  medical  billing  is  now  avail- 
able in  Pennsylvania.  With  Telebill  you  can  send  paperless  insur- 
ance claims  over  a standard  office  phone  without  a computer. 
Until  now  electronic  claim  submission  was  expensive,  complex, 
and  was  limited  to  a small  number  of  insurance  carriers.  NTC  has 
developed  a medical  billing  data  network  which  makes  it  possible 
to  send  Blue  Shield,  Medicare,  Medicaid,  most  private,  and  HMO 
claims  through  Telebill,  a small,  typewriter-like  unit  that  con- 
nects to  your  office  telephone.  Telebill  is  easy  to  install  and  oper- 
ate. For  a small  setup  charge,  it  can  be  used  to  transmit  patient 
statements  and  to  generate  a full  accounting  ledger  that  will  re- 
place the  conventional  card  system  found  in  most  medical  offices. 

NTC  has  been  operating  its  data  network  for  over  two  years  and 
is  the  largest  processer  of  private  practice  insurance  claims  in  New 
England.  Telebill  is  the  first  product  designed  specifically  for  the 
health  care  provider’s  unique  billing  needs.  At  $3495.00,  it  is 
priced  for  the  small  solo  practice,  but  it  will  handle  the  volume  of 
a busy  medical  group. 


To  receive  a Telebill  brochure  or  to  schedule  a short  Telebill 
demonstration  in  your  office  write  National  Teledata  Corporation, 
7 Great  Valley  Parkway  East,  Malvern,  PA  19355  or  Phone  1-800- 
642-5029. 
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Billing  procedures  for  the  medical  office 


Dorothy  R.  Sweeney 
Patricia  M.  Salmon 


Physicians  are  faced  with  many 
challenges  in  this  changing  health 
care  environment.  Some  of  these  chal- 
lenges include  growing  competition 
from  peers,  HMOs,  and  the  like;  in- 
creased costs;  and  changing  reimburse- 
ment regulations.  Any  one  of  these  ar- 
eas can  have  a significant  impact  on  the 
survival  of  a private  practice  in  the 
years  ahead.  Because  of  that,  now  more 
than  ever,  your  practice  must  be  cogni- 
zant of  ways  to  increase  gross  income 
while  still  offering  quality  care. 

In  our  work  with  medical  practices, 
we  stress  that  the  medical  practice  is  a 
business.  Physicians  are  beginning  to 
understand  that  to  survive  as  a profit- 
able business  they  must  make  sure  the 
practice  is  well  managed.  With  the  of- 
fice manager,  the  physician  must  keep  a 
watchful  eye  on  charges,  payments, 
contractual  adjustments,  and  write- 
offs, to  manage  a medical  practice  well. 

Cost  containment 

The  first  solution,  naturally,  is  to  de- 
crease expenses.  As  you  well  know, 
costs  are  increasing  each  year  for  the 
medical  practice  business  essentials, 
with  malpractice  insurance  being  one  of 
the  most  inflationary  expenses.  So, 
where  do  you  start  cutting  expenses? 

In  order  for  your  practice  to  make 
good  decisions  in  this  area,  you  must 
have  good  management  reports,  on  a 
monthly  basis,  to  track  the  peaks  and 
valleys  in  gross  charges,  receipts,  and 
expenses. 

Such  reports  do  not  have  to  be  true 
accounting  reports,  but  should  provide 
you  and  your  office  manager  with  a fi- 
nancial monthly  report  card  to  identify 
the  increases  in  any  number  of  esca- 
lating expenses.  By  reviewing  these 
monthly  expenses  and  targeting  the  in- 
creasing expense  category,  your  prac- 
tice may  be  able  to  control  certain 
costs,  such  as  those  for  supplies.  After 
you  identify  the  escalating  expenses,  ef- 
forts can  be  taken  to  “buy  smart”  by 


comparative  shopping  for  medical  and 
office  supplies;  buying  in  bulk,  if  space 
permits;  and  preventing  overbuying 
with  tight  inventory  controls. 

Unfortunately,  a practice  may  not  be 
able  to  cut  expenses  significantly 
enough  to  make  any  real  impact  on  the 
net  income. 

Revenue  enhancement 

The  next  two  highly  recommended  al- 
ternatives are  perhaps  more  plausible 
solutions  to  increasing  your  revenues. 

Increase  your  patient  base.  Competi- 
tion is  growing  among  physician 
groups.  How  do  you  get  the  patients  to 
come  to  your  practice?  What  do  you  of- 
fer as  a physician  or  group  practice  that 
is  special?  Have  you  thought  about 
where  your  patients  come  from?  What 
do  you  do  to  market  yourself?  What  do 
you  do  to  market  your  practice?  The  fol- 
lowing are  some  marketing  tools  or 
techniques  that  can  be  used  very  cost 
effectively  with  surprisingly  positive 
results: 

1.  the  telephone  directory — use  a one 
line  ad  for  your  specialty  or  subspe- 
cialty (i.e.  a urology  group  that  special- 
izes in  male  infertility); 

2.  newspaper  articles  or  community 
lectures; 

3.  patient  newsletters;  and 

4.  a patient  information  brochure. 

In  addition,  keep  track  of  all  your  re- 
ferral sources.  Ask  your  new  patients 
who  referred  them.  This  data  will  im- 
prove your  future  marketing  by  under- 
lining what  is  working  now. 

Maximize  your  reimbursement.  In 
our  ongoing  billing  work  with  private 


The  authors  are  principal  medical  manage- 
ment consultants  with  The  Health  Care 
Group  in  Bala  Cynwyd.  This  is  the  second 
article  in  a series  on  medical  office  manage- 
ment. The  first  article,  on  personnel  concerns, 
appeared  in  February. 


practices,  we  have  seen  how  proper  bill- 
ing procedures  can  overcome  one  of  the 
main  drains  on  a practice’s  revenue. 
Third  party  reimbursements,  for  exam- 
ple, are  consistent  problems.  While  only 
a portion  of  the  errors  we  uncover  are 
due  to  incorrect  use  of  CPT  and  ICD-9 
codes  on  the  part  of  practices,  when  you 
consider  that  third  party  reimburse- 
ments contribute  to  about  60  to  90  per- 
cent of  most  practices’  incomes,  these 
errors  can  become  quite  important  and 
costly. 

To  understand  proper  billing  proce- 
dures, consider  the  office  flow,  from  the 
patient’s  arrival  to  the  rendering  of  doc- 
tor’s service,  through  to  the  payment. 

The  physician  is  the  anchor  of  this 
process.  When  the  doctor’s  participa- 
tion in  this  process  is  shrugged  off,  lost 
income  can  fall  through  the  safety  net. 

Hospital  data 

In  almost  every  practice  we  visit,  the 
collection  of  hospital  and  surgery 
charges  and  billing  information  is  poor, 
inefficient,  time  consuming,  and  a 
source  of  lost  revenue  for  the  practice. 

Doctors  must  be  personally  responsi- 
ble for  gathering  and  reporting  the  bill- 
ing information  back  to  the  staff. 

There  are  several  ways  to  accomplish 
this: 

1.  have  a dictation  phone  line  to  your 
practice; 

2.  carry  portable  dictation  equip- 
ment; 

3.  use  a hospital  or  surgical  superbill 
or  other  custom  form. 

The  most  widely  accepted  technique 
is  that  of  dictating  the  patient’s  name, 
address,  phone  number,  social  security 
number,  insurance  number,  employer, 
admission  date  and  discharge  date,  etc., 
from  the  hospital  admission  sheet.  In 
addition  to  the  routine  patient  demo- 
graphics, the  doctor  should  list  the  ser- 
vices performed— whether  it  is  surgery 
or  hospital  services  such  as  consults, 
daily  hospital  care— those  levels  of  ser- 
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vice  such  as  comprehensive  or  ex- 
tended, and  the  discharge  diagnosis. 
This  dictation  method  seems  to  work 
best:  it  is  fast;  it  eliminates  lost  or  cryp- 
tic notes;  and  the  information  gets  back 
to  the  office  to  expedite  billing.  Remem- 
ber, you,  the  physician  are  one  of  the 
best  sources  for  such  services  and  this 
is  your  livelihood. 

Office  data 

Capturing  charges  in  the  office  starts 
with  good  source  documents.  Such  doc- 
uments are:  the  appointment  book,  the 
patient  registration  form,  and  the  su- 
perbill. 

The  appointment  book.  Patient  edu- 
cation regarding  the  office  policy 
should  be  initiated  upon  the  patient’s 
first  contact  with  your  office.  While  set- 
ting up  the  appointments,  a patient 
should  be  asked  his  medical  problem,  re- 
ferral source,  name,  address,  and  tele- 
phone numbers  (day  and  evening  num- 
bers) and  any  insurance  information. 
Given  the  fact  that  there  are  HMOs 
“popping  up”  constantly,  and  the  of- 
fice’s policy  on  acceptance  for  Medicare 
and  Medicaid,  this  last  question  is  very 
important.  It  gives  the  practice  essen- 
tial information  and  an  opportunity  to 
alert  the  patient  to  the  office’s  policy  re- 
garding handling  of  payment. 

Forms  and  ledger  cards.  The  second 
source  documents  are  the  patient  regis- 
tration form  and  ledger  card.  Some 
medical  practices  seem  to  neglect  this 
opportunity  to  collect  all  the  informa- 
tion relative  to  proper  billing  and  possi- 
ble tracking.  In  addition  to  the  usual 
patient  demographics,  your  practice 
should  be  collecting  information  on  the 
patient’s  next  of  kin,  family  physician, 
employer’s  name  and  address,  insur- 
ance company  and  address,  applicable 
insurance  identification  numbers,  and 
social  security  number.  If  surgery  is  a 
possibility,  your  office  should  also  be 
aware  of  a precertification  clause  or  a 
second  opinion  clause. 

The  ledger  card  should  contain  the 
above  information  for  proper  billing 
and  follow-up.  But,  charts  should  not  be 
used  for  financial  follow-up.  Too  often 
we  find  financial  information  in  charts. 
The  chart  should  be  for  the  patient’s 
medical  history,  care  and  reports,  and 
correspondence  only;  financial  informa- 
tion should  always  be  separated.  When 
financial  information  such  as  insurance 
forms  and  explanations  of  benefits  are 
filed  in  the  chart,  they  have  a greater 
chance  of  being  overlooked  or  ignored. 

Superbill.  This  is  the  third  source  doc- 
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practice  management 


ument.  When  we  visit  a practice  for  a 
billing  survey  or  coding  audit  we  start 
with  the  office  superbill.  We  evaluate 
the  superbill  for  format,  completeness, 
accuracy  on  codes  and  the  like.  (Rarely, 
do  we  find  a superbill  without  a mis- 
take.) 

In  most  cases  we  see  these  common 
errors  on  a superbill. 

Wrong  procedures  codes.  In  every 
case,  blatant  coding  errors  are  made. 
When  compared  to  the  procedure  code 
manual,  we  have  found  superbills  with 
transposed  code  numbers,  incorrect 
codes,  and  even  non-existing  code  num- 
bers. (And  in  a few  cases  no  codes.) 

Unclassified  codes  appear  all  too  fre- 
quently on  superbills,  with  little  or  no 
description  of  the  service.  Without 
proper  descriptions,  your  payment  will 
be  made  at  the  lowest  level  or  may  be 
denied. 

One  of  the  primary  purposes  of  the 
superbill  is  to  double  as  the  “attending 
physician’s  portion”  of  the  insurance 
claim  form.  Errors  on  codes  could  have 
a serious  negative  effect  on  your  profile, 
reducing  the  payment  to  the  practice  or 
the  patient. 

Incompleteness.  The  format  is  critical 
to  a smooth  flow  for  the  insurance  form 
processing.  Thus,  the  superbill  should 
be  complete  so  that  the  staff  does  not 
have  to  fill  in  part  of  the  insurance  form 
in  addition  to  the  superbill.  For  exam- 
ple, we  see  many  superbills  missing  the 
entry  for  a referring  doctor.  For  a con- 
sultation, the  superbill  could  be  at- 
tached to  the  insurance  form,  but  the 
form  would  still  need  to  have  the  por- 
tion for  the  referring  doctor  completed. 

To  enhance  your  revenue  by  using 
proper  billing  procedures,  always  re- 
view your  superbill  for  coding  accuracy, 
particularly  when  updates  to  the  CPT 
codes  or  HCPCS  codes  are  made. 

After  the  initial  service  is  rendered 
and  the  proper  insurance  or  responsible 
party  is  billed,  there  must  be  follow-up 
systems  in  place,  to  insure  a timely  re- 
sponse and  to  get  a good  “grip”  on  the 
insurance,  billing,  and  collections. 

Insurance  form  follow-up 

Insurance  forms  should  be  com- 
pleted, photocopied,  and  mailed.  A very 
simple  follow-up  for  insurance  forms 
works  on  a six  week  cycle.  This  is  done 
by  labeling  six  file  folders,  the  first  with 
the  words  “insurance  follow-up,  week 
number  one,”  and  continuing  in  the 


same  way  for  folders  for  weeks  two 
through  six.  Then,  number  a calendar, 
starting  with  the  present  week,  with 
numbers  one  through  six,  and  repeat 
these  numbers  throughout  the  year. 
(There  are  approximately  eight  com- 
plete six  week  cycles  for  one  calendar 
year.) 

Starting  with  week  one,  place  all  the 
photocopies  of  these  forms  for  the  week 
in  that  folder  and  continue  to  file  forms 
in  the  appropriate  folders  throughout 
the  next  five  weeks.  When  the  office 
gets  to  “week  number  one”  again,  pull 
the  old  forms  from  that  file  and  check 
them  against  the  ledger  cards  for  pay- 
ment. If  they  have  been  paid,  file  these 
insurance  forms  in  a paid  folder,  alpha- 
betically by  major  carrier  (i.e.  Blue 
Shield,  Medicare,  Medical  Assistance, 
and  Commercial).  If  the  claim  is  unpaid, 
follow  through  with  a phone  call,  a form 
letter  to  the  insurance  carrier,  or  a call 
made  directly  to  your  patient.  This 
keeps  your  staff  on  top  of  the  slow  pay- 
ing carriers  and  lessens  your  chances  of 
overlooking  a third  party  responsibility. 

Profiles 

Profiles  can  be  obtained  from  some 
insurance  carriers  such  as  Medicare. 
Make  sure  you  always  have  the  latest 
copy  of  your  updated  profile.  Know 
what  your  reimbursement  level  is.  Are 
you  being  paid  at  100  percent  approval? 
If  you  are,  your  fees  are  probably  low  in 
comparison  with  other  specialists  in 
your  area.  Monitor  these  profiles  and 
changes;  update  your  fees  accordingly. 

If  you  find  that  you  are  now  being 
paid  at  100  percent,  request  the  prevail- 
ing profile  for  your  specialty  in  your 
geographic  area.  Check  it  against  your 
personal  profile.  You  could  be  short- 
changing yourself  and  your  patients. 

Profile  tracking  mechanism.  For 
proper  billings,  your  staff  should  have 
this  complete  list  of  your  charges  with 
their  appropriate  codes.  In  addition,  a 
very  simple  spreadsheet  will  serve  to 
track  proper  payments.  We  refer  to  this 
as  a profile  tracking  mechanism. 

This  is  an  accountant’s  spreadsheet 
that  contains  columns  for  the  following: 

1.  procedure  code; 

2.  description  of  procedure; 

3.  present  fee; 

4.  Medicare  prevailing,  from  your  pro- 
file; 

5.  Medicare  customary,  from  your 
profile; 

6.  Medicare  “fee  frozen,”  from  that 
profile; 

7.  Blue  Shield  UCR; 


8.  Medicaid; 

9.  any  HMOs  if  applicable. 

When  reviewing  fees,  which  should  be 
done  yearly,  this  spreadsheet  (if  prop- 
erly kept)  will  be  an  excellent  guide.  By 
looking  at  these  figures,  your  staff  will 
be  aware  of  the  proper  payments,  by 
carriers,  for  reviews.  And  you  will  have 
good  data  upon  which  to  base  a fee  in- 
crease. Such  numbers  should  be  kept 
updated  as  profiles  change  and  in- 
crease. 

All  too  often,  insurance  companies 
change  your  codes,  usually  down- 
coding and  paying  at  a lesser  reim- 
bursement level.  Check  your  payment. 
If  there  is  an  error,  copy  the  original 
claim  with  a review  form,  or  letter,  re- 
questing the  proper  payment.  This 
could  be  a good  source  for  increased  in- 
come. 

Accountability 

Even  the  best  follow  up  systems  will 
flounder  if  the  people  doing  the  billing 
are  not  held  accountable.  Remember,  as 
in  rendering  medical  services,  where  a 
physician  is  ultimately  responsible  for 
patient  care,  in  billing,  a physician  is  ul- 
timately responsible  for  the  staff’s  bill- 
ing practice  and  its  results. 

Fraudulent  billing  practices  happen 
more  frequently  than  one  would  guess. 
These  are  mostly  due  to  ignorance  on 
the  part  of  the  staff  and  lack  of  concern 
on  the  part  of  the  doctor.  Doctors,  be 
involved;  know  what  your  office  is  bill- 
ing and  how  they  are  reporting  it.  Make 
sure  that  the  office  manager  or  adminis- 
trator knows  both  the  procedures  and 
the  laws. 

Billing  policy 

Finally,  every  office  should  have  a pol- 
icy manual  on  billing  procedure  and  pro- 
tocol. This  manual  should  outline  time- 
tables for  billing,  aging  of  accounts  and 
the  action  to  be  taken,  special  consider- 
ations for  professional  courtesy  and 
other  adjustments,  use  of  collection  let- 
ters, phone  call  procedures  and  follow 
up,  use  of  collection  agencies  (and  the 
point  at  which  a patient  gets  turned  in), 
policy  for  collecting  by  phone  relative  to 
the  Fair  Debt  Collection  Act,  and  the 
like. 

Good  billing  procedures,  follow  up, 
and  overall  management  will  make  your 
task  of  billing  more  organized.  This  is  a 
relief  to  most  patients  who  do  not  un- 
derstand medical  reimbursement.  It 
promotes  better  patient/doctor  relation- 
ships and  helps  the  practice  stay 
“healthy”  financially.  □ 
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in  my  opinion 

The  faith  that  heals 


John  L.  Coulehan,  MD 

Until  recently  I thought  the  “faith 
that  heals"  was  something  that 
must  belong  to  the  patient.  The  ill  per- 
son should  have  faith  in  his  doctor  or 
confidence  in  his  own  ability  to  get  well. 
Who  could  question  that  a positive  out- 
look is  conducive  to  healing?  Jerome 
Frank’s  perceptive  analysis  in  “Persua- 


sion and  Healing”  demonstrated  that 
the  patient’s  own  “expectant  faith”  is 
an  important  factor  in  modem  medicine 
and  psychotherapy,  just  as  it  is  in  tradi- 
tional folk  medicine  or  faith  healing.1  I 
was  comfortable  with  my  patients  bear- 
ing the  burden  of  faith,  but  felt  the  doc- 
tor’s job  was  to  labor  in  the  vineyards 


of  skepticism,  probability,  and  profes- 
sional detachment. 

It  was  only  logical,  then,  when  I came 
across  William  Osier’s  1910  essay,  “The 


Dr.  Coulehan  is  associate  professor  of  com- 
munity medicine  at  the  University  of  Pitts- 
burgh School  of  Medicine. 


Modern  day  virtue 

George  A.  Rowland,  MD 


People  who  have  no  fear  of  heights 
probably  will  not  understand  this 
little  story.  Many  years  ago  on  a road  I 
frequently  traveled  there  was  a radio 
tower— slim,  pristine— extending  to  a 
height  of  about  400  feet.  Metal  half 
rings  projected  out  to  provide  ladder 
steps  for  those  who  needed  to  climb  and 
maintain  it. 

As  I drove  along  the  several  miles  in 
which  this  structure  was  in  view,  I used 
to  carry  out  a masochistic  mental  exer- 
cise, gently  torturing  myself.  I would 
imagine  that  some  immensely  wealthy 
person  offered  me  various  sums  of 
money  to  climb  this  ladder  to  the  top.  I 
would  then  try  to  assess  my  reaction  to 
increasing  offers  of  reward.  One  hun- 
dred dollars,  even  one  thousand  dollars, 
were  no  temptation  at  all.  Ten  thousand 
dollars  began  to  make  me  think,  fifty 
thousand,  one  hundred  thousand,  one 
million  dollars,  gave  me  cause  for  con- 
cern. 

Fortunately,  no  such  philanthropist 
ever  came  into  my  life  and  I never  had 
to  make  a final  determination,  but  I re- 
call that  I developed  a real  hatred  for  an 
individual  who  might  offer  enough  to 
cause  me  to  submit  myself  to  the  ex- 
treme panic  I would  suffer  in  such  an 
undertaking.  I suspect,  given  sufficient 
monetary  inducement,  I would  have 
tried  to  climb  that  tower. 

Recently,  it  seems  to  me,  these 
ghostly  figures  have  come  into  actual- 
ity. The  distributors  of  largess  I refer  to 
are  not  quixotic  idealists  or  even  sad- 
ists. Their  interests  are  strictly  merce- 
nary. For  every  piece  of  silver  distrib- 


uted, they  hope  to  gain  many  in  return, 
and  I fully  believe  this  hope  is  re- 
warded. 

The  beneficiaries  of  this  inducement 
are  not  impecunious  medical  students, 
selected  at  random.  They  are  almost  all 
people  who  are  well  known  and  have 
had  a measure  of  wordly  success, 
mostly  in  the  entertainment  or  sports 
world.  An  important  requirement  is 
that  their  faces  are  familiar  to  many 
people. 

These  folks  are  not  asked  to  climb  a 
long  exposed  ladder.  Many  of  them  earn 
their  reimbursement,  as  a steeple  jack 
might  climb  my  tower,  on  a bet  for  a 
glass  of  beer.  But  many  of  them,  I sus- 
pect, find  themselves  accepting  a bag  of 
gold  in  return  for  allowing  themselves 
to  be  demeaned.  The  reputation  they 
have  gained  as  actors  or  athletes  is  used 
to  encourage  the  sale  of  beer,  or  break- 
fast food,  or  automobiles.  Sometimes 
the  cause  of  their  fame  is  subject  to  ridi- 
cule but  the  observer  can  tell,  watching 
them,  that  they  have  happily  received  a 
very  fat  purse  in  return. 

This  is  just  one  example  of  the  pri- 
macy of  cupidity  in  our  world.  As  we 
study  history  we  see  the  giants  like 
Aristotle,  Galileo,  Rembrandt,  and 
Bach,  remembered  because  they  used 
their  gifts  in  one  way  or  another  for  the 
greater  good  of  mankind  and  with  little 
or  no  personal  aggrandizement.  Those 


Dr.  Rowland  is  a family  physician  in 
Millville , Columbia  County,  and  has  been  ac- 
tive at  all  levels  of  medical  society  activity. 


who  succeeded  only  in  enriching  them- 
selves seldom  merit  even  a footnote  in 
history  books. 

The  acquisition  of  wealth  in  the 
present  day  world  is  totally  meritori- 
ous. “How  meritorious  is  it?”  the  audi- 
ence asks.  It  depends  only  on  how  much 
you  acquire.  A few  thousand  may  bode 
well  for  the  future.  A few  million  is 
praiseworthy.  A billion  or  so  puts  you  in 
the  angel  class. 

The  next  question  should  be  “Does  it 
matter  how  you  get  it?”  and  the  answer 
is  a resounding  “No!”  The  only  thing  to 
look  out  for  is  to  be  caught  with  your 
hand  in  the  cash  register,  or  selling  co- 
caine, or  recruiting  high  school  girls  as 
prostitutes.  It  may  slow  down  or  even 
interrupt  your  progress  to  a tremen- 
dous fortune. 

It  is  difficult  but  not  impossible  to 
get  rich  in  prison  but  once  released, 
with  treasure  intact,  the  ex-convict  | 
finds  the  onus  will  soon  dissolve  and 
wash  away  in  the  flood  of  glittering  re- 
wards for  which  money  can  be  ex- 
changed. 

Scientists,  inventors,  and  other 
thoughtful  people  can  succeed  and  take 
mankind  forward  with  them  as  they 
amass  personal  fortunes,  but  usually  it 
is  the  money  men  who  get  the  real 
prizes,  while  the  true  originator,  the 
benefactor,  gets  a nice  eulogy.  It  should 
not  be  surprising  that  colleges  have 
growing  schools  of  business  while  sci- 
ence and  the  humanities  languish. 
Greed,  once  one  of  the  seven  deadly 
sins,  is  now  the  acknowledged  path  to 
the  one  real  virtue,  boundless  wealth.  □ 


30  Pennsylvania  Medicine,  April  1987 


Why  pay  too  much 
for  workers’ 
compensation 
insurance? 

Dividends  for  doctors 
average  43%  per  year 
from  the  Dodson  Plan! 


A service  approved  by 
Pennsylvania  Medical  Society 


Physicians  get  a discount  when  In  this  plan,  a dividend  is  paid 

policies  are  issued.  Then  at  year-  when  claim  costs  are  kept  low 

end,  a dividend  also  is  paid,  through  safety  on  the  job.  From 

based  on  claim  costs.  Dividends  Dodson,  you  get  prompt  service 

have  run  as  high  as  47%  and  now  with  the  personal  touch.  Write  or 
average  43%  yearly  since  1973.  phone  for  complete  details! 


LET  US  HELP  YOU  SAVE! 


Insurance  provided  by 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  of  Dodson  Insurance  Group 
P.O.  Box  559,  Kansas  City,  Missouri  64141 
Call  toll-free  1-800-821-3760 
In  Missouri  1-800-892-3431 


in  my  opinion 


Faith  That  Heals,”2  to  think  that  Osier 
must  have  been  writing  about  the  pa- 
tient's faith.  He  wasn’t.  He  wrote  pri- 
marily about  the  doctor  and  described 
the  good  physician’s  “infective  faith,”  a 
faith  that  can  reach  out  and  inspire  con- 
fidence in  others.  Osier  directed  his 
peers’  attention  toward  unorthodox 
healers,  such  as  those  of  the  Christian 
Science  Church,  who  demonstrated  a 
substantial  healing  power  whose  origin 
might  lie  solely  in  this  infectious  belief 
and  enthusiasm.  The  physician,  Osier 
wrote,  must  have  faith  in  himself  or  her- 
self, and  must  convey  that  confidence 
to  the  patient,  in  order  to  be  an  effective 
healer. 

It  would  seem,  at  least  superficially, 
that  much  of  the  “faith”  required  by 
Osier  and  his  contemporaries  at  Johns 
Hopkins  in  1910  might  well  be  replaced 
today  by  “knowledge.”  After  all,  this  is 
the  age  of  enlightenment  in  medicine.  If 
we  define  “faith”  as  confidence  or  firm 
belief  in  something  for  which  conclusive 
evidence  is  lacking,  it  should  occupy  a 
progressively  smaller  share  of  the  medi- 


Henry  N.  Williams,  MD 

I was  called  to  see  a 32-year-old, 
largely  sedentary  worker  the  other  day 
because  he  had  high  transverse  epigas- 
tric pain  that  had  been  worse  after  sup- 
per the  evening  before.  He  had  the  pain 
off-and-on  for  a couple  of  weeks;  it  was 
worse  with  deep  breathing,  after  climb- 
ing one  flight  of  stairs,  and  after  eating, 
but  never  as  bad  as  last  night.  He 
smoked  a pack  and  a half  of  cigarettes 
every  two  days.  I had  treated  him  be- 
fore, for  a low  back  problem. 

As  a physician  who  comes  from  an 
impecunious  childhood  and  had  a Scot- 
tish grandmother,  I will  still  stoop  to 
pick  up  a coin  from  the  pavement  and 
pocket  it  and  am  aware  of  the  cost  of 
goods  and  services. 

Since  the  patient  was  working,  but 
without  financial  reserves  and  in  debt 
to  me,  I referred  him  to  the  least  expen- 
sive lab  for  a CPK  test  (cost  $13.50)  as  a 
first  step.  I was  concerned  that  he 
might  have  had  a coronary  occlusion, 
but  also  considered  hiatal  hernia.  Pleu- 


Dr.  Williams  is  a family  physician  who  prac- 
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cal  market  as  we  understand  more  thor- 
oughly how  the  body  works  and  how  to 
treat  disease.  On  the  other  hand,  a sec- 
ond connotation  of  “faith,”  one  that  re- 
quires strong  belief  in  an  idea  or  value 
should  have  a stronger  position  today 
than  it  did  in  the  past.  Medicine  can  ac- 
complish more,  so  there  is  more  to  be- 
lieve in.  Our  medical  students  and  resi- 
dent physicians  certainly  seem  to  have 
an  unending  faith  in  the  ability  of  ma- 
chines and  procedures  to  provide  solu- 
tions to  the  patient’s  problems. 

A third  connotation  of  “faith”  is,  I be- 
lieve, more  specifically  what  Osier  had 
in  mind:  the  notion  of  faith  as  fidelity  or 
steadfastness,  of  “keeping  faith”  with 
oneself  or  with  smother  person  even  in 
the  face  of  adversity.  It  is  the  doctor’s 
confidence  in  his  or  her  ability  to  relieve 
at  least  some  of  the  patient’s  suffering. 
This  third  connotation  describes  faith 
in  oneself  as  healer,  rather  than  simply 
belief  in  the  profession  of  medicine  as  a 
whole,  or  in  specific  technologies.  Some 
critics  believe  this  “faith  that  heals” 
has  lost  some  ground  in  scientific  medi- 
cine in  the  years  since  Osier  wrote  his 
essay.  However,  I’m  not  an  alarmist. 
The  “faith  that  heals”  is  resilient  and 


risy  seemed  the  most  likely  diagnosis 
following  an  evaluation  of  his  blood 
pressure,  heart  sounds  and  pulse,  and 
an  examination  of  the  chest  and  abdo- 
men. 

The  commercial  laboratory  to  which  I 
referred  this  patient  questioned  him  ex- 
tensively, refused  to  honor  my  written 
and  verbal  request  to  test  his  blood,  and 
referred  him  to  the  nearby  hospital 
emergency  department.  There  he  was 
seen  and  admitted  to  the  hospital. 

He  signed  himself  out  the  next  day 
and  subsequently  received  a bill  for 
31,478.44.  He  was  assured,  in  return, 
that  the  presumed  diagnosis  by  his  fam- 
ily physician  was  correct.  There  had 
been  no  coronary  incident  in  the  past 
two  weeks,  but  there  was  no  positive  di- 
agnosis. 

Needless  to  say,  I will  not  deal  with 
this  laboratory  again.  It  seems  to  me 
that  laboratories,  by  refusing  to  follow 
the  written  and  verbal  orders  of  the 
physician  and  taking  referrals  into  their 
own  hands,  may  be  bordering  on  a situ- 
ation where  they  could  be  sued  for  prac- 
ticing medicine  without  a license.  □ 


keeps  bouncing  back  no  matter  how  we 
try  to  snuff  it  out.  After  all,  most  of  us 
entered  medicine  because  we  wanted  to 
be  healers,  not  because  we  wanted  to  be 
technicians,  advisers,  or  health  care 
providers. 

There  is,  however,  significant  tension 
between  our  belief  in  technology  and 
the  “faith  that  heals.”  The  presence  of 
this  tension  is  necessary  for  the  excel- 
lent practice  of  medicine  today.  If  one 
avoids  the  tension  by  placing  an  unbri- 
dled “faith”  in  technology,  it  will  be  dif- 
ficult or  impossible  to  develop  the  infec- 
tive healing  faith  of  which  Osier  spoke. 
Recently,  when  I asked  an  intern  why 
he  had  given  my  patient  two  intrave- 
nous antibiotics  for  what  appeared  to 
be  asymptomatic  bacteriuria,  he  ex- 
plained patiently  that  the  patient 
needed  broad  spectrum  intravenous 
coverage  because  her  “gap”  was  so 
large.  Her  “gap?”  This,  of  course,  was 
his  shorthand  for  the  anion  gap  of  her 
serum  electrolytes,  suggesting  meta- 
bolic acidosis.  Arterial  blood  gases  re- 
vealed a pH  of  7.38,  technically  aci- 
dotic,  but  of  no  clinical  consequence  in 
itself.  However,  these  laboratory  find- 
ings suggested  to  the  intern  that  the  pa- 
tient might  be  septic  and  should  be 
treated  aggressively  with  antibiotics 
for  her  bacteriuria. 

This  particular  patient  was  an  elderly 
woman  whose  primary  problem  was 
multi-infarct  dementia  and  who  had  a 
Foley  catheter  in  place.  The  intern  rec- 
ognized that  she  was  quite  alert  and 
friendly,  although  disoriented,  and  that 
she  complained  of  no  symptoms.  She 
was  afebrile  and  normotensive.  The  in- 
tern was  simply  unwilling  to  place  his 
faith  in  these  observations.  The  abnor- 
mal laboratory  finding,  the  “gap,”  was 
for  him  the  deciding  feature  which  had 
to  be  addressed.  This  doctor’s  faith  in 
the  electrolytes  led  to  him  prescribing 
intensive  treatment  when  it  was  likely 
that  no  medication,  or  simply  a low 
dose  of  suppressive  antibiotics,  was  in- 
dicated. 

This  is  a small,  rather  ordinary  exam- 
ple, but  it  demonstrates  a characteristic 
weighting  of  observations,  a weighting 
based  on  the  view  that  clinical  reality  is 
not  what  we  see  and  hear  and  experi- 
ence; rather,  clinical  reality  is  the  indi- 
rect observation  of  biochemical  or  phys- 
iological processes.  The  latter  are 
weighted  more  heavily  than  the  former, 
and  hold  the  deciding  vote  in  any  con- 
flict. It  seemed  improbable  to  me  that 
the  patient  was  septic  because  the  clini- 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


Cat i) ffi-x f.'Mur/ p iW p ty K L'UAL^VJ-T 

Lester  R.  Wilson,  Jr.,  Joseph  Pulcini,  Jr.,  Suite  125,  Commerce  Plaza,  5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 
Eugene  P.  Ziemba,  William  J.  Carey,  Robert  J.  Zucosky,  James  I.  Frazer,  Jr.,  Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800 

Sidney  B.  Elston,  Jr.,  1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-99  00 
Ned  Wells,  Donald  C.  Hoffman,  Grant  R.  Stewart,  David  M.  Gusic,  Suite  212,  Manor  Oak  Two,  1910  Cochran  Road,  Pittsburgh,  PA  15220,  (412)  531-4226 


in  my  opinion 


cal  picture  did  not  support  that  hypoth- 
esis, abnormal  laboratory  finding  not- 
withstanding. The  intern  simply  had 
more  faith  in  the  laboratory  than  I did, 
and  had  yet  to  develop  an  appropriate 
countervailing  faith  in  his  own  abilities. 

Practicing  physicians  must  balance 
these  two  “faiths”  in  their  interactions 
with  patients.  This  is  particularly  evi- 
dent in  primary  care  because  so  many 


patients  suffer  from  symptoms  for 
which  labels,  categories,  and  diagnostic 
tests  are  unhelpful.  We  can  say  these 
problems  are  functional  or  self-limited, 
but  such  a judgment  should  be  the  be- 
ginning of  the  “faith  that  heals”  and 
not  the  end  of  it.  The  same  need  for 
such  faith  is  evident  in  caring  for  pa- 
tients with  chronic  disease,  who  need  a 
confident  and  steadfast  physician, 
rather  than  a technician  who  monitors 
their  numbers.  The  need  is  even  evident 
in  the  intensive  care  unit  where,  among 


On  being  a party  to  litigation 


Jerome  W.  Jordan,  MD 

Recently  a professional  liability  case 
in  which  I was  involved  was  concluded. 
I am  writing  to  share  my  experience, 
and  to  express  my  gratitude  to  our  in- 
surance company,  PMSLIC,  for  its  sup- 
port and  belief  in  physicians,  as  shown 
in  this  case,  going  back  to  its  beginning 
in  1984. 

When  I was  notified  of  the  suit  I felt 
my  world  collapsed.  I was  upset  and 
terribly  frightened.  My  first  reaction 
was  to  call  the  PMSLIC  office.  The  rep- 
resentative who  spoke  with  me  was  un- 
derstanding, compassionate,  and  quite 
helpful.  No  blood  pressure  medication 
could  have  done  for  me  what  that  indi- 
vidual did  during  the  initial  period.  The 
defense  attorneys  who  were  assigned 
my  case  responded  quickly  and  knowl- 
edgeably, as  I was  assured  they  would. 
The  physicians  in  this  part  of  Pennsyl- 
vania are  fortunate  to  have  such  bright, 
honest,  and  capable  lawyers  to  help  de- 
fend us.  My  relationship  with  the  law- 
yer who  handled  my  case  was  excellent, 
due  in  no  small  part  to  his  kindness  and 
professionalism. 

I was  most  grateful  that  PMSLIC 
was  not  interested  in  a settlement.  I felt 
all  along  that  my  medical  judgment 
was  correct,  and  our  insurance  com- 
pany agreed  with  me.  Therefore  the 
case  went  to  court. 

I had  never  been  in  a courtroom  be- 
fore. I would  like  to  be  able  to  say  it  was 
a pleasant  experience,  but  it  wasn’t.  It 
was  often  uncomfortable  and  scary.  The 
opposing  lawyer  says  things  about  you 
that  are  just  plain  lies.  The  only  benefit 
from  that  is  that  it  makes  you  so  mad 


The  author  practices  ophthalmology  in 
Scranton. 


you  can’t  wait  for  the  chance  to  stand 
up  and  speak  in  your  own  behalf. 

I’m  glad,  however  that  I trusted  the 
court  system.  It  really  does  work.  I 
know  you  must  hear  this  same  story 
time  after  time,  but  I wanted  to  add  my 
thanks  to  PMSLIC  and  to  let  my  fellow 
physicians  in  the  Pennsylvania  Medical 
Society  know  that  I think  we  can  be 
proud  of  our  action  in  forming  our  own 
insurance  company.  □ 


Unprofessional  association 

Robert  V.  Castrovinci,  MD 

I first  became  involved  with  the  As- 
sociation of  Professionals  last  summer 
when  I was  approached  by  their  sales- 
man, Richard  Thurman,  concerning  list- 
ing my  practice  in  a directory  of  physi- 
cians and  dentists  which  would  be 
distributed  free  to  patients.  The  con- 
cept appealed  to  me  and  I signed  a con- 
tract to  have  my  practice  information 
published  along  with  other  doctors. 

Shortly  after  signing  this  contract,  I 
found  that  the  Association  of  Profes- 
sionals had  gone  out  of  business  with- 
out making  any  effort  to  contact  the 
doctors  who  were  involved. 

Through  this  notification,  I invite  all 
physicians  who  had  a contract  with  the 
Association  of  Professionals  to  contact 
me,  Robert  V.  Castrovinci,  MD,  1709 
Medical  Center  Building,  1709  South 
Broad  Street,  Suite  201,  Philadelphia, 
PA  19148,  or  telephone  (215)  465-7100. 


The  author  is  an  ophthalmologist  in  Philadel- 
phia, 


the  tubes,  probes,  and  monitors,  touch- 
ing the  patient  is  scientifically  irrele- 
vant. If  the  doctor  experiences  a need  to 
touch  the  patient  anyway,  to  put  her 
hand  on  the  patient’s  shoulder  or  arm 
and  speak  to  the  sick  person,  even 
though  he  is  semicomotose  or  disori- 
ented, that  physician  is  demonstrating 
in  action  the  “faith  that  heals.” 

W.R.  Houston  published  an  essay 
called  “The  Doctor  Himself  as  the  Ther- 
apeutic Agent”  in  the  Annals  of  Inter- 
nal Medicine  in  1938.  He  pointed  out 
that  a doctor’s  attitude  toward  the  pa- 
tient is  perhaps  more  fundamental  than 
the  patient’s  attitude  toward  the  doc- 
tor. He  wrote,  “The  faith  that  heals, 
heals  not  through  argument  but  by  con- 
tagion. But  to  heal,  faith  must  have 
substance.  A speculative  balance  of 
probability  is  not  enough.  The  faith 
that  heals  must  have  deep  roots  in  the 
personality  of  the  healer.”3  Probability 
is  important  to  medical  decision- 
making, and  the  more  we  teach  proba- 
bility analysis,  the  more  efficient  and 
scientific  our  clinical  judgments  will  be- 
come. But  that  is  just  one  side  of  medi- 
cal practice.  The  other  side  is  the  faith 
that  has  “deep  roots”  in  the  practi- 
tioner, allowing  him  or  her  to  become  a 
therapeutic  tool. 

One  can  always  do  something  to  al- 
leviate suffering,  even  if  it  is  only 
through  listening  and  empathic  under- 
standing. Osier  chided  his  peers  in  1910 
for  not  understanding  this.  Peabody 
wrote  in  1927,  “The  most  common  criti- 
cism made  at  present  by  older  practi- 
tioners is  that  young  graduates  have 
been  taught  a great  deal  about  the 
mechanism  of  disease,  but  very  little 
about  the  practice  of  medicine— or,  to 
put  it  more  bluntly,  they  are  too  scien- 
tific and  do  not  know  how  to  take  care 
of  patients.”4  George  Engel  in  his  1971 
essay  about  “The  Care  and  Feeding  of 
the  Medical  Student”  expressed  similar 
sentiments.’  We  appear  to  be  chasing 
after  a faith  this  is  forever  receding  be- 
yond our  grasp,  but  actually  it  con- 
tinues (though  in  various  disguises)  to 
be  right  there  at  the  core  of  medicine’s 
power.  My  own  faith  is  that  the  faith 
that  heals  is  indestructible.  □ 
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To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  tried... 


60,073 patients  (90%)  who  started  on 

INDERAL  LA  stayed  on  INDERAL  LA'. 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


INDERAL  LA 


(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 


* After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION , SEE  PACKAGE  CIRCULAR ) 
INDERAL  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  lo  provide  a sustained  release  ol  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonseleclive  beta-adrenergic  receptor  block- 
ing agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  competes  with 
beta-adrenergic  receptor  stimulating  agents  lor  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  hall-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-lime  curve  (AUCs)  tor 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  ol  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  tor  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  ( 1 ) decreased 
cardiac  output,  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidme-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  significance  of 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm. 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  Ihe 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache. 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation. 
Clinical  improvement  may  be  temporary, 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE;  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 
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IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician’s  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY;  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  retlex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  ot  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g dobutamme 
or  isoproterenol  However,  such  patients  may  be  subiect  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
ad|ust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  ol  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reset 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects  at  any  of  the 
dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure;  intensification  of  AV  block;  hypoten- 
sion; paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 

Raynaud  type 

Central  Nervous  System:  lightheadedness, 
mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue:  reve'sible  mental 
depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations;  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss, 
emotional  lability,  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsycho- 
metrics 

Gastrointestinal  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis, 
erythematous  rash,  lever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 

Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  coniunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  8C  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

REFERENCES: 

1.  INDERAL  LA  National  Compliance  Evaluation  Program  Data  on  file,  Ayerst  Laboratories 

2.  Ravid  M.  Lang  R,  Jutrin  I:  The  relative  antihypertensive  potency  of  propranolol,  oxprenolol, 
atenolol,  and  metoprolol  given  once  daily.  Arch  Intern  Med  1985:145  1321-1323 
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Systems 
for  the 
Professional 
Practitioner 


Leader  Data  Processing  - 

with  more  than  20  years  of  experi- 
ence in  developing  data  manage- 
ment systems,  now  introduces  the 
next  generation  of  software  and 
hardware  systems  specifically 
designed  for  medical  and  dental 
professionals. 

Our  programs  feature  practice 
management  software  systems 
developed  by  Wallaby. 

The  systems  are  designed  to 
meet  your  current  needs  and  to 
grow  with  you  as  your  practice 
expands -all  painlessly!  Our 
comprehensive  system  will  meet 
your  changing  office  needs.  It  is 
designed  for  single  or  multiple 
offices  and  can  include  additional 
practitioners  as  required 

The  modular  design  allows  you 
to  select  the  features  you  need... 
now!  Enhance  the  system  as  your 
practice  needs  change. 


We  can  help  you: 

• Quickly  and  easily  input  initial 
patient  data 

• Increase  cash  flow  and  reduce 
receivables. 

• Streamline  third  party  billing. 

• Submit  claims  electronically. 

• Obtain  quick,  current  and 
detailed  financial  reports. 

• Free  your  staff  for  more 
productive  work 

• Get  current  practice  analysis. 

• Access  complete  patient 
information 

• Strengthen  patient  relations. 

• Generate  follow-up  patient 
scheduling. 

In  short,  you  can  quickly,  easily, 
painlessly  and  economically 
increase  your  professional  office 
productivity. 

Call  on  the  Leader  for  more 
information  on  how  we  can  put  our 
experience  to  work  for  you. 


Leader  Data  Processing 

Professional  Office  Management  Systems 


5050  Tilghman  Street  • Allentown,  PA  18104 
• (21 5)  398-9826  • (71 7)  455-851 1 • (800)  233-61 1 3 

Allentown  Area  Hazleton  Area  Other  PA  Areas 


Special  issue  coming  in  August 

Again  this  year  the  August  issue  of  PENNSYLVANIA  MED- 
ICINE will  provide  readers  with  a membership  directory  and 
other  health  services  information — a valuable  reference  for 
an  entire  year! 

For  information  about  advertising  in  this  membership  direc- 
tory issue,  contact  Jean  Beatty,  Advertising  Manager  (717) 
763-7151. 
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medical  feature 

Breast  cancer  incidence  and  the  TMI  accident 


Table  1 Annual  Incidence  of  Breast  Cancer  Before  and  After  the  TMI  Incident 

number  of  cases  number  of  annual  percent  of 

year  of  breast  cancer  admissions  admissions 


Samuel  W.  Berkheiser,  MD 

There  have  been  numerous  studies 
of  bilateral  breast  cancer,  but  rela- 
tively few  based  on  the  experiences  en- 
countered in  an  average,  medium-sized 
community  hospital. 

The  objective  of  the  present  study 
was  multipurpose,  first  to  determine 
the  overall  incidence  of  breast  carci- 
noma, including  bilateral  breast  cancer, 
before  and  after  the  nuclear  accident  at 
Three  Mile  Island  (TMI-2).  In  addition, 
it  seemed  that  a comparison  of  breast 
cancer  patients  with  a previously  estab- 
lished diagnosis  of  ductal  papillomato- 
sis with  atypical  hyperplasia,  as  well  as 
those  patients  with  other  primary  tu- 
mors might  be  of  interest. 

Since  the  interval  between  the  initial 
breast  cancer  and  the  subsequent  devel- 
opment of  distant  spread  may  be  con- 
siderable, no  attempt  to  correlate  prog- 
nosis was  made  in  the  present  study. 

In  this  presentation  attention  was  fo- 
cused chiefly  on  the  incidence  and  the 
various  histologic  types  of  breast  can- 
cer observed  at  this  hospital  from  the 
years  1974  to  1985  inclusive. 

Methods 

From  1974  to  1985  inclusive,  606 
mastectomies,  or  partial  mastectomies 
with  excisional  biopsies  were  done  at 
Polyclinic  Medical  Center,  Harrisburg, 
a medium-sized  community  hospital. 
Records  were  reviewed  with  special  at- 
tention directed  to:  (1)  bilateral  breast 
cancer;  (2)  a prior  established  patho- 
logic diagnosis  of  ductal  papillomatosis; 
and  (3)  previous  or  coexisting  primary 
cancer  in  other  organ  sites. 

Cases  with  inadequate  material  or 
where  the  histologic  diagnosis  was  inde- 
terminate were  excluded. 

Results 

The  overall  incidence  of  606  cases  of 
breast  cancer  over  the  12  year  span 
1974  to  1985  is  shown  in  Table  1.  In  ad- 
dition to  the  total  breast  cancers,  the 
yearly  percent  of  total  admissions  is 
also  shown.  There  was  comparatively 
little  difference  in  the  yearly  percent  of 
total  admissions  for  the  five  years  prior 
to  the  TMI  Hdent,  and  the  six-year 


1974 

63 

1975 

47 

1976 

53 

1977 

35 

1978 

45 

1979 

63 

1980 

47 

1981 

50 

1982 

44 

1983 

52 

1984 

57 

1985 

50 

period  following  the  event  (average: 
0.29  vs.  0.32  percent  respectively). 

Table  2 is  a summary  of  the  various 
histologic  types  of  breast  cancer  found 
overall. 

The  average  age  of  the  patients  in  the 
606  cases  was  61  years,  with  a range  of 
24  to  94  years.  Excisional  biopsy  or 
simple  mastectomy  was  done  on  1 17  pa- 
tients, or  19.3%  of  the  total  cases.  The 
right  breast  was  involved  in  52%  of  the 
patients  and  the  left  breast  in  48%. 

The  tumor  size  varied  from  0.4  cm  to 
7.0  cm,  with  an  average  size  of  2.4  cm. 

The  average  number  of  lymph  nodes 
examined  with  mastectomy  and  axil- 
lary node  dissection  was  13  lymph 
nodes,  with  a range  from  1 to  36  lymph 
nodes  recovered.  Sixteen  percent  of  the 
lymph  nodes  were  positive  for  meta- 
static cancer. 

It  is  interesting  to  note  that  only  one 
case  of  breast  cancer  was  found  in  a 
male  breast  (0.17%)  in  the  total  series. 

Fifty  cases  of  bilateral  breast  cancer 
were  observed  in  the  total  of  606  cases, 
comprising  an  incidence  of  8.3%.  Seven- 
teen occurred  simultaneously  (2.8%);  33 
were  nonsimultaneous  (5.4%).  The  aver- 
age age  of  the  bilateral  breast  cancer 
patients  was  62  years,  with  a range 
from  40  to  84  years.  The  average  tumor 
size  was  1.9  cm,  with  a range  from  0.5 

The  author  is  associate  pathologist  at  Poly- 
clinic Medical  Center,  Harrisburg.  Susan 
Schultz,  librarian  at  the  medical  center,  as- 
sisted with  references. 
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0.33 

15,948 
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cm  to  4.8  cm.  The  average  number  of 
lymph  nodes  recovered  on  axillary  dis- 
section was  14  lymph  nodes,  13%  of 
which  were  positive  for  metastatic  can- 
cer. 

The  histologic  type  of  cancer  was  sim- 
ilar in  the  bilateral  groups  as  in  the  se- 
ries overall.  Ductal  carcinomas  predom- 
inated, and  were  found  in  the  breasts  of 
82%  of  the  women.  Two  cases  of  medul- 
lary carcinoma,  and  two  cases  of  infil- 
trating lobular  carcinoma  were  noted. 
In  one  patient  medullary  carcinoma 
was  found  in  the  right  breast  and  ductal 
carcinoma  in  the  left  breast.  In  an  addi- 
tional patient  infiltrating  lobular  carci- 
noma was  the  lesion  in  the  left  breast 
and  ductal  carcinoma  in  the  right 
breast. 

The  interval  span,  or  time  of  develop- 
ment of  the  initial  breast  cancer  and  the 
subsequent  development  of  cancer  in 
the  contralateral  breast  averaged  2.9 
years,  with  a range  from  1 month  to  24 
years. 

There  was  virtually  no  difference  in 
the  incidence  of  bilateral  breast  cancer 
for  the  five  years  prior  to  the  TMI  inci- 
dent, and  the  five  years  following  the 
TMI  accident  (26  cases,  and  24  cases  re- 
spectively). 

Only  15  women  in  the  series  had  a 
previously  established  diagnosis  of  duc- 
tal papillomatosis  with  atypical  hyper- 
plasia either  in  the  same  or  contralat- 
eral breast  with  the  subsequent 
development  of  breast  cancer  (2.5%  of 
the  total  series).  The  average  age  in  this 
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medical  feature  Table  2 

Summary  of  Histologic  Types  of  Breast  Cancer 
1974-1985 


histologic  type 

number  of  cases 

percent  of  total 

ductal  carcinoma 

501 

82.7 

infiltrating  lobular  carcinoma 

53 

8.7 

colloid  carcinoma 

17 

2.8 

medullary  carcinoma 

10 

1.7 

papillary  carcinoma 

7 

1.2 

tubular  carcinoma 

7 

1.2 

Paget’s  disease 

6 

0.9 

miscellaneous  (adenocystic  carcinoma, 
spindle  cell  carcinoma,  malignant 
cystosarcoma,  metastatic  carcinoma) 

5 

0.8 

total 

606 

100.0 

group  was  60  years  with  a range  from 
50  to  74  years.  The  interval  span  be- 
tween the  diagnosis  of  papillomatosis 
and  the  development  of  breast  cancer 
ranged  from  3 to  23  years,  with  an  aver- 
age of  7 years.  One  of  the  women  in  this 
group  also  had  bilateral  simultaneous 
breast  cancer. 

In  24  cases  the  breast  cancer  was  pre- 
ceded by  a primary  cancer  in  other  or- 
gan sites  (4.0%).  The  average  age  of  the 
women  in  this  group  was  64  years.  The 
sites  were  as  follows:  carcinoma  of  the 
cervix  or  uterus:  10  cases;  carcinoma  of 
the  colon:  7 cases;  carcinoma  of  the  thy- 
roid: 2 cases;  carcinoma  of  the  ovary;  2 
cases;  carcinoma  of  the  larynx,  carci- 
noma of  the  bladder,  and  Hodgkin’s 
lymphoma:  one  case  each.  A 58  year  old 
woman  with  endometrial  cancer  also  de- 
veloped bilateral  simultaneous  breast 
cancers. 

A review  of  frozen  section  examina- 
tions done  at  the  time  of  biopsy  or  mas- 
tectomy revealed  only  5 false  negative 
reports  on  initial  examination  (0.8%  of 
the  total).  A deferred  diagnosis  pending 
final  histologic  examination  was  made 
in  3 cases  (0.5%),  yielding  an  accuracy 
of  98.7%  in  the  606  cases.  No  false  posi- 
tive reports  were  rendered  in  this  series. 

Comment 

One  of  the  primary  objectives  of  the 
present  study  was  to  determine  the  inci- 
dence of  bilateral  breast  cancer  over  a 
12  year  period,  which  was  found  to  com- 
prise 8.3%  of  the  total  cases.  Other 
studies  have  shown  the  incidence  to 
vary  from  1 to  14%,  with  an  average  ap- 
proximating 8%.1,2,3,4,5'6,7 

Since  all  the  cases  in  the  current 
study  had  invasive  breast  cancer,  no  at- 
tempt was  made  to  include  or  correlate 
in-situ  lesions.  The  evidence  suggests 


the  occurrence  of  clinically  apparent 
subsequent  cancers  developing  in  the 
opposite  breast  following  the  diagnosis 
of  in-situ  carcinoma  is  relatively  small.8 

Particularly  with  respect  to  infiltrat- 
ing lobular  carcinoma  the  development 
of  a second  breast  lesion  does  not  signif- 
icantly reduce  life  expectancy.9  One 
study,  however,  found  a relatively  high 
incidence  of  axillary  lymph  node  spread 
with  this  lesion  ranging  as  high  as 
63. 6%. 10 

Other  workers  have  shown  the 
disease-free  20  year  survival  rate  dis- 
closes no  significant  differences  be- 
tween patients  with  unilateral  tumors 
and  those  with  bilateral  simultaneous 
or  consecutive  breast  cancers.11 

It  is  of  interest  to  note  in  the  current 
study  the  incidence  of  a prior  cancer  in 
other  primary  sites  was  higher  than  an 
antecedent  history  of  ductal  hyperpla- 
sia with  atypical  hyperplasia  (4.0  vs. 
2.5%).  Dupont  and  Page,  however, 
found  in  an  extensive  study  of  women 
with  proliferative  breast  lesions  that 
the  risk  factor  with  this  group  was  5.3 
times  that  of  women  with  nonprolifera- 
tive changes.12 

Previous  studies  have  shown  virtu- 
ally no  differences  in  the  incidence  of 
thyroid  cancer,  lymphomas,  myeloma, 
and  leukemia  for  the  5 years  prior  to  the 
TMI  incident  and  the  5 years  following 
the  accident.1314 

This  study  likewise  found  few  differ- 
ences in  the  incidence  of  breast  cancer 
over  the  same  periods.  It  is  also  of  inter- 
est that  comparatively  little  difference 
in  the  incidence  of  bilateral  breast  can- 
cer was  noted  for  the  5 years  prior  and 
the  5 years  after  the  TMI  event. 

Following  the  accident  the  radioac- 
tive airborne  release  to  the  environment 
was  made  up  of  the  noble  gases  (xenon, 


krypton),  cobalt-58,  cobalt-60,  radioac- 
tive iodines,  radioactive  cesiums,  stron- 
tiums, and  alpha-emitting  radio- 
nuclides.15 Most  of  these  were  calcu- 
lated to  be  of  exceedingly  low  levels  of 
radioactivity. 

With  respect  to  the  unfortunate  acci- 
dent, the  maximum  probable  dose  was 
calculated  to  be  less  than  100  mrem, 
while  the  average  whole  body  dose  to  in- 
dividuals within  10  miles  of  the  TMI 
plant  to  be  less  than  8 mrem.1516 

It  would  appear  the  eventual  effects 
of  low  level  irradiation  with  respect  to 
carcinogenesis  and  genetic  disorders 
will  remain  controversial  and  will  re- 
quire future  evaluation  beyond  a five- 
year  span. 

The  results  of  this  and  previous  stud- 
ies have  shown  no  significant  differ- 
ences in  the  incidence  of  breast  and  thy- 
roid cancer,  as  well  as  lymphoma, 
myeloma,  and  leukemia  for  the  five 
years  prior  to  the  TMI-2  accident  and 
the  five  years  after  the  incident.13,14  □ 
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Acute  exertional  rhabdomyolysis  in  a runner 
with  elevated  serum  cardiac  isoenzyme  (CK-MB) 
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Table  1 

Electrolyte  Acid  Base  Analyses 

Na 

K 

Cl 

hco3 

PC02 

PH 

osmolality 

anion 

mEq/L 

mEqL 

mEq/L 

mM/L 

mmHg 

units 

mOsm/L 

gap 

142 

3.7 

109 

11 

25 

7.3 

312 

14 

140 

3.4 

112 

17 

32 

7.3 

299 

11 

Acute  exertional  rhabdomyolysis, 
commonly  designated  AER  syn- 
drome, is  generally  associated  with  se- 
vere, unaccustomed,  prolonged  physical 
exertion,  usually  running  or  swimming. 
After  a latent  period  of  24  hours  and 
sometimes  less,  severe  generalized  mus- 
cular weakness  and  tenderness  occurs. 
Myoglobulin  appears  in  the  serum  and 
its  excretion  in  the  urine  is  associated 
with  a port  wine  urine  difficult  to  distin- 
guish from  acute  hemoglobinuria.1  Bi- 
opsy of  skeletal  muscle  generally  re- 
veals focal  necrosis.  Serum  levels  of 
creatine  kinase  heart  fraction  isoen- 
zyme (CK-MB)  may  be  increased.  Em- 
bryonic elements  within  regenerating 
foci  in  the  injured  muscle  are  believed 
to  be  the  source  of  CK-MB  which  also 
has  been  noted  to  occur  in  other  condi- 
tions.’ Therefore,  ruling  out  acute 
myocardial  infarction  (AMI)  following 
strenuous  physical  exertion  can  be  diffi- 
cult. 

We  report  here  a case  of  AER  in 
which  the  serum  CK-MB  fraction  was 
increased  100  times  and  persisted  for  an 
unusually  long  time.  Clinically  the  pa- 
tient complained  of  muscular  weakness 
and  tenderness  but  there  were  no  chest 
pains  or  other  symptoms  of  AMI.  Fi- 
nally, myocardial  scintigraphy  was  per- 
formed which  negated  the  presence  of 
an  AMI. 

Case  report 

A 49-year-old  businessman  collapsed 
without  preliminary  warning  on  a hot, 
humid  Fourth  of  July  day  during  the 
course  of  a five-mile  distance  race.  He 
was  an  occasional  jogger  unaccustomed 
to  competition  and  his  collapse  was  pre- 
cipitated by  his  admitted  overexertion 
in  trying  to  “keep  up  with  the  pack.” 
He  became  faint,  gasping  for  breath, 


admission 
8 hours 


mEq/L  = milliequivalents  per  liter 
mM/L  = millimoles  per  liter 
mOsm/L  = milliosmoles  per  liter 

feeling  nauseated  and  overheated,  with 
rapid  bounding  pulses.  He  did  not  com- 
plain of  chest  pain,  however.  His  com- 
prehensive yearly  physical  examination 
had  been  normal,  and  he  always  had 
been  asymptomatic  as  far  as  coronary 
disease  was  concerned. 

He  was  taken  immediately  to  the 
emergency  room  of  the  local  hospital. 
Sweating  profusely,  he  stated  his  col- 
lapse began  with  sudden  onset  of  weak- 
ness and  dizziness,  with  pain  in  the  legs 
and  a full,  bounding,  rapid  but  regular 
pulse.  He  denied  chest  pain.  Oral  tem- 
perature was  96.7°  F,  blood  pressure 
190/66  mmHg,  and  pulse  and  respira- 
tions regular  at  140  beats/min  and  23/ 
min  respectively. 

Over  the  next  four  to  five  hours  in  the 
emergency  room  his  pulse  gradually 
slowed  to  72  beats/min  and  respirations 
to  18/min.  His  blood  pressure  had  fallen 
to  130/70  mmHg,  and  he  began  to  feel 
much  better.  His  electrocardiogram  re- 
vealed ST-T  changes,  however,  and  al- 
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though  he  exhibited  none  of  the  classic 
manifestations  of  acute  myocardial  in- 
farction, he  was  transferred  to  the  coro- 
nary care  unit  (CCU).  A chest  roentgen- 
ogram was  normal. 

Admission  serum  electrolytes  re- 
vealed a severe  metabolic  acidosis  with 
a positive  anion  gap  and  depressed 
pC02.  After  intravenous  fluid  and  elec- 
trolyte therapy,  he  developed  a rising  bi- 
carbonate level  and  normal  compen- 
sation. The  process  was  judged  to  repre- 
sent transient  lactate  acidosis  (Table  1). 

In  the  CCU,  a sinus  rhythm  was 
maintained  with  no  dysrhythmia  and 
there  was  reversion  toward  normal  with 
none  of  the  ST-T  abnormalities  seen  ear- 
lier. However,  the  next  day  transient  in- 
complete right  bundle  branch  block  was 
seen.  On  the  third  day  sinus  bradycar- 
dia was  noted  with  intraventricular  de- 
lay. 

During  all  of  this  time  the  patient 
was  asymptomatic,  without  chest  pain 
or  other  symptoms  of  classic  coronary 
artery  disease.  However,  serum  myocar- 
dial isoenzyme  studies  revealed  signifi- 
cant elevations  of  CK-MB. 

Twenty-four  hours  after  admission, 
severe  diffuse  muscular  weakness  had 
developed  suggesting  acute  exertional 
rhabdomyolysis  as  a post-race  compli- 
cation. Serum  myoglobin  on  the  second 
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Table  2 
Urinalysis 


Color 

pH 

glucose 

protein 

acetone 

occult  blood 

bilirubin 

mircoscopic 

day  1 

straw 

5 

1 + 

< 1 0 mg% 

0 

2 + 

0 

1-3  RBC/hpf 
1-3  WBC/hpf 
1-2  hyaline 

0-1  granular  casts/hpf 

day  2 

straw 

5 

0 

0 

0 

0 

0 

2-4  WBC/hpf 
0 RBC 
0 Casts 

/hpf  = per  high  power  field 


day  of  hospitalization  was  397  ng/mL, 
and  on  the  fourth  day  it  was  917  ng/mL 
(normal  less  than  55  ng/mL). 

The  patient  was  discharged  on  the 
fourth  hospital  day  and  scheduled  to  be 
studied  for  possible  coronary  artery  dis- 
ease on  an  outpatient  basis,  either  by 
noninvasive  or  invasive  studies  as  clini- 
cally warranted. 

Laboratory  results  revealed  a hemo- 
globin of  16.7  g/dl,  hematocrit  46.9%, 
mean  cell  volume  94  urn1,  mean  cell  he- 
moglobin 33.6  pg/dl,  mean  cell  hemoglo- 
bin concentration  35.6%,  total  white 
blood  cell  count  9.2  X 103/cu  mm  with 
5%  bands,  47%  segmented  neutrophils, 
27%  lymphocytes  and  9%  monocytes. 
The  erythrocytes  appeared  normal  on 
blood  smears.  Westergren  erythrocyte 
sedimentation  rate  (ESR)  was  2 mm/hr. 

On  admission  blood  chemistry  deter- 
mination revealed  a hyperglycemia  of 
237  mg/dl  and  a hyperuricemia  of 
greater  than  12.0  mg/dl.  The  serum  glu- 
tamic oxaloacetic  transaminase  (SGOT) 
was  39  U/L,  lactic  dehydrogenase 
(LDH)  was  200  U/L,  alkaline  phospha- 
tase 46  U/L,  total  bilirubin  0.6  mg/dL, 
creatinine  1.8  mg/dL,  cholesterol  189 


mg/dL,  calcium  9.4  mg/dL,  albumin  4.3 
mg/dL  and  total  protein  6.8  gm/dL. 

The  following  day  blood  glucose  was 
normal  suggesting  stress  effect. 

Urinalysis  was  done  on  day  1 and  day 
2 (Table  2).  There  was  occult  blood  (2  + ), 
scattered  erythrocytes  and  casts,  and  a 
trace  of  glucose  and  protein  on  day  1,  all 
of  which  had  disappeared  the  following 
day. 

Cardiac  isoenzymes.  Blood  specimens 
were  drawn  for  determination  of  total 
LDH  and  creatine  kinase  (CK)  levels 
and  their  isoenzymes  at  9,  23,  47,  and 
82  hours  respectively  after  admission 
and  in  the  post-hospital  period  at  the 
8th  and  10th  post-race  days.  Total  LDH 
and  CK  activity  was  determined  by 
standard  methodology  and  isoenzyme 
activity  by  electrophoresis  in  agarose 
gel  using  ultraviolet  wavelength  as  fol- 
lows: Total  LDH— Smith  Kline  Spin 
Chem  LD-L  reagent  Product  #86257; 
Total  CK— Baker  Centrifichem  CK  re- 
agent Product  #27010750;  LDH 
Isoenzyme— Baker  Paragon  Electro- 
phoresis LD  Product  #655940;  CK 
Isoenzyme— Baker  Paragon  Electro- 
phoresis CK  Product  #655930. 


Serum  obtained  within  an  hour  after 
collection  of  the  blood  was  stored  at  re- 
frigerator temperature  at  2-5°  C until 
analyzed.  No  specimen  was  analyzed  if 
hemolysis  was  present. 

Results 

Results  of  the  laboratory  tests  are 
displayed  in  Table  3.  Normal  total  se- 
rum LDH  is  less  than  150  U/L.  Normal 
at  9 and  23  hours,  LDH  values  in- 
creased twofold  to  threefold  at  47  and 
82  hours  and  day  8,  returning  to  normal 
on  post-race  day  10. 

The  increase  in  total  LDH  was  re- 
lated almost  entirely  to  an  increase  in 
skeletal  muscle  derived  LDH-5  isoen- 
zyme.’ The  normal  value  for  total  CK  is 
less  than  150  U/L.  From  a normal  of  90 
U/L  at  9 hours,  it  increased  spectacu- 
larly to  1,810  U/L  at  23  hours  reaching 
maximum  concentration  of  3,720  U/L 
at  82  hours.  By  day  10  total  creatine 
kinase  had  returned  to  a normal  of 
80  U/L. 

Myocardial  scintigraphy  (MST).  Tech- 
netium pyrophosphate  (TC,9-PYP)  is 
used  to  detect  and  localize  areas  of 
myocardial  infarction.  Radioactive 


Table  3 

Myocardial  Infarct  Enzyme  Survey 


hours  after 

total 

total 

CK-MM 

CK-MB 

CK-MB°/o 

admission 

LDH(U/L) 

LDH-1(°/o) 

LDH-2(°/o) 

LDH-3(°/o) 

LDH-4(°/o) 

LDH-5(°/o) 

CK(U/L) 

(U/L) 

(U/L) 

9 

100 

24 

27 

26 

10 

13 

90 

90 

( < 5) 

0% 

23 

129 

24 

32 

20 

9 

12 

1810 

1300 

510 

28% 

47 

273 

21 

24 

17 

8 

27 

3300 

2810 

490 

15% 

82 

325 

22 

24 

19 

7 

24 

3720 

3560 

160 

4% 

* day  8 

321 

23 

25 

15 

5 

29 

3620 

3530 

90 

3% 

* day  10 

106 

34 

39 

19 

5 

5 

80 

77 

3 

<0.5% 

normal 

<150 

15-25 

25-44 

12-29 

3-16 

3-16 

<150 

<150 

<5 

circamean  2 

<3% 

* after  discharge  U/L  = units/liter  CK-MB  = myocardial  fraction  CK-MM  = skeletal  fraction 
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technetium  complexes  with  calcium 
containing  infarcted  myocardial  muscle 
as  a subcrystalline  deposition.4 

Thallium  201  myocardial  scintig- 
raphy employs  ionic  thallium  to  detect 
and  localize  myocardial  ischemia  or  ne- 
crosis by  substituting  for  ionic  intracell- 
ular potassium  whereby  it  accumulates 
in  living  myocardial  cells.5 

Myocardial  scintigraphy  employing 
technetium  99-M  and  radiothallium  was 
done  during  the  fourth  post-race  week 
with  normal  results.  The  patient  was 
and  has  remained  asymptomatic,  and 
has  returned  to  ordinary  business  pur- 
suits, and  is  presently  an  active  jogger 
and  tennis  player. 

Discussion 

The  diagnosis  of  AER  seems  to  have 
been  unequivocally  established  in  this 
case.  There  is:  (1)  the  clinical  setting  of 
collapse  during  a long-distance  run  in 
competition  by  an  inexperienced  mid- 
dle-aged businessman  followed  by  the 
onset  of  generalized  muscular  aching 
and  weakness  and,  (2)  hypermyoglobu- 
linemia  was  documented.  A port-wine 
urine  was  not  reported,  however,  and  no 
urinalysis  was  done  after  day  2. 

Acute  myocardial  infarction  seems  to 
have  been  ruled  out  especially  by  radio- 
active thallium  and  technetium  myocar- 
dial scintigraphy.  In  addition,  the  usual 
clinical  symptomatology  for  AMI  was 
absent  as  were  the  characteristic  EKG 
changes.  An  LDH  “flip’’  (LDH  1> 
LDH  2)  did  not  occur  either.  The  persis- 
tence of  serum  CK-MB  also  was  incom- 
patible with  myocardial  necrosis  or 
ischemia.69  In  this  case  the  CK-MB  iso- 
enzyme remained  positive  up  to  post- 
race day  10. 

CK-MB  has  a short  half-life.  It  rises, 
peaks  out,  and  returns  to  normal  within 
the  first  48  hours  after  onset  of  myocar- 
dial ischemia  or  necrosis.*  Frequent  ex- 
aminations of  serum  after  clinical  onset 
within  this  time  period  are  necessary  so 
as  not  to  miss  detection. 

Creatine  kinase.  Creatine  kinase  is  an 
enzyme  deeply  involved  in  skeletal  mus- 
cle metabolism.  It  is  widely  distributed 
in  most  tissues  except  liver.  When  mus- 
cle contracts,  it  utilizes  the  energy  de- 


CK-MB  of  cardiac  origin  may  also  be  seen  following  by- 
pass surgery,  congestive  heart  failure,  cardiac  catheteriza- 
tion and  cardiac  arrhythmias  including  atrial  fibrillation. 
It  was  demonstrated  by  Siegal  et.  al  that  world  class  mar- 
athon runners  displayed  persistent  serum  CK-MB  leuels 
which  did  not  appear  following  training  runs.8 


rived  from  adenosine  triphosphate 
(ATP)  in  its  conversion  to  adenosine  di- 
phosphate (ADP).  In  this  process  high 
energy  creatine  phosphate  (CP)  is  cre- 
ated. The  reaction  is  a reversible  phos- 
phorylation (splitting  of  a compound  by 
HjPOJ  akin  to  hydrolysis,  catalyzed  by 
CK.10 

CK 

Creatine  + ADP  Creatine  + ATP 

phosphate  MgCL2 

Spoken  of  as  a forward  reaction,  the 
process  is  reversible  and  pH  dependent. 
Optimum  formation  of  high  energy  CP 
is  favored  by  an  alkaline  pH.  Creatine 
kinase  is  generated  by  necrosis  or  in- 
flammation of  myocardial  or  skeletal 
muscle.  As  pointed  out  previously,  in- 
creases in  the  serum  CK-MB  may  fol- 
low such  diverse  disorders  as  the  mus- 
cular dystrophies,  polymyositis, 
trauma  including  that  of  surgery,  hypo- 
thyroidism, alcoholic  intoxication, 
drugs  of  abuse,  a variety  of  poisons,  hy- 
perthermia, and  hypothermia.11'16 

Creatine  kinase  isoenzymes.  Depend- 
ing on  the  distribution  of  the  subunits 
M & B,  three  isoenzymes  emerge:  CK- 
MB  (heart),  CK-MM  (skeletal  muscle) 
and  CK-BB  (brain).  They  can  be  mea- 
sured by  a variety  of  techniques,  viz., 
electrophoresis,  radioimmunoassay,  im- 
munoinhibition,  and  others. 

CK-BB  is  found  primarily  in  brain.  It 
does  not  normally  appear  in  serum.  CK- 
MB  is  spoken  of  as  the  cardiac  isoen- 
zyme. Normal  serum  contains  a small 
amount  (less  than  5 U/L  with  a mean  of 
2 U/L)  which  can  be  but  usually  is  not 
quantitated.  CK-MM  is  the  skeletal 
muscle  isoenzyme.  It  is  the  principal 
CK-isoenzyme  found  in  normal  serum. 

Conclusion 

We  have  presented  an  unusual  case  of 
acute  exertional  rhabdomyolysis  which 
developed  in  a middle  aged  business 
man  who  collapsed  during  the  course  of 
a long  distance  race.  The  serum  CK-MB 
levels  were  markedly  elevated  100-fold 
above  normal  and  persisted  for  several 
days.  Acute  myocardial  infarction  was 
ruled  out  by  clinical  and  laboratory 
findings  and  especially  by  myocardial 
scintigraphy.  A peripheral  skeletal  mus- 
cle origin  of  the  CK-MB  isoenzyme  was 
suggested  by  a marked  increase  in  the 
lactic  dehydrogenase  isoenzyme  LDH- 
5,  negative  LDH-1  >LDH-2  “flip,”  and 
a markedly  elevated  serum  myoglobin. 

It  is  important  for  the  practicing  physi- 
cian to  appreciate  that  disorders  other 
than  acute  myocardial  infarction  can  be 
associated  with  an  elevated  serum  CK- 


MB  fraction  that  is  not  of  myocardial 
origin.  The  source  for  the  CK-MB  in 
this  particular  case  of  AER  is  postu- 
lated to  be  from  the  injured  skeletal 
muscle  itself  and  in  particular  the  em- 
bryonic reparative  tissue  at  the  sites  of 
focal  necrosis. 

Diagnosing  acute  myocardial  infarc- 
tion in  general  requires  the  presence  of 
any  two  of  the  following  factors:  (1) 
characteristic  clinical  manifestations  of 
acute  myocardial  infarction,  (2)  am 
LDH-1  greater  than  LDH-2  “flip,”  (3) 
characteristic  EKG  findings  and,  (4)  se- 
rum CK-MB  peak  within  the  first  48 
hours.  Thus,  AMI  in  the  case  presented  ; 
here  was  ruled  out,  but  this  case  was  ; 
nonetheless  unusual  because  of  the  very 
marked  elevation  in  the  CK-MB  frac- 
tion which  persisted  for  more  than  one 
week  after  the  race.  This  case  also  dem-  : 
onstrates  the  clinical  usefulness  of 
myocardial  scintigraphy  with  techne- 
tium pyrophosphate  and  thallium  201 
in  assessing  for  myocardial  damage  in 
certain  clinical  circumstances. 
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physicians  in  the  news 


Waine  C.  Johnson,  MD,  Philadelphia,  is 
the  new  president  elect  of  the  American 
Society  of  Dermapathology.  Dr.  John- 
son is  chairman  of  the  department  of 
dermatology  at  Graduate  Hospital, 
Philadelphia  and  a past  president  of  the 
Philadelphia  Dermatological  Society. 

Carl  H.  Manstein,  MD,  and  Mark  Eric 
Manstein,  MD,  two  Philadelphia  physi- 
cians who  are  brothers,  were  elected  to 
the  American  Society  of  Plastic  and  Re- 
constructive Surgeons.  Their  father, 
George  Manstein,  MD,  also  is  a member 
of  the  society.  The  three  physicians  are 
Board  certified  in  general  surgery  and 
plastic  surgery. 

Edward  N.  Hanley  Jr.,  MD,  Pittsburgh, 
recently  was  elected  president  of  the 
Pennsylvania  Orthopaedic  Society  for 
1987.  Also  elected  were  B.  David  Grant, 
MD,  Broomall,  first  vice  president; 
John  R.  Gregg,  MD,  Philadelphia,  sec- 
ond vice  president;  Richard  P.  Whitta- 
ker, MD,  Pottstown,  secretary- 
treasurer;  and  Edward  J.  McClain,  MD, 
Pittsburgh,  historian. 

Robert  Kessler,  MD,  has  been  ap- 
pointed medical  director  of  the  John  B. 
Franklin  Maternity  Hospital  and  Fam- 
ily Center,  Philadelphia.  Dr.  Kessler  is 
Board  certified  in  obstetrics  and  gyne- 
cology. 

Abram  M.  Hostetter,  MD,  Hershey,  was 
elected  chairman  of  the  board  of  trust- 
ees of  the  Educational  and  Scientific 
Trust  of  PMS.  Doris  G.  Bartuska,  MD, 
Philadelphia,  was  elected  vice  chair- 
man, and  David  L.  Miller,  MD,  New 
Bethlehem,  will  serve  as  treasurer.  R. 
William  Alexander,  MD,  Reading,  and 
David  W.  Clare,  MD,  Pittsburgh,  were 
installed  as  new  members  of  the  Trust’s 
board. 


C.  McCollister  Evarts,  MD,  senior  vice 
president  for  health  affairs  and  dean  of 
the  Pennsylvania  State  University  Col- 
lege of  Medicine,  Hershey,  recently  an- 
nounced two  administrative  appoint- 
ments. G.  Victor  Rohrer,  MD,  Palmyra, 
professor  of  radiology  and  medicine, 
has  been  named  associate  dean  for  clini- 
cal affairs;  and  Robert  B.  Greer,  MD, 
Annville,  professor  of  surgery,  has  been 
named  associate  dean  for  medical  edu- 
cation. 

Lionel  Gold,  MD,  Cherry  Hill,  New  Jer- 
sey, was  elected  president  of  the  Ameri- 
can Board  of  Oral  and  Maxillofacial 
Surgery.  Dr.  Gold  is  associate  professor 
and  chairman  of  the  division  of  oral  and 
maxillofacial  surgery  at  Jefferson  Medi- 
cal College,  Philadelphia. 

Paul  J.  Fink,  MD,  Merion,  has  been 
named  the  recipient  of  the  1986  John  F. 
Kennedy  Award  of  the  Northeast  Com- 
munity Center  for  Mental  Health  and 
Mental  Retardation,  Phiadelphia.  The 
award  honors  individuals  who  have 
made  contributions  in  the  area  of  men- 
tal health.  Dr.  Fink  is  chairman  of  the 
department  of  psychiatry  at  Albert 
Einstein  Medical  Center  and  professor 
of  psychiatry  at  Temple  University 
Health  Sciences  Center. 

Sariel  G.  Ablaza,  MD,  Moorestown, 
New  Jersey,  has  been  appointed  chief  of 
the  division  of  cardiothoracic  surgery  at 
the  Medical  College  of  Pennsylvania 
(MCP).  Dr.  Ablaza  joined  the  staff  of 
MCP  in  1973. 

Stanley  Cohen,  MD,  has  been  appointed 
professor  and  chairman  of  the  depart- 
ment of  pathology  and  laboratory  medi- 
cine at  Hahnemann  University.  Dr.  Co- 
hen previously  served  as  professor  of 
pathology  at  the  University  of  Connect- 


icut Health  Center.  He  is  the  recent  re- 
cipient of  a $3.9  million  research  grant 
from  the  National  Cancer  Institute. 

Donald  H.  Reigel,  MD,  presented  a pa- 
per at  the  American  Association  of 
Neurological  Surgeons  Joint  Confer- 
ence on  Spinal  Disorders.  His  presenta- 
tion was  on  “The  Relationahip  of  Teth- 
ered Spinal  Cords  to  Scoliosis  for 
Patients  with  Spina  Bifida.”  Dr.  Reigel 
is  chief  of  neurosurgery  at  the  Western 
Pennsylvania  Hospital,  Pittsburgh, 
and  medical  director  of  the  hospital’s 
Spina  Bifida  Center. 

Richard  L.  Stieg,  MD,  has  been  ap- 
pointed medical  director  of  the  Center 
for  Pain  Evaluation  and  Treatment  at 
the  University  of  Pittsburgh.  Dr.  Stieg 
previously  served  as  medical  director  of 
the  Colorado  Rehabilitation  Institute  in 
Denver,  Colorado. 

Joseph  DeMichele,  MD,  Philadelphia, 
has  been  appointed  chairman  of  the  de- 
partment of  surgery  at  Albert  Einstein 
Hospital’s  Mt.  Sinai-Daroff  Division, 
Philadelphia. 

G.  Bruce  Miles,  DO,  Easton,  was  in- 
stalled as  the  121st  president  of  the 
Northampton  County  Medical  Society. 
Other  new  officers  are  Robert  C.  Hun- 
sicker,  MD,  Bethlehem,  president  elect; 
James  J.  Boylan,  MD,  Bethlehem,  vice 
president,  Evan  C.  Reese  Jr.,  MD,  Eas- 
ton, secretary;  and  Walter  K.  Peters, 
MD,  Bethlehem,  treasurer.  H.  Newton 
Olewiler  Jr.,  MD,  Bethlehem  is  immedi- 
ate past  president. 

Augusto  N.  Delerme,  MD,  is  the  new 
president  of  the  Blair  County  Medical 
Society.  Other  officers  serving  with  Dr. 
Delerme  are  William  J.  Kirsch,  MD, 
president  elect;  Ronald  A.  Dietrick, 
MD,  vice  president;  David  S.  Pollack, 
MD,  secretary  and  Anthony  J.  Manig- 
lia,  MD,  treasurer.  Charles  M.  Haas, 
MD,  is  the  society’s  immediate  past 
president. 

James  W.  Fox  IV,  MD,  Philadelphia, 
and  Herbert  A.  Ecker  Sr.,  MD,  Wil- 
liamsport, were  among  a group  of  plas- 
tic surgeons  from  the  United  States 
who  exchanged  clinical  information 
with  Chinese  physicians. 


New  PMS  Medical  Economics 

Toll  Free  Line  Call  1-800-228-7823 


Monday  through  Friday  8 a.  m.  to  12  noon, 
and  1 p.m.  to  4 p.m. 
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ALLEY 

MEDICAL 

MANAGEMENT 


The  U.S.  health  care  system  is  undergoing  fundamental  and  lasting  change  driven  by 
cost-containment  pressures  exerted  by  public  programs,  private  businesses,  and  consumers. 
While  the  outlines  of  this  change  are  still  emerging,  it  will  result  in  major  shifts  in  the  financ- 
ing, delivery,  and  structure  of  the  health  care  system. 

The  most  important  characteristic  of  skillful  management  in  a changing  environment  is  the 
ability  to  anticipate  change.  VALLEY  MEDICAL  MANAGEMENT  is  a contract  management 
firm  engaged  in  the  administration  of  the  business  and  financial  affairs  of  medical  practices 
which  possesses  the  necessary  skill  to  perform  the  following  management  services. 

• Reimbursement  maximization  and  structure 

• Setting  up,  planning,  directing,  structuring,  and  marketing 

• Accounting 

• Physician  recruitment 

We  have  one  goal  in  mind,  and  that's  to  maximize  our  clients'  financial  security  and  per- 
sonal net  worth.  Call  us. 

166  HANOVER  ST..  SUITE  103  WILKES-BARRE,  PA  18703  (717)  825-6234 


Dx:  recurrent  herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 


HeRpecm- 


“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Pennsylvania  HERPECIN-L  is  available  at  all  Eckerd,  Rea  & Derick, 
Revco , RiteAid  and  Thrift  and  other  select  pharmacies. 
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ORGANIZING  THE 
‘PHYSICIAN  REBELLION’ 

Building  a Model  for  Concerted  Action 

Stephen  P.  Nash,  Esq. 
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Physicians  are  being  challenged  to- 
day, as  never  before,  to  manage  the 
costs  of  their  professional  services. 
Current  cost-containment  efforts  have 
increasingly  broad  social  and  political 
support  from  the  federal  government, 
state  governments,  and  business  coali- 
tions. 

Moreover,  due  to  controls  being  ex- 
erted by  PPOs,  HMOs,  and  third-party 
insurance  plans,  physicians  are  less  and 
less  able  to  develop  their  own  practice 
styles,  free  from  outside  interference.1 

The  practice  of  medicine  is  going 
through  a sea  change.  It  is  evolving 
rapidly  toward  delivery  through  large 
scale  organizations,  which  must  operate 
under  the  same  general  cost-contain- 
ment pressures  as  those  imposed  on 
physicians.  Thus,  these  organizations 
attempt  to  control  resources  at  every 
level,  including  day-to-day  clinical  deci- 
sions/ 

These  external  forces,  and  the 
changes  in  practice  patterns  which  they 
demand,  foster  much  uncertainty.  Not 
surprisingly,  those  physicians  most  af- 
fected often  ignore  or  attempt  to  block 
these  changes.  However,  if  physicians 
are  to  play  a part  in  shaping  effective 
health  care  delivery  systems,  they  must 
take  these  external  forces  seriously  and 
make  themselves  heard. 

Physicians  should  assume  a leader- 
ship role  in  designing  organizations 
that  balance  economic  and  clinical  per- 
spectives. If  they  do  not,  the  country’s 
health  care  system  will  suffer.  Some 
scholars  believe  that,  ultimately,  physi- 
cians must  endeavor  to  gain  control 
over  the  health  care  premium  dollar  and 
take  responsibility  for  the  emerging 
panoply  of  health  plans,  or  resign  them- 
selves to  working  for  those  who  do  con- 
trol the  plans. ' 

To  be  successful,  such  endeavors  will 
require  concerted  action.  The  balance  of 
this  article  will  briefly  explore  a process 
through  which  physicians  can  build  an 
organizational  model  for  concerted 
action  on  a hospital-specific  basis. 

A successful  model  will  not  resolve  all 
the  conflicts  between  a patient's  need 
for  services  and  economic  constraints. 
Neither  will  it  necessarily  improve  phy- 
sicians’ incomes.  Rather,  a successful 
model  will  maximize  physician  involve- 


ment in  the  balancing  of  competing  fi- 
nancial and  patient  care  demands.  In 
turn,  a more  satisfying,  and  perhaps 
more  remunerative  environment  should 
result. 

Learning  from  history 

From  the  institutional  side,  the 
health  care  industry’s  response  to  cost- 
containment  pressures  has  involved  a 
trend  toward  consolidation,  and  the 
forming  of  risk-sharing/cost-sharing 
economic  joint  ventures.  A 1985  survey 
of  700  hospitals  by  a national  account- 
ing firm  found  that  one  in  three  was  in- 
volved in  for-profit  joint  ventures  and 
most  others  were  considering  them. 
Particularly  in  metropolitan  service  ar- 
eas, hospitals  have  established  shared- 
service  organizations  which  centralize 
reference  laboratories,  imaging  centers, 
emergency  medical  transport  services, 
pharmacies,  laundries,  and  other  ser- 
vices. 

For  the  most  part,  these  “shared  ser- 
vices” have  allowed  their  hospital  pa- 
trons to  purchase  highly  sophisticated 
services  at  cost,  while  sharing  the  some- 
times substantial  capital  expenditures 
associated  with  organizing,  construct- 
ing, and  equipping  the  actual  facilities. 

The  formation  of  such  shared  service 
facilities  should  enjoy  a resurgence  of 
interest  in  the  coming  years.  This  is  be- 
cause hospitals  are  scheduled  to  lose 
their  cost  reimbursement  for  deprecia- 
tion and  interest  attributable  to  capital 
expenditures  and  will  be  forced  by 
changes  in  many  third  party  payment 
systems  to  work  with  a prospectively 
determined  capital  budget. 

More  recently,  hospitals  have  begun 
to  view  the  members  of  their  own  medi- 
cal staff  as  potential  joint  venture 
partners.  In  part,  this  trend  is  a logical 
extension  of  a given  hospital’s  desire  to 
use  the  capital  of  others,  to  influence  fa- 


s' tephen  P.  Nash  is  president  of  Nash  & 
Company,  which  provides  legal,  financial, 
and  strategic  planning  services  to  the  health 
care  industry.  At  the  1987  PMS  Leadership 
Conference  April  21  at  the  Hershey  Lodge 
and  Convention  Center,  he  will  present  back- 
to-back  workshops  on  how  to  establish 
“ Physician-Oriented  Joint  Ventures.  ” 


vorably  its  referral  network,  to  enter 
new  product  markets  or  expand  exist- 
ing product  lines,  to  utilize  existing 
fixed  assets  more  fully,  and  generally  to 
enhance  its  financial  position  by  broad- 
ening its  revenue  base. 

For  their  part,  physicians  are  inter- 
ested in  regaining  some  measure  of  con- 
trol over  their  economic  futures.  A phy- 
sician recently  characterized  the 
predicament  in  which  he  and  his  col- 
leagues find  themselves  as  a classic  one 
of  “wealth  without  power.”  This  is  un- 
derstandable. Faced  with  increasing 
pressures  from  governmental,  con- 
sumer, and  competitive  proprietary 
sources,  over  which  they  have  no  con- 
trol, physicians  are  searching  for  ways 
to  influence  the  changing  environment 
in  which  they  work. 

As  physicians  and  hospitals  both 
scramble  to  protect  what  they  have  and 
position  themselves  to  gain  market 
share  from  others,  hospital/physician 
joint  ventures  (HPJVs)  have  been  one 
popular  mechanism  for  implementing 
the  strategic  plan  of  a hospital  and  its 
medical  staff.4 

One  measure  of  the  importance  to 
physicians  of  such  joint  ventures  is  the 
effort  extended  by  the  PMS  Council  on 
Medical  Practice  in  commissioning  and 
publishing  a Joint  Venture  Participa- 
tion Handbook.  This  handbook  was 
produced  to  help  physicians  determine 
whether  or  not  to  invest  their  time,  tal- 
ent, and  money  in  various  business  pro- 
posals for  joint  ventures  with  other 
physicians  and  with  hospitals. s 

Looking  back  over  the  last  three 
years  and  the  “first  generation”  of 
hospital/physician  joint  venture  activ- 
ity, a pattern  is  evident.  Those  ventures 
which  began  with  a focus  on  the  under- 
lying “process”  by  which  the  physi- 
cians can  act,  first  in  concert  with  one 
another,  and  then  cooperatively  with  a 
hospital  partner,  have  been  largely  suc- 
cessful. Those  ventures  which  began 
with  a focus  on  the  implementation  of  a 
specific  project  have  had  more  limited 
success  for  the  participating  physi- 
cians. 

The  explanation  for  this  pattern 
seems  fairly  straightforward.  When  the 
proper  organizational  framework  for 
concerted  action  is  in  place,  the  poten- 
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tial  physician  participants  can  exert 
more  influence  over  the  identification, 
selection,  and  design  of  any  given  proj- 
ect. It  only  follows  that  the  implemen- 
tation of  such  a project  will  tend  to  be 
more  beneficial  to  its  physician  partici- 
pants than  so-called  third  party 
“cookie-cutter”  packages. 

In  the  latter  cases,  the  proposed  joint 
venture  is  typically  offered  by  pro- 
moters or  developers.  Each  physician 
makes  a go/no-go  decision  on  his  own, 
without  any  meaningful  ability  to  nego- 
tiate terms.  In  this  way,  physicians  are 
often  caught  up  in  ventures  which  are 
heavily  promoted,  but  poorly  defined 
and  poorly  understood.  Doctors  are  no- 
torious for  not  reading  (let  alone  negoti- 
ating) contracts.6  This  is  not  a formula 
for  success. 

Responding  to  alternative  systems 
Nowhere  is  the  need  for  concerted 
action  by  physicians  more  evident  than 
when  responding  to  the  plethora  of  al- 
ternative delivery  system  (ADS)  pro- 
posals. Here,  physicians  have  seen  a 
vast  diversion  of  their  mental  and  emo- 
tional energies  into  unfamiliar  areas. 
They  speak  marketplace  jargon  and  dis- 
cuss economics  in  physicians’  lounges. 
But  as  they  attempt  to  make  sense  of 
ADS  health  contracts  without  engag- 
ing advisors,  and  with  no  centralized 
clearinghouse  for  evaluation  and  expla- 
nation, physicians  find  more  informa- 
tion offered  than  they  can  possibly  com- 
prehend. 

The  California  Medical  Association 
has  found  that  more  than  80  percent  of 
the  physicians  in  California  have  signed 
up  with  at  least  one  ADS.  In  some  in- 
stances, even  physicians  in  individual 
practice  have  signed  up  with  a half 
dozen  or  more  plans.8 

The  Pennsylvania  Medical  Society 
has  begun  to  focus  on  this  problem. 
Resolution  86-22,  adopted  at  the  1986 
Annual  Meeting,  provides  as  follows: 
When  solicited  for  membership 
by  an  HMO/PPO,  the  physician 
should  be  given:  specific  informa- 
tion regarding  its  ownership  and 
structure  and  its  subscribership; 
the  right  to  review— upon  specific 
request— relevant  data  submitted 
to  state  agencies  (e.g.,  licenses, 
health,  insurance)  in  applications 
for  Certificates  of  Authority;  and  a 
reasonable  period  of  study  prior  to 
the  closing  period  for  registration. 


When  an  HMO/PPO  negotiates 
with  a hospital,  the  medical  staff 
should  be  encouraged  to:  seek  rep- 
resentation during  the  delibera- 
tions and  be  informed  promptly  by 
the  hospital  after  a contract  has 
been  signed. 

After  an  HMO/PPO  has  signed  a 
contract  with  a hospital,  the  hospi- 
tal should  analyze  the  impact  of 
this  HMO/PPO  upon  practice  pat- 
terns within  the  institution  (e.g., 
physician  and  patient  subscriber- 
ship,  number  of  admissions  gener- 
ated). 

This  resolution  is  a start,  but  more  is 
needed.  Viewed  as  a collection  of  small, 
private  practice  plans  without  a mecha- 
nism for  concerted  action,  physicians 
are  easy  targets  for  health  plan  contrac- 
tors. Membership  or  provider  fees  are 
often  required  to  be  paid  before  an  ADS 
has  enrolled  any  patients,  and  fre- 
quently run  into  thousands  of  dollars. 
Moreover,  referral  lists,  utilization  re- 
quirements, and  billing  procedures  dif- 
fer significantly  from  plan  to  plan,  in- 
creasing the  confusion.  Under  the  right 
circumstances,  each  of  these  points  is 
negotiable. 

Proposed  model  for  concerted  action 

Unquestionably,  there  is  potential 
strength  in  numbers.  Whether  this  po- 
tential is  realized  depends  largely  upon 
how  it  is  marshaled. 

Traditionally,  medical  staff  commit- 
tees, the  occasional  hospital  board 
membership,  and  group  practices  have 
offered  the  principal  means  for  physi- 
cians to  influence  the  patient  care  pro- 
cess and  affect  the  design  of  health  ser- 
vice delivery  systems.  In  today’s  mar- 
ketplace, something  more  is  needed. 
Physicians  must  design  a new  govern- 
ance structure  which,  when  incorpo- 
rated into  a legal/organizational  form, 
will  allow  them  to  act  in  concert.  This 
concerted  action  may  then  be  directed 
toward  the  identification,  design,  and 
implementation  of  appropriate  joint 
venture  activity.  It  will  also  allow  effec- 
tive negotiation  of  the  terms  and  condi- 
tions under  which  contracts  will  be  en- 
tered with  alternative  delivery  systems. 

Designing  and  implementing  this 
new  governance  structure  is  a multi- 
step  process.  First,  physicians  should 
work  largely  within  the  existing  infra- 
structure of  the  institutional  delivery 
side  of  the  system.  This  will  save  time, 
energy,  and  capital.  For  example,  in  the 
future,  physicians  and  hospitals  will 
continue  to  enjoy  a symbiotic  relation- 


ship as  the  providers  of  medical/health  Ij 
care  services.  Thus,  existing  hospital  I 
medical  staffs  provide  a logical  andB 
ready  base  upon  which  to  build  onew 
model. 

Second,  continuing  with  the  medical  I 
staff  example,  its  physician  members 
should  design  a new  governance  struc- 
ture. Historically,  medical  staff  bylaws 
have  served  the  valuable  and  necessary 
dual  functions  of  (1)  setting  forth  a fair 
process  for  credentialing  and  granting 
privileges,  and  (2)  a process  for  intro- 
spective discipline  and  governance. 
What  is  largely  missing,  however,  is  a 
process  for  extroverted  action,  a pro- 
cess for  systematic  concerted  response 
to  ADS  and  other  joint  venture  pro- 
posals. The  appropriate  design  for  such 
an  extroverted  governance  structure 
(EGS)  will  vary  as  a function  of  the  level 
of  care  provided  at  the  hospital,  the 
academic/private  practice  mix,  and 
other  variables.  The  common  thread 
will  be  the  need  to  design  an  EGS  which 
can  fairly  represent  the  multiplicity  of 
increasingly  competitive  political  and 
economic  interests  within  a given  medi- 
cal staff  to  identify  and  successfully  ne- 
gotiate the  terms  of  appropriate  joint 
ventures. 

Third,  the  newly  designed  EGS  must 
be  implemented  within  a legal/ 
organizational  framework.  There  are 
several  possibilities,  which  would  in- 
clude the  following: 

a.  Amendment  of  existing  medical 
staff  by-laws. 

b.  Incorporation  of  a hospital/physi- 
cian joint  venture  company  (HPJV) 
where  the  newly  designed  EGS  forms 
the  basis  for  electing  the  physician 
members  of  the  board  of  directors. 

c.  Incorporation  of  part  or  all  of  the 
medical  staff  itself,  where  the  newly  de- 
signed EGS  forms  the  basis  for  electing 
the  entire  board  of  directors  of  the  new 
Medical  Staff  Corporation  (MSC).  The 
MSC  may  then  form  a joint  venture 
company  with  the  hospital,  may  be- 
come the  basis  for  an  I PA  modeled  re- 
sponse to  ADS  and  other  joint  venture 
proposals,  or  both. 

There  are,  of  course,  variations  on  these 
three  simple  examples.  Each  of  the 
three  has  been  successfully  imple-  11 
mented. 

Fourth,  the  authority  identified  and  I 
delegated  through  the  EGS  should  be  n 
used  to  negotiate  actively  (rather  than  I 
accept  passively)  the  terms  and  condi-  I 
tions  upon  which  ADS  and  other  joint  n 
venture  proposals  will  be  offered  to  the  I 
physicians  whose  participation  has  en-  5 
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Freedom 


from  pain 


Just  one  part  of 
pain  relief  therapy. 


Vicodin  provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL 
DEPENDENCE  | 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB.  The 
medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 
2;  379-92  and  Reuler  JB.  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 
management.  "Ann  Intern  Med"  1980;  93;  588-96. 


♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

. ..and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.1 


♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.2 


Plus... 


♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  5 mg.  (Warning.  May  be  habit 
forming)  with  acetaminophen  500  mg. 


The  original  hydrocodone  analgesic 


“ Dispense  as  written"  for  the  original 
hydrocodone  analgesic. 

II 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 


Drug  Abuse  and  Dependence : VICODIN " is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III)  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics:  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex:  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related 
The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 
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special  feature 

abled  the  orchestration  of  a concerted 
response.  This  fourth  step  can  and  fre- 
quently does  proceed  concurrently  with 
the  organization  of  the  legal  framework 
for  the  EGS. 

Project  in  progress 

One  example  comes  to  mind  of  a cur- 
rent project  nearing  completion  at  a 
major  teaching  hospital  located  in  Bos- 
ton, Massachusetts.  Early  last  summer, 
work  commenced  with  the  hospital’s 
Medical  Staff  Council.  The  process  be- 
gan with  an  effort  to  articulate  the 
staff’s  principal  concerns  and  to  formu- 
late the  primary  and  secondary  goals 
for  the  project.  Broadly  stated,  the 
goals  were  as  follows: 

1.  The  primary  goal  was  to  create  an 
organizational  construct  which  would 
facilitate  joint  medical  staff/hospital  ne- 
gotiations with  proposed  third-party  al- 
ternative delivery  systems. 

2.  The  secondary  goal  was  to  create  a 
mechanism  to  support  and  advance  co- 
operative efforts  by  the  medical  staff 
and  the  hospital  in  providing  high  qual- 
ity medical  care  to  persons  in  the  com- 
munity at  reasonable  cost. 

The  Staff  Council  wished  to  accom- 
plish both  goals  by  designing  and  incor- 
porating an  EGS  that  would  allow  fair 
representation  of  the  multiplicity  of  po- 
litical, economic  and  philosophical  inter- 
ests represented  on  the  medical  staff. 

During  the  summer  and  early  fall, 
while  work  proceeded  on  the  design  of 
the  EGS,  the  hospital  was  on  several  oc- 


casions approached  and  asked  to  partic- 
ipate in  the  development  of  an  HPJV 
model.  The  hospital  consistently  de- 
clined. Concurrently,  the  hospital  was 
negotiating  an  HMO  provider  contract 
with  a national  insurance  company 
(HMO). 

By  late  fall,  the  Staff  Council  had  ap- 
proved an  EGS  and  a draft  set  of  Arti- 
cles and  Bylaws  for  a Medical  Staff 
Corporation.  The  hospital  was  still  re- 
sisting a joint  venture  with  the  medical 
staff,  but  had  asked  to  be  kept  apprised 
of  the  Staff  Council’s  progress.  At  a De- 
cember meeting  with  hospital  adminis- 
tration, the  Council  reported  that  it  had 
approved  the  incorporation  of  an  MSC. 
The  Council  further  reported  that  the 
MSC’s  articles  and  by-laws  had  been  de- 
signed in  such  a way  that  the  hospital 
had  a standing  offer  to  participate  and 
could  buy  in  as  a 50/50  joint  venture 
partner.  The  hospital  accepted  the  offer 
that  night. 

By  this  time,  the  hospital  was  ready 
to  sign  its  HMO  provider  contract.  A 
provision  was  added  making  the  hospi- 
tal’s obligations  contingent  upon  the 
HMO’s  coming  to  satisfactory  terms 
with  the  soon- to-be-formed  MSC.  Nego- 
tiations then  proceeded  on  an  HMO/ 
MSC  service  contract;  all  physician  pro- 
vider contracts  would  be  with  the  MSC 
and  not  with  the  HMO.  These  negotia- 
tions are  now  nearing  completion  and 
have  resulted  in  key  concessions  in  the 
following  areas:  control  of  the  flow, 
management,  and  return  on  investment 
of  various  funds;  prior  approval,  and 
control  of  enforcement,  of  medical  man- 


agement programs  (quality  assurance, 
utilization  review,  etc.);  inert;  and  con- 
trol of  the  extent  to  which  various  ad- 
ministrative functions  are  performed 
by  the  HMO  or  by  the  MCS. 

The  hospital  has  also  benefited  from 
these  negotiations  and,  as  soon  as  it  has 
purchased  50  percent  of  the  MSC,  the 
hospital’s  HMO  provider  contract  will 
be  assigned  from  the  HMO  to  the  new 
HPJV.  This  should  further  enhance  pro- 
vider control  of  the  system. 

To  summarize,  the  Staff  Council  be- 
lieves it  has  succeeded  in  exerting  real 
leadership  in  designing  an  MSC,  and  a 
series  of  contracts,  that  fairly  balance 
economic  and  clinical  perspectives.  To- 
gether with  the  hospital,  the  physician 
members  of  the  MSC  have  gained  a sig- 
nificant measure  of  control  over  the  pre- 
mium dollars  generated  under  their  new 
HMO  contracts.  In  the  future,  they  will 
be  in  an  improved  position  to  take  re- 
sponsibility for  the  health  plans  they 
will  help  to  design.  □ 
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Your  local  county  medical  society  and  the 


Pennsylvania  Medical  Society 

20  Erford  Road,  Lemoyne,  PA  17043 

Dedicated  to  your  good  health. 


THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 

Cardiology 
Update  . . . 

is  designed  for  the  physician  and  provides  an  intensive  survey  of  the  current 
status  of  clinical  cardiology  . . . 

WEDNESDAY,  MAY  6,  1987 

DIAGNOSIS  AND  MANAGEMENT 
OF  SIMPLE  AND  COMPLEX  ARRHYTHMIAS 

20  Minute  Lectures — Questions  and  Answers  (10  Minutes) 
Moderator:  Leonard  Horowitz,  M.D. 

Diagnosis  and  Therapy  for  Supraventricular  Arrhythmias — Harry  Kopelman,  M.D. 
Diagnosis  and  Therapy  for  Ventricular  Arrhythmias — Leonard  Horowitz,  M.D. 

Case  Presentations — Steven  Klier,  M.D. 

Ablation  Procedures  and  Pacemakers  for  Cardiac  Arrhythmias — W.  Clark  Hargrove, 
M.D. 

Questions  and  Answers — The  Audience 

• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 

• Parking  Available  (at  discount  rate) 

• • Wine  and  Cheese  Served  Following  Each  Session  • • 


Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

"The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to 
sponsor  continuing  education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical 
activity  for  22.5  credit  hours  of  Category  I of  the  Physicians  Recognition  Award  of  the  AMA. 
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new  members 


ALLEGHENY  COUNTY 

Adrian  A Abla,  MD,  Neurosurgery,  20  Oakville  Court,  Pitts- 
burgh 15220 

Amelia  V Agustin,  MD,  Pediatrics,  5363  Route  8,  Gibsonla 
15044 

Surendra  K Bansal,  MD.  Diagnostic  Radiology,  Mercy  Hos- 
pital, Department  of  Radiology,  Pittsburgh  15219 
John  W Blenko,  MD,  Anesthesiology,  North  Hills  Pass  , 
Dept  of  An  , 9100  Babcock  Boulevard,  Pittsburgh  15237 
James  H Bumbaugh,  DO,  Internal  Medicine,  St  Francis 
Hospital,  45th  Street,  Pittsburgh  15201 
Joseph  P Concannon,  MD,  Therapeutic  Radiology,  701  Fifth 
Street,  PO  Box  570,  Beaver  15009 
Gary  M Ferguson,  MD,  Orthopaedic  Surgery,  300  Fox 
Chapel  Road,  Pittsburgh  15238 
John  C Flickinger,  MD,  Radiology,  Rad  Oncology,  Pres 
Univ  Hosp  , 230  Lolhrop  Street,  Pittsburgh  15213 
David  M Goldstein,  MD.  Physical  Medicine/Rehabilitation, 
101  Washington  Avenue.  Apartment  4111,  Oakmont 
15139 

Toby  O Graham,  MD,  Gastroenterology,  1000B  Scaife  Hall, 
University  of  Pittsburgh.  Pittsburgh  15261 
Charles  C Greim,  MD,  Physical  Medicine/Rehabilitation, 
PO  Box  11460,  Pittsburgh  15238 
James  E Hanchett,  MD,  Neprology,  1020  Devon  Road, 
Pittsburgh  15213 

James  M,  Hughes,  MD,  Radiology,  701  Fifth  Street,  PO.  Box 
570,  Beaver  15009 

Robert  L Incorvati,  Internal  Medicine,  DO,  1330  Gifford 
Street,  Pittsburgh  15212 

Julius  Kesseru,  MD,  General  Surgery,  709  Brighton  Road, 
Pittsburgh  15233 

Michel  S,  Makaroun,  MD,  General  Surgery,  VA  Hospital,  Uni- 
versity Drive  C,  Pittsburgh  15240 
Madhusudanan  Nair,  MD,  Cardiovascular  Surgery,  4221 
Penn  Avenue,  Suite  G101,  Pittsburgh  15224 
Laslo  S.  Petras,  MD,  Psychiatry,  722  Virginia  Avenue,  Pitts- 
burgh 15211 

Arnold  Sampson,  MD,  General  Surgery,  1350  Foxboro 
Drive,  Monroeville  15146 


Harry  W.  Sell,  MD.  General  Surgery,  500  Lewis  Run  Road, 
Pittsburgh  15236 

Edward  H Stullken  Jr.,  Anesthesiology,  MD,  Western  Pa 
Anesthia.  Assoc  4815  Liberty  Avenue,  Pittsburgh  15224 

Brenda  E Watkins,  MD,  Pediatrics,  3443  Dawson  Street, 
Pittsburgh  15213 

Frederick  P Wucher,  MD,  Pediatrics,  20  Sunnyhill  Drive, 
Pittsburgh  15228 

BEAVER  COUNTY 

George  R Gebus,  MD,  Occupational  Medicine,  Medical  De- 
partment, Conrail  Conway  Yard,  Conway  15027 

BERKS  COUNTY 

Bruce  M Goodson,  MD,  Family  Practice,  2055a  Alsare 
Road,  Reading  19604 

BLAIR  COUNTY 

Michael  C Saltzburg,  DO,  Orthopaedic  Surgery,  501  How- 
ard Avenue,  Altoona  16601 

BRADFORD  COUNTY 

Deborah  A Gorsaki,  MD,  Internal  Medicine,  204  North  Penn- 
sylvania Ave  , Sayre  18840 

Kathleen  R Noll,  MD,  Anesthesiology,  Guthrie  Clinic  Ltd  , 
Sayre  18840 

BUCKS  COUNTY 

James  W.  Flanagan,  MD,  Family  Practice,  1844  Street  Road, 
Southampton  18966 

Joseph  D Flynn  Jr,  DO.  Radiology,  200  Oxford  Valley  Road, 
Langhorne  19047 

Barbara  Lane,  MD,  Pediatrics,  118  Tartan  Terrace,  Chalfont 
18914 


CENTRE  COUNTY 

Robert  P Weaver,  MD,  Ophthalmology,  601  West  Park  Ave- 
nue, Stale  College  16803 


CHESTER  COUNTY 

John  B Bok,  MD,  Psychiatry,  264  Montgomery  Avenue. 
Haverford  19041 

Thomas  A Brooks.  DO.  Radiology,  240  Wawa  Road.  Wawa 
19063 

Charles  E Vickerman  Jr , Dermatology,  MD,  848  North 
Franklin  Street,  Pottstown  19464 

CLARION  COUNTY 

Robert  G Lussier,  MD,  Psychiatry,  RD  2,  Box  120d, 
Brookville  15825 

COLUMBIA  COUNTY 

Dennis  M Sheehe,  MD,  Family  Practice,  307  Main  Street, 
Catawissa  17820 

DAUPHIN  COUNTY 

Randolph  K M Wong,  MD.  Plastic  Surgery,  C-520  Box  850, 
Hershey  17033 

ELK-CAMERON  COUNTY 

David  M Schultz,  MD,  Family  Practice,  275  East  Fourth 
Street,  Emporium  15834 

FAYETTE  COUNTY 

Ralph  E Massullo  Jr,  MD,  Psychiatry,  1236b-9  Vanvoorhis 
Road,  Morgantown.  WV  26505 

HUNTINGDON  COUNTY 

Molly  M Ettenger,  MD,  Nephrology,  1825  Mifflin  Street.  Hun- 
tingdon 16652 


JEFFERSON  COUNTY 

Stephen  M Kruk,  DO,  Internal  Medicine,  DuBois  Regional 
Med  Ctr  East,  Dubois  15801 

Michael  Unger,  MD,  Internal  Medicine,  1058  Indian  Creek 
Road,  Wynwood  15151 

Jan  J Volin,  MD,  Neonatal-Perinatal  Medicine,  2101  Seneca 
Run,  Ambler  19002 


• Cardiology  • Gastroenterology  • Oncology  • 

• Pulmonary  • Renal  Disease  • Rheumatology  • 

Saturday,  May  9,  1987 
8:30  a.m.  - 4 p.m. 

Presbyterian— University  of  Pennsylvania  Medical  Center 
Scheie  Eye  Auditorium,  39th  and  Market  Streets 
Philadelphia,  Pennsylvania  19104 

C.M.E.  Credits  Available 
Enrollment  Fee  of  $25.00  includes  luncheon. 

R.S.V.P.  to  the  Department  of  Continuing  Medical  Education  by  May  1,  1987 

at  (215)  662-8938. 

Presbyterian — University  of  Pennsylvania  Medical  Center 

presents 

The  First  Annual  Educational  Conference 

"When  to  Treat  vs.  When  to  Refer: 
Optimal  Patient  Care  in  the  High  Technology  Era" 
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LACKAWANNA  COUNTY 

Darlene  A M.  Dunay,  DO,  General  Practice,  411  Phillips 
Street.  Apartment  A,  Old  Forge  18518 

LEBANON  COUNTY 

Jovencio  J.  Diaz,  MD,  Anesthesiology.  501  West  113  Street, 
New  York,  NY  10025 

Francisco  J.  Morales,  MD,  Diagnostic  Radiology,  Walnut  and 
Fourth  Streets,  Lebanon  17042 

LEHIGH  COUNTY 

Patricia  M Enzman,  DO,  General  Practice,  RD  1,  Box  189 
Kernsville  Rd  , Orefield  18069 

Sanjay  D Kale,  MD.  Anesthesiology,  588  Cedar  Hill  Drive, 
Allentown  18103 

Erika  Lahav,  MD,  Internal  Medicine,  2454  Pennsylvania 
Street.  Allentown  18104 

Jeffrey  M.  Lengel,  MD,  Family  Practice,  2237  Allen  Street, 
Allentown  18104 

Jay  E.  Melman,  MD,  General  Practice,  1020  South  Barns- 
dale  Road,  Allentown  18103 

LUZERNE  COUNTY 

Ajay  K.  Bali,  MD,  Cardiovascular  Diseases,  306  Indian  Creek 
Drive,  Wilkes  Barre  18702 

Harsh  Gandhi,  MD,  Oncology,  1740  East  Broad  Street,  Ha- 
zelton  18201 

Evelyn  M.  Shah,  MD,  Internal  Medicine,  45  East  Northamp- 
ton, Wilkes  Barre  18601 

MONTGOMERY  COUNTY 

Andrea  J.  Becker,  MD,  Cardiovascular  Diseases,  1544  De- 
kalb Street,  Norristown  19401 

Stanley  J Borden,  DO,  Ophthalmology,  1474  Welsh  Road, 
Huntingdon  Valley  19006 

Veronica  Gabriel.  MD,  Family  Practice,  506  Wyndmoor  Ave- 
nue, Philadelphia  19118 

Willis  C.  Gerhart,  MD,  General  Practice,  200  North  Wynne- 
wood  Avenue,  Wynnewood  19096 

Louis  H.  Hirshberg,  DO,  Family  Practice,  2824  Egypt  Road, 
Audubon  19403 

Anthony  J.  Lopresti,  DO,  Family  Practice,  415  Kerrwood 
Drive,  Wayne  19087 

G.  Russell  Reiss  Jr.,  MD,  Pediatrics,  2220  Mount  Carmel  Av- 
enue, Glenside  19038 

David  J.  Sand,  MD,  Otolaryngology,  507  Greenhill  Road,  Wil- 
low Grove  19090 

Marie  O Uberti-Benz,  MD,  Dermatology,  Presbyterian  Hos- 
pital, 51  North  39th  Street,  Philadelphia  19104 

David  Y.  Wong,  MD,  Ophthalmology.  One  Montgomery  Ave- 
nue #211,  Bala  Cynwyd  19004 


NORTHAMPTON  COUNTY 

Nicholas  A.  Cook,  MD,  Internal  Medicine,  832  Tombler 
Street,  Bethlehem  18015 

Joseph  A Diconcetto,  MD,  Allergy/Immunology,  521  High- 
land Avenue,  Bethlehem  18017 
Alberto  G.  Estrada,  MD,  General  Surgery,  Red  School  Lane, 
Coventry  Centre  Pavilion  A-2,  Phillipsburg,  NJ  08865 
Joseph  L.  Garbarino,  MD,  Orthopaedic  Surgery,  1174  lllicks 
Mill  Road,  P.O  Box  2847,  Bethlehem  18017 
William  F Keenan  Jr,  MD,  Family  Practice,  1545  Broadway 
Street,  Bethlehem  18015 

Robert  A.  Marrero,  MD,  General  Practice,  1107  Easton  Ave- 
nue, Bethlehem  18018 

Andrew  Unger,  MD.  Neonatal-Perinatal  Medicine,  St.  Lukes 
Hospital,  801  Ostrum,  Bethlehem  18015 

PHILADELPHIA  COUNTY 

David  J.  Brailer,  MD,  Internal  Mediciine,  712  Locust  Street, 
Apartment  5B,  Philadelphia  19106 
Cathy  K.  Dratman,  MD,  Obstetrics/Gynecology,  12  Holly 
Cove,  Mount  Laurel,  NJ  08054 
Gregory  R Gordon,  MD,  Family  Practice,  11712  Lockart 
Road,  Philadelphia  19116 

Saul  Kanoff,  DO,  1040  Johnston  Street,  Philadelphia  19148 
Min-Hsiung  Ko,  MD,  Pathology,  10890  Bustleton  Avenue, 
Suite  209,  Philadelphia  19116 
Delaine  M.  Mandell,  MD,  Radiology,  3221  West  Penn  Street, 
Philadelphia  19129 

Philip  G.  Martin,  MD,  3313  South  Keswick  Place,  Second 
Floor,  Philadelphia  19114 

Cornel  Mircea,  MD,  Internal  Medicine,  Episcopal  Hospital, 
Philadelphia  19125 

Jonathan  M.  Raines,  MD,  Psychiatry,  111  North  49th  Street, 
Philadelphia  19107 


Doctor! 

Thinking  about  automating  your  office? 
Don’t  invest  in  old  technology,  discover 

Pulse  Point 

Orion’s  Total  Office  Management  System 


Put  these  outstanding  features  to  work  in  your  office 


* Patient  History 

* Office  Visit  Documentation 

* Insurance  Billing 

* Electronic  Claim  Transmission 

* Patient  Billing 

* Precalculated  Balance  Billing 

* Update  of  Insurance  Charges 

* Practice  Analysis  Reports 

* Check  Printing 

* Bank  Statement  Reconciliation 

* Daily  Bank  Deposit  Ticket 

* Medical  Database  Access 


* Electronic  Scheduling 

* Word  Processing 

* Accounts  Receivable 

* Accounts  Payable 

* Patient  Recall 

* Aged  Receivables 

* Access  Security 

* Financial  Analysis 

* Budgeting 

* Electronic  Code  Lists 

* Daily  Income  Statement 

* Multi-user  Network 


Orion’s  system  is  so  easy  to  use,  even  for  the  first  time  computer  user,  yet 
it  utilizes  the  most  powerful  microcomputer  system  available.  Our  training 
program  ensures  that  your  staff  will  be  comfortable  and  proficient.  All 
this  at  an  unbelievably  low  price.  Call  us  today!  Free  consultation  and 
demonstrations  at  your  office. 


Orion  Systems 
38  Dew  Drop  Road 
York,  PA  17403 
Phone:  (717)  757-7721 


ORION 


Claire  E.  Robinson,  MD,  Obstetrics/Gynecology,  5519  Ger- 
mantown Avenue,  Philadelphia  19144 

Frederick  T.  Sutter,  MD,  Occupational  Medicine,  414  Greg- 
orys Way,  Voorhees,  NJ  08043 

Keith  N.  Vanarsdalen,  MD,  Urological  Surgery,  3400  Spruce 
Street,  Five  Silverstein,  Philadelphia  19104 

Ira  H.  Weiner,  DO,  5101  Whitaker  Avenue,  Philadelphia 
19124 

UNION  COUNTY 

Dennis  R.  Smith,  MD,  Cardiovascular  Diseases,  RD  1,  Box 
244E,  Lewisburg  17837 

WASHINGTON  COUNTY 

Mark  R Larimer,  MD,  Family  Practice,  76  Colonial  Avenue, 
Washington  15301 

Qurashia  Manjoo,  MD,  Internal  Medicine,  160  Greenvalley 
Court,  Pittsburgh  15220 

Frederick  J Scheib,  MD,  Ophthalmology,  212  Wilson  Ave- 
nue, Washington  15301 


WESTMORELAND  COUNTY 

Kenneth  W.  Boscha,  MD,  Internal  Medicine,  107  Rocky 
Drive,  Greensburg  15601 

Faiih  R Kazangy  MD,  Internal  Medicine,  512  South  Center 
Avenue,  Box  556,  New  Stanton  15672 

James  M.  Talamo,  MD,  Pediatrics,  1100  Summit  Drive, 
Greensburg  15601 

YORK  COUNTY 

Alfred  M.  Barlow,  DO,  958  East  Market  Street,  York  17403 

William  A.  Landis,  MD,  Internal  Medicine,  924b  Colonial  Ave- 
nue, York  17403 

Vasudevan  Tiruchelvam,  MD,  General  Surgery,  York  Hospi- 
tal, Department  of  Surgery,  York  17405 

STUDENTS 

Avna  Abosch,  5734  Howe  #5,  Pittsburgh  15232 

Maria  Alaimo,  1000  Walnut  Street  #1906.  Philadelphia  19107 

Robert  J Altman,  409  Oakland  Avenue  #5A.  Pittsburgh 
15213 
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new  members 


Kingsley  Anna,  120  Ruskin  Avenue,  Apartment  602,  Pitts- 
burgh 15213 

Andrew  W.  Asimos,  2351/2  Halket  Place,  Pittsburgh  15213 
Michael  J.  Azar,  221  Chesterfield  Road,  Pittsburgh  15213 
Joseph  F,  Bagnick,  2217  Mt.  Vernon  Street,  Philadelphia 
19130 

Mark  D , Bainbridge,  336  Oakland  Avenue,  Apartment  Two, 
Pittsburgh  15213 

Bruce  F , Beeferman,  3707  Dawson  Street,  Pittsburgh  15213 
Nathan  L , Bennett,  1000  Walnut  Street,  Apartment  506, 
Philadelphia  19107 

Rebecca  R.,  Brabender,  3989  Beechwood  Blvd.,  Pittsburgh 
15217 

Robert  J,,  Brager,  120  Ruskin  Avenue,  Apartment  123,  Pitts- 
burgh 15213 

Patrick  H-,  Brunett,  4720  Centre  Avenue,  Apartment  2-J, 
Pittsburgh  15213 

Marie,  Buschi,  RD  4,  Box  102,  Coopersburg  18036 
Lawrence  J , Butler,  406  Third  Street,  North  Versailles  15137 
Brent  E . Cain,  226  Shady  Avenue  #206,  Pittsburgh  15206 
Jamie,  Calabrese,  437  South  Aiken  Avenue,  Pittsburgh 
15232 

Amerigo  N.,  Ceccarelli,  422  Oakland  Avenue,  Apartment 
One.  Pittsburgh  15213 

Kristine  A.K.,  Charles,  523a  Elm  Avenue.  Flershey  17033 
James  E.,  Chlebowski,  120  Ruskin  Avenue  #103,  Pittsburgh 
15666 

Jack  B , Cohen,  316  South  Mathilda  Street,  Apartment  7, 
Pittsburgh  15224 

Margaret  A.,  Collins,  1234  Abington  Drive,  Pittsburgh  15216 
Melanie  E.  Costa,  1265  Beechwood  Boulevard,  Pittsburgh 
15206 

Eric  K Cotton,  128  Black  Oak  Drive,  Pittsburgh  15220 
Donna  J.  Craig,  321  Melwood  Street,  Apartment  204,  Pitts- 
burgh 15213 

Steven  R,  Creps,  135  North  Craig  Street,  Apartment  Two, 
Pittsburgh  15213 

German  V.  Crisostomo,  732  South  Millvale  Avenue,  Pitts- 
burgh 15213 

Elaine  P Crosby.  PO  Box  19093,  Pittsburgh  15213 
Glenn  W.  Currier,  259  44th  Street,  Apartment  One,  Pitts- 
burgh 15201 

Rhys  V Dapar,  205  Lehigh  Avenue,  Pittsburgh  15232 
Louis  T Difazio,  355  South  Aiken  Avenue,  Pittsburgh  15232 
Lisa  M Dix,  3019  South  70th  Street,  Philadelphia  19142 
Si  V Do,  597  Oriole  Court,  Flarrisburg  17111 
Nancy  D.  Efferson-Bonachga,  2037  Swallow  Hill  Court,  Pitts- 
burgh 15220 

Tracy  M.  Foley,  127  Woodland  Road,  Pittsburgh  15232 
Michael  L.  Forbes,  120  Ruskin  Avenue,  Apartment  312, 
Pittsburgh  15213 

George  N.  Foutrakis,  316  South  Mathilda  Street.  Apartment 
6,  Pittsburgh  15224 


Donna  A Garber,  1000  Walnut  Street,  Apartment  1411,  Phil- 
adelphia 19107 

Norman  P Gebrosky,  435  Atwood  Street,  Apartment  3,  Pitts- 
burgh 15213 

Edward  V Georgu,  361  Lehigh  Street,  Pittsburgh  15232 
John  J Giustozzi  Jr  , 4189  Ridge  Avenue,  Second  Floor, 
Philadelphia  19129 

Ftelen  L.  Goldberg,  2809  Queen  Lane.  Philadelphia  19129 
Barry  D Goldman,  3443  Indian  Queen  Lane,  Philadelphia 
19129 

Sarita  Gopal,  425  West  Chelten  Avenue,  Apartment  209, 
Philadelphia  19144 

Scharazard  L Gray,  201  South  Neville,  Pittsburgh  15213 
Robert  J Hillwig,  233  North  Craig  Street,  Apartment  501, 
Pittsburgh  15213 

Rosemary  Horstman,  6029  Lawndale  Street,  Philadelphia 
19111 

Mary  P,  Fludson,  University  Manor  West,  Apartment  324-B, 
Hershey  17033 

Charles  S.  Flultman,  120  Ruskin  Avenue,  Apartment  607, 
Pittsburgh  15213 

Christopher  F Huntington,  401  South  Iseminges  Street.  Phil- 
adelphia 19147 

Dale  K Hursh,  1000  Walnut  Street,  Apartment  1909,  Phila- 
delphia 19107 

Lisa  S Inouye,  223  South  Mathilda  Street  #7,  Pittsburgh 
15224 

William  A Jenkins,  298  Nantucket  Drive,  Pittsburgh  15236 
Julie  A Jerome,  120  Ruskin  Avenue,  Apartment  615,  Pitts- 
burgh 15213 

Steven  E,  Kann,  120  Ruskin  Avenue,  Apartment  214,  Pitts- 
burgh 15213 

Edward  J.  Kelly,  120  Ruskin  Avenue,  Apartment  507,  Pitts- 
burgh 15213 

Bernie  F Kennetz  Jr.,  1242  Hollywood  Street,  Pittsburgh 
15205 

Carol  L,  Kenyon,  120  Ruskin  Avenue,  Apartment  414,  Pitts- 
burgh 15213 

Joseph  M Kettering,  Ruskin  Hall  #708,  Ruskin  Avenue, 
Pittsburgh  15213 

Robert  L.  Korn,  8515  Alicia  Street,  Philadelphia  19111 
Stanley  H.  Kotala,  8147  Revere  Street,  Philadelphia  19152 
Mark  J,  Kulbaski,  120  Ruskin  Avenue.  Pittsburgh  15213 
Kristin  A Kylander,  5440  Fifth  Avenue  #42,  Pittsburgh  15232 
Paula  A,  Labriola,  120  Ruskin  Avenue  #402,  Pittsburgh 
15213 

Timothy  D,  Landis,  1914  Murray  Avenue,  Apartment  30, 
Pittsburgh  15217 

Mark  U Lazar,  300  North  Dithridge,  Apartment  213,  Pitts- 
burgh 15213 

Elizabeth  T Lee,  6546  Darlington  Road,  Pittsburgh  15217 
William  E Lee,  3507  Boulevard  Of  Allies,  Pittsburgh  15213 
Daniel  J.  Leonard  III,  397  Fifth  Street,  Nanty  Glo  15943 
Rosemarie  A.  Leuzzi,  120  Ruskin  Avenue.  Apartment  805, 
Pittsburgh  15213 

Steven  C.  Levin,  4742  Centre  Avenue,  Apartment  302,  Pitts- 
burgh 15213 


A HELPING  HAND 
FOR  THE  TROUBLED  PHYSICIAN 


Alcoholism.  Drug  abuse.  Mental  and  physical  disability.  The  problems  of  aging 
All  take  their  toll  on  the  medical  community. 

But  there’s  help— through  the  Impaired  Physician  Program  of  the  Pennsylvania 


Medical  Society.  The  prog 
treatment  agencies  . , . 
and  compassionate  follow- 
up throughout  the  reha- 
bilitation process. 

All  efforts  are  voluntary 
and  strictly  confidential 

If  you  need  help— or 
know  someone  who  does 
—call  the  Impaired 


m offers  peer  support  . . 


referral  to  professional 

Physician  Hotline:  (717) 
763-7937. 

To  learn  more  about  the 
Impaired  Physician 
Program,  write:  Impaired 
Physician  Program, 
Pennsylvania  Medical 
Society,  20  Erford  Road, 
Lemoyne,  PA  17043. 


Mark  A Lin,  307  Ruskin  Hall,  1 20  Ruskin  Avenue,  Pittsburgh 
15213 

Pamela  J.  Lofink,  265  Shady  Avenue  #31,  Pittsburgh  15206 
Peter  M Loisides,  120  Ruskin  Avenue,  Apartment  31 1 , Pitts- 
burgh 15213 

John  F Mahoney,  101  North  Dithridge  Street,  Apartment 
412,  Pittsburgh  15213 

Dordaneh  Maleki,  325  North  15th  Street,  Apartment  704, 
Philadelphia  19102 

Keith  E Mandel,  120  Ruskin  Avenue,  Apartment  818,  Pitts- 
burgh 15213 

Riccardo  R Marinelli,  408  Kirk  Avenue,  Pittsburgh  15227 
Brendan  M McGuire,  300  North  Dithridge  Avenue,  Apart- 
ment 213,  Pittsburgh  15213 

Christine  L Menzel,  16  Oakland  Square,  Apartment  2,  Pitts- 
burgh 15213 

Gregory  E Merti,  220  Fallowhurst  Drive,  Pittsburgh  15238 
Glen  J Mesaros,  250  Melwood  Avenue,  Apartment  57,  Pitts- 
burgh 15213 

John  A Mitchell,  120  Ruskin  Avenue  #401 . Pittsburgh  15213 
William  J Mitsos,  4512  Centre  Avenue,  Apartment  3,  Pitts- 
burgh 15213 

Brad  B Moore.  1822  Pine  Street,  Camp  Hill  17011 
Sharon  Y Moore,  549  North  Neville  #21,  Pittsburgh  15213 
Eugene  M Mowad,  4601  Bayard  Street.  Apartment  733, 
Pittsburgh  15213 

Joann  Nickleach,  120  Ruskin  Avenue,  Apartment  704,  Pitts- 
burgh 15213 

Paul  Y Oh,  189  Fletcher  Drive,  Morrisville  19067 
Donald  F O'Malley,  120  Ruskin  Avenue,  Apartment  603, 
Pittsburgh  15213 

Amit  A Patel,  4800  East  Roosevelt  Blvd,  Philadelphia  19124 
Jonathan  J Paul,  3021  Brereton  Street,  Pittsburgh  15219 
William  J Pendergast,  435  Atwood  Street,  Apartment  4, 
Pittsburgh  15213 

Edward  V Puccio,  225  Melwood  Avenue  #23.  Pittsburgh 
15213 

Klaus  O Reneberg,  950  Walnut  Street.  Room  222,  Philadel- 
phia 19107 

David  S Richards,  128  Cord  Avenue.  Wilmerding,  PA  15148 
Paul  L Rowland,  1411  Woodlawn  Avenue,  Pittsburgh  15221 
Adam  J Rubinstein,  120  Ruskin  Avenue,  Apartment  501, 
Pittsburgh  15213 

Erin  M Sabo,  120  Ruskin  Avenue,  Apartment  823,  Pitts- 
burgh 15213 

Elizabeth  B Sander,  2991  West  Schoolhouse  Lane,  Phila- 
delphia 19144 

Kristine  R Santermi,  4628  Bayard  Street,  Apartment  202, 
Pittsburgh  15213 

Richard  J Savarino,  222  Melwood,  Apartment  608,  Pitts- 
burgh 15213 

Mark  S Schaffenburg,  243  Haverford  Avenue.  Third  Floor, 
Narberth  19072 

Marisa  A Schmitt,  3707  Dawson  Street,  Pittsburgh  15213 
John  J Sitarik,  29  Warren  Street,  Pittsburgh  15205 
Charles  E Smith.  1199  Tidewood  Drive,  Bethel  Park  15102 
John  F Smith  Jr  , 120  Ruskin  Avenue,  Apartment  109,  Pitts- 
burgh 15213 

Bradley  D Stem,  5836  Fifth  Avenue.  Apartment  18,  Pitts- 
burgh 15232 

Alan  J Stevenson,  606a  Country  Lane,  Morton  19070 
Matthew  S Stubblefield,  3612  Dawson  Street  #58.  Pitts- 
burgh 15213 

Anne  E.  Sugden,  2223  Hampton  Street,  Pittsburgh  15218 
Nancy  Sun,  120  Ruskin  Avenue,  Apartment  117,  Pittsburgh 
15213 

Karen  E Thornton,  49  East  Cliveden,  Apartment  102,  Phila- 
delphia 19119 

Leilei  Wang,  160  Tanglewood  Drive,  Pittsburgh  15221 
Paul  E Wawrzynski  II,  120  Ruskin  Avenue,  Apartment  123, 
Pittsburgh  15213 

Cynthia  M Weibel,  5720  Wissahickon  Avenue,  Apartment 
C3,  Philadelphia  19144 

Mark  J Whalen,  120  Ruskin  Avenue,  Apartment  303,  Pitts- 
burgh 15213 

Amy  B Whitley,  2408  Lincoln  Drive,  Ambler  19002 
George  M Woods,  3507  Indian  Queen  Lane,  Philadelphia 
19129 

Julia  Wu,  120  Ruskin  Avenue  Apartment  819,  Pittsburgh 
15213 

Jeffrey  A.  Yablonski,  120  Ruskin  Avenue,  Pittsburgh  15213 
Timothy  C Yao,  340  Oakland  Avenue,  Pittsburgh  15213 
Laurence  F Yee,  120  Ruskin  Avenue,  Apartment  808,  Pitts- 
burgh 15213 

Myron  W Yencha  Jr , 5555  Wissahickon  Avenue,  Apartment 
806,  Philadelphia  19144 

Robert  L Zimmerman,  3021  Brereton  Avenue,  Pittsburgh 
15219 
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Consider  the 
causative  organisms. . . 


Cefaclor 


250-mg  Pulvulest.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae,  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Note:  Ceclor is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Ceclor"  (cefaclor) 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Summary.  Consult  the  package  literature 
for  prescribing  information 
Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae, Haemophilus  influenzae,  and 
S pyogenes  (group  A beta-hemolytic 
streptococci) 

Contraindications:  Known  allergy  to 
cephalosporins 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERED CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS  ALLERGENICITY  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic 
patients 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended  Ceclor  should  be  admin- 
istered with  caution  in  such  patients 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old  Ceclor 


penetrates  mother's  milk  Exercise 
caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions)  1.5%;  usually  subside 
within  a few  days  after  cessation  of 
therapy  These  reactions  have  been 
reported  more  freguently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy 

• Other:  eosinophilia,  2%:  genital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict's  or  Fehling's  solution  and 
Clinitest " tablets  but  not  with  Tes-Tape" 
(glucose  enzymatic  test  strip,  Lilly) 

© 1986.  Ell  LILLY  AND  COMPANY  1 060485LR  | 
Additional  Information  available  to  the 
profession  on  request  from  Eli  Lilly  and 
Company,  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


obituaries 


•Denotes  PMS  membership  at  death. 

Harry  Cantor,  Philadelphia;  Temple  Univer- 
sity School  of  Medicine,  1926;  age  83,  died 
December  30,  1986.  Dr.  Cantor  was  a general 
surgeon.* 

Francis  Wells  Davison,  Danville;  University 
of  Pennsylvania  School  of  Medicine,  1928; 
age  84,  died  February  5,  1987.  Dr.  Davison, 
an  otolaryngologist,  was  a past  president  of 
the  American  Laryngological  Association.* 

Santo  J.  Falbo,  Carbondale;  Georgetown 
University  School  of  Medicine,  1935;  age  77, 
died  February  4,  1987.  Dr.  Falbo  was  on  the 
medical  staff  of  Carbondale  General  Hospi- 
tal.* 

Percy  W.  Griffin,  Edgeworth;  University  of 
Pittsburgh  School  of  Medicine,  1942;  age  71, 
died  February  3, 1987.  Dr.  Griffin  maintained 
a general  practice  in  Ambridge  for  40  years.* 

William  S.  Haeckler,  Warrington;  University 
of  Pittsburgh  School  of  Medicine,  1944;  age 
67,  died  January  8,  1987.  Dr.  Haeckler  was  a 
family  physician  in  Warrington  for  more  than 
30  years.* 

Ernesto  A.  Hipolito,  Clearfield;  earned  his 
medical  degree  in  the  Philippines,  1963;  age 
48,  died  January  29,  1987.  Dr.  Hipolito  was 
chief  anesthesiologist  at  the  Clearfield  Hospi- 
tal.* 

William  A.  Hutchison,  Lancaster;  Case  West- 
ern Reserve  University  School  of  Medicine, 
1961;  age  51,  died  February  10,  1987.  Dr. 
Hutchison  was  former  chairman  of  the  de- 
partment of  pediatrics  at  Lancaster  General 
Hospital.* 

Nicholas  F.  Lorenzo,  Brockway;  Georgetown 
University  School  of  Medicine,  1941;  age  72, 
died  January  17,  1987.  Dr.  Lorenzo  practiced 
medicine  in  Brockway  for  40  years.* 

J.  Edward  Lynch,  Gladwyne,  Jefferson  Medi- 
cal College,  1935;  age  76,  died  February  14, 
1987.  Dr.  Lynch  was  an  obstetrician  and 
gynecologist.* 

Rudolph  W.  Pavich,  J ohnstown;  J eff erson 
Medical  College,  1957;  age  54,  died  Novem- 
ber 28,  1986.  Dr.  Pavich  specialized  in  occu- 
pational medicine.* 

Jacqueline  Frances  Roe,  Lancaster;  Tufts 
University  School  of  Medicine,  1949;  age  61, 
died  January  23,  1987.  Dr.  Roe  practiced 
medicine  in  Lancaster  for  over  30  years.* 

Edward  Rose,  Philadelphia;  University  of 


Pennsylvania  School  of  Medicine,  1921;  age 
98,  died  January  29,  1987.  Dr.  Rose  taught  at 
the  University  of  Pennsylvania  School  of 
Medicine  for  50  years.* 

Irvin  E.  Rosenberg,  Ormond  Beach,  Florida; 
Temple  University  School  of  Medicine,  1928; 
age  84,  died  February  6,  1987.  Dr.  Rosen- 
berg, formerly  of  Kingston,  was  chief  of  out- 
patient services  at  the  Veterans  Administra- 
tion Medical  Center  in  Plains  Township 
before  his  retirement.* 

Frank  W.  Sena,  Huntingdon  Valley;  George 
Washington  University  School  of  Medicine, 
1929;  age  80,  died  February  10,  1987.  Dr. 
Sena  served  for  30  years  as  director  of  anes- 
thesiology at  Episcopal  Hospital,  Philadel- 
phia, and  was  an  associate  professor  of  anes- 
thesiology and  surgery  at  the  University  of 
Pennsylvania  School  of  Medicine.  He  was 
part  of  the  medical  team  that  first  performed 
surgery  within  the  heart. 

Russell  G.  Smith,  Carrick;  Georgetown  Uni- 
versity School  of  Medicine,  1932;  age  79,  died 
January  30,  1987.  Dr.  Smith  was  an  inter- 
nist.* 

David  Steinman,  Pittsburgh;  University  of 
Pittsburgh  School  of  Medicine,  1918;  age  91, 
died  January  20, 1987.  Dr.  Steinman,  a pedia- 
trician, maintained  a practice  in  Pittsburgh 
for  over  50  years.* 

Harris  Twer,  Philadelphia;  Hahnemann  Uni- 
versity School  of  Medicine,  1949;  age  66,  died 
February  7,  1987.  Dr.  Twer  was  an  ophthal- 
mologist.* 

Cynthia  Altman  Weinstein,  Lansdale;  Jeffer- 
son Medical  College,  1977;  age  32,  died  Feb- 
ruary 4,  1987.  Dr.  Weinstein  was  assistant 
professor  of  psychiatry  and  human  behavior 
and  adjunct  assistant  professor  of  pharma- 
cology at  Jefferson  Medical  College.* 


The  Educational  and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society  provides 
you  with  a way  to  make  a significant  state- 
ment honoring  the  memory  of  and  paying 
tribute  to  your  colleagues  who  are  de- 
ceased. Send  your  tax-deductible  memo- 
rial gift  to  the  PMS  Educational  and  Scien- 
tific Trust,  20  Erford  Road,  Lemoyne,  PA 
17043.  All  gifts  will  be  acknowledged  to 
the  donor  as  well  as  to  the  family  of  the 
deceased. 


Robert  Phelps  Barden,  Chestnut  Hill;  Colum-lr: 
bia  University  College  of  Physicians  and  Sur-  R 
geons,  1933;  age  78,  died  January  31,  1987.  If 
Dr.  Barden  was  a former  president  of  the  Ra-I 
diological  Society  of  North  America  and  a U 
former  associate  professor  at  the  University  11 
of  Pennsylvania  School  of  Medicine. 

C.  William  Fellows,  Camp  Hill;  Kirksvillejl 
College  of  Osteopathic  Medicine;  age  76,  died  II 
January  16,  1987.  Dr.  Fellows  was  a member  11 
of  the  staff  of  Community  General  Osteo- (I 
pathic  Hospital,  Harrisburg. 

Robert  A.  Houston,  Palmyra;  Jefferson  Med- 1| 
ical  College,  1929;  age  83,  died  January  19,11 
1987.  Dr.  Houston  was  former  chief  of  medi-|| 
cal  services  at  the  Veterans  Administration  II 
Medical  Center  in  Lebanon. 

William  A.  Ketner,  Clarion;  Philadelphia  Col- 1] 
lege  of  Osteopathic  Medicine,  1927;  age  82,1 
died  January  12,  1987.  Dr.  Ketner  was  a gen-  M 
eral  practitioner. 

Weedie  P.  Milunas,  Mountaintop;  St.  Louis  II 
University  School  of  Medicine,  1942;  age  47, 1 
died  January  6,  1987.  Dr.  Milunas  main- II 
tained  a practice  in  Mountaintop. 

George  E.  Paulus,  Dillsburg;  Jefferson  Medi-  M 
cal  College,  1952;  age  59,  died  January  13,  fl 
1987.  Dr.  Paulus  was  a former  medical  mis- 1 
sionary  in  India. 

Judith  A.  Shockman,  Philadelphia;  Temple  Ji 
University  School  of  Medicine,  1980;  age  31, 1 
died  January  11,  1987.  Dr.  Shockman  special-  || 
ized  in  internal  medicine. 

David  B.  Shulman,  Stroudsburg;  earned  his  |! 
medical  degree  in  England,  1934;  died  De-  | 
cember  31,  1986.  Dr.  Shulman  was  a cardiolo-  I 
gist. 

Gerald  Howard  Sloan,  Johnstown;  Hahne-  I 
mann  University  School  of  Medicine,  1931;  ! 
age  80,  died  January  4,  1987.  Dr.  Sloan  was  a l| 
staff  urologist  at  Lee  Hospital,  Johnstown,  1 
for  over  55  years. 

Byron  R.  Smith,  Shadyside;  University  of 
Cincinnati  School  of  Medicine,  1968;  age  44, 
died  January  1,  1987.  Dr.  Smith  was  assis- 
tant pathologist  at  Divine  Providence  Hospi- 
tal. 

Bruce  Samuel  Wruble,  Philadelphia;  Phila- 
delphia College  of  Osteopathic  Medicine, 
1981;  age  35,  died  February  6,  1987.  Dr.  Wru- 
ble specialized  in  physical  medicine  and  reha- 
bilitation. 
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(bro22D  the  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR 


IBuccal, 


Methyltestosterone  U.S.R  Tablets 


Fluoxymesterone  U.S.P  Tablets,  10 


classified  advertising 


PHYSICIANS  WANTED 
Pennsylvania  — Emergency  physician  sys- 
tem. Needs  several  fulltime  emergency  physi- 
cians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee-for- 
service”  basis.  Contact:  (412)  228-3400  for 
interview  appointment. 

Neurosurgeon  — Excellent  opportunity  for 
Board  certified  or  Board  eligible  neurosur- 
geon to  establish  a private  practice  affiliated 
with  a medium-sized,  progressive,  acute-care 
hospital  located  in  northeastern  Pennsylva- 
nia. Significant  growth  opportunities  avail- 


able. Generally  located  between  two  major 
cities  and  in  close  proximity  to  a variety  of  ski 
resorts.  Send  curriculum  vitae  and  references 
to  Box  138,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

General  surgeon,  Board  eligible  or  certified 
to  join  surgeon  in  private  practice.  Experi- 
ence in  traumatology  and  peripheral  vascular 
surgery  desirable.  Southcentral  Pennsylva- 
nia. Reply  to  Box  174,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne,  PA  17043. 

Physician  — emergency  career  opportunity 


in  the  northeast  Pocono  area.  Must  be  experi- 
enced, at  least  Board  eligible,  and  ACLS / 
ATLS  certified.  Salary  range  $80K  + mal- 
practice and  benefits.  Call  (717)  825-5333  or 
send  resume  to:  AES,  Box  2510,  Wilkes- 
Barre,  PA  18701 . 

ER  physicians  — Full-time/part-time  posi- 
tions available  NJ,  PA,  NY.  Emergency  medi-  | 
cine  experience  preferred.  Guaranteed  com- 
pensation and  paid  malpractice.  For  more 
information  call  (215)  521-5100  (within  PA), 

1 -800-TRAUMA  6 (outside  PA),  or  send  CV  to 
Trauma  Service  Group  PC,  Scott  Plaza, 
Building  Two,  Suite  114,  Philadelphia,  PA 
19113. 

Immediate,  attractive  position  available  for 
BE/BC  internal  medicine  specialist,  American 
trained.  Extremely  successful,  up-to-date 
practice,  including  x-ray,  lab  facilities.  Excel- 
lent nearby  hospitals.  Friendly  community  in 
S.W.  PA.  Good  terms.  Please  reply  as  soon  as 
possible  to  Box  197,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne  PA  17043. 

Primary  care  physicians  — Multi-state  prac- 
tice association  seeks  BE/BC  primary  care 
physicians  for  unique  opportunities  in  PA,  NJ, 
New  England,  MD,  FL,  and  other  areas  of  the  ■ 
U.S.  Most  positions  offer  Monday-Friday  8 
a.m.  to  5 p.m.  schedules  with  up  to  five  weeks 
paid  time  off.  Paid  malpractice.  Contact  or 
send  CV  to  Liberty  Healthcare  Corporation, 
399  Market  Street,  Suite  400,  Philadelphia, 
PA  19106;  (215)  592-7400  or  outside  PA 
1-800-331-7122. 

Internists  — Board  eligible  or  Board  certified 
to  join  the  staff  of  a 180-bed  hospital  in  Penn- 
sylvania. Interest  in  cardiology  is  preferred. 
Educational  opportunities  available  as  well  as 
abundant  outdoor  recreation.  Send  CV  to  Box 
189,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Dermatologist  — Practice  opportunity  avail- 
able for  a Board  certified  or  Board  eligible 
physician  in  eastern  Pennsylvania.  Send  CV 
to  Box  194,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Otolaryngologist  — Pennsylvania  health 
care  center  seeking  the  services  of  a full  time 
ENT  specialist  to  establish  practice  in  our  ser- 
vice area.  Multiple  recreational  and  educa- 
tional opportunities  available.  Send  CV  to 
Box  193,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Psychiatrist  — A country  practice  awaits 
you.  Join  the  staff  of  a progressive  commu- 
nity hospital  and  long  term  care  facility.  Board 
certified  or  Board  eligible.  Our  Pennsylvania 
location  offers  some  of  the  finest  outdoor  rec- 
reation available.  Send  CV  to  Box  192,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne, 

PA  17043. 

Family  Practitioner  — Established  family 
practice  in  northeastern  Pennsylvania  seeks 


EPIDEMIOLOGISTS 

*46,396  - *48,567* 

The  Pennsylvania  Department  of  Health  is  currently  accepting 
applications  for  two  epidemiologists  with  experience  in  the  fields  of 
communicable,  chronic,  or  environmentally  caused  diseases  to  plan, 
develop,  and  administer  statewide  programs  for  prevention  and 
control  of  communicable  and  chronic  diseases  including  cancer  and 
AIDS. 

Minimum  experience  and  training:  Three  years  of  experience 

in  the  field  of  public  health,  one  year  of  which  must  have  been  in 
epidemiology. 

Necessary  special  requirement:  Possession  of  a doctorate  in 

medicine,  osteopathy,  or  veterinary  medicine;  or  possession  of  a Ph  D.  with 
a major  in  epidemiology;  or  possession  of  a D.P.H.  with  emphasis  in 
epidemiology. 

Preferred  candidates  will  be  those  with  a PhD.  or  D.P.H.  with  a 
major  in  epidemiology  or  a M.D.,  D O.,  or  VMD/DVM  degree  with  a masters 
degree  in  epidemiology  or  specialized  formal  training  programs  in 
epidemiology. 

* Additional  annual  compensation  of  $3,000  - $14,000  will  be  available  for 
physicians.  Amounts  will  be  determined  by  board  certification  and  job 
performance. 

Applications  and  job  supplements  may  be  obtained  by  contacting: 

Miss  Evelyn  L.  Hunt,  Chief 
Recruitment  and  Placement 
PA  Department  of  Health 
Bureau  of  Personnel 
Harrisburg,  Pennsylvania  17120 
(717)  787-2182 

Applications  with  supplements  will  be  accepted  until  April  30,  1987.  The 
Pennsylvania  Department  ot  Health  is  an  equal  opportunity  employer. 
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Medical  Practice  Sales 
And  Appraisals 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  Listed  are  a few  available 
practices:  ALLERGY— Philadelphia  (2)  and 
Kansas;  DERMATOLOGY— Pennsylvania  and 
Kansas;  FAMILY  PRACTICE  — Ohio,  Mew  Jersey, 
Virginia  and  Delaware;  IHTERHAL 
MEDICiriE— Pennsylvania,  Maryland  and 
Arizona;  OPHTHALMOLOGY- Illinois; 
PEDIATRICS— Pennsylvania; 

RADIOLOGY— Pennsylvania  (2); 

UROLOGY— Arkansas.  If  interested  in  buying 
or  selling  a medical  practice,  contact  our 
brokerage  division  at  The  Health  Care  Group, 
400  GSB  Bldg.,  Bala  Cynwyd,  PA  19004  or  call 
(215)  667-8650. 


Physician 

Placement 

Service 

• Looking  for  the  right  practice  opportu- 
nity? 

• Looking  for  a qualified  physician? 

The  PMS  Physician  Placement  Service 
publishes  two  registers  bimonthly:  one 
listing  physicians,  the  other,  practice  op- 
portunities. 

All  entries  are  coded.  Names  and  ad- 
dresses are  not  published. 

To  register,  contact  PENNSYLVANIA 

Tim  Smith  at  SOOEftPMS 

(717)  763-71  SI  . Council  on  Medical  Practice 


Emergency  physicians: 
You're  dedicated, 
hardworking  & smart. 
Are  you  being 
rewarded  for  it? 

You're  talented.  Ambitious.  And  fully  committed 
to  being  the  best.  But  can  you  achieve  your  professional 
goals  in  your  present  setting?  Are  you  interested  in 
better  opportunities  to  practice  medicine  in  a challenging 
environment? 

TSG  will  help  you  realize  your  goals.  With  10  years 
of  experience  in  placing  first-rate  physicians  in  first-rate 
hospitals,  we  offer  full-time  emergency  and  trauma 
positions  to  both  board  certified  and  board  prepared 
physicians.  Think  of  it:  career-stability,  flexible  hours, 
highest  rate  paid  and  as  much  responsibility  as  you  want. 

We'll  provide  the  support  you  need  through  incentive 
programs,  professional  education  and  career  development. 
Of  course,  we  provide  full  liability  coverage. 

Call  us  7 days  a week,  9am-9pm  to  discuss  your 
future.  If  you're  too  busy  to  call,  send  us  your  resume 
and  we'll  call  you. 


TRAUMA  SERVICE  GROUP,  P.C. 

An  Emergency  and  Trauma  Care  Consortium 
Suite  114,  Scott  Plaza  Two,  Philadelphia,  PA  19113 
215-521-5100  800-TRAUMA-6 


PHYSICIANS 


Stuart  Pharmaceuticals,  one  of  America’s  top  fif- 
teen pharmaceutical  organizations,  is  the  com- 
pany behind  the  introduction  of  Nolvadex®, 
Hibiclens®,  Tenormin®,  and,  most  recently, 
Cefotan!M 

We’re  a world  leader  in  a wide  range  of  therapeutic 
drugs  and  one  of  the  fastest  growing  phar- 
maceutical organizations  in  the  United  States. 
We’ve  created  an  environment  which  will  en- 
courage your  best  ideas  and  foster  your  personal 
and  professional  growth.  Our  Clinical  Research 
and  Medical  Affairs  Department  currently  seeks 
Physicians  with  or  without  industry  experience 
who  have  specialized  in  the  following  areas: 

• ENDOCRINOLOGY  • CARDIOLOGY 

• NEUROLOGY  • PULMONARY 

• CNS 


Our  Wilmington  location  affords  you  and  your 
family  the  best  of  rural,  suburban  or  urban  living  in 
three  states.  And  all  within  a short  drive  from  our 
modern  headquarters.  We  invite  you  to  forward 
your  CV  in  confidence  to:  J.C.  Gearhart, 
Employment-PM 


STUART  PHARMACEUTICALS 

A Division  of  ICI  Americas,  Inc. 
Wilmington,  DE  19897 


We  are  an  equal  opportunity  employer 
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the  services  of  a Board  certified  or  Board  eli- 
gible family  practitioner.  Thirty  minutes  away 
from  the  Pocono  resort  area.  Send  CV  to  Box 
191,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Urologist  — Pennsylvania  hospital  with  ser- 
vice area  of  40,000  needs  the  service  of  a full 
time  urologist.  Candidates  should  be  Board 
certified  or  Board  eligible.  Ideal  location  for 
family  with  good  schools  and  many  educa- 
tional and  recreational  opportunities.  Send 
CV  to  Box  190,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Family  practice  — Board  certified  family 
practitioner  seeking  associate  in  well  estab- 
lished practice  in  this  semi-rural  community  of 
15,000,  thirty  miles  north  of  Pittsburgh,  PA. 
Enjoy  country  living  with  proximity  to  a major 
city.  Position  available  July  1987.  No  obstet- 
rics. Call  (412)  758-8528  or  send  CV  to  An- 
thony B.  Colangelo,  MD,  510  Park  Avenue, 
Ellwood  City,  PA  16117. 

Northwest  Pennsylvania  — seeking  part- 
time  physicians  for  moderate  volume  emer- 
gency department.  Malpractice  insurance 
provided.  Contact  Emergency  Consultants, 
Inc.,  2240  S.  Airport  Road,  Room  27,  Tra- 
verse City,  Ml  49684;  1-800-253-1795,  or  in 
Michigan  1-800-6632-3496. 

Family  physician  — Immediate  position  for 
BC/BE  FP  in  newly  developing  practice  in 
Bethlehem,  PA.  Team  approach  with  regis- 
tered nurse  and  pastoral  counselor.  Two  hos- 
pitals nearby  with  full  services.  Contact:  The 
Rev.  Raymond  C.  Hittinger,  Rosemont  Health 
Center,  533  16th  Avenue,  Bethlehem,  PA 
18018;  (215)  867-4888. 


Medical  practice  opportunity  available  im- 
mediately for  qualified  family  practitioner  in 
hospital-owned  office  building  located  in 
small  central  Pennsylvania  town.  Existing 
family  physicians  retiring;  population  base  of 
25,000;  clsoe  to  hospital  and  universities. 
Send  CV  to  Michael  Daniloff,  President, 
Evangelical  Community  Hospital,  Lewisburg, 
PA  17837. 

BC/BE  obstetrician-gynecologist  — North- 
eastern Pennsylvania.  American  educated  to 
join  three-man  group.  Community  of  35,000 
with  service  area  of  100,000.  One  hour  from 
Pocono  Mountains,  Philadelphia,  and  New 
York  City  along  1-78  corridor.  Salary  leading  to 
partnership.  Reply  to  Box  204,  Pennsylvania 
Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

General  radiologist  — BE/BC  to  provide 
part-time  coverage  for  two  solo  radiologists  in 
Blair  County.  Weekdays  only.  No  night,  week- 
ends, or  arteriograms.  Must  do  CT,  US,  NM, 
and  mammograms.  Send  curriculum  vitae  to: 
J.  Dennis  Flynn,  MD,  Nason  Hospital,  Nason 
Drive,  Roaring  Spring,  PA  16673. 

Family  practitioner  wanted  to  join  large 
practice.  Salary  and  fringe  benefits  competi- 
tive. Board  certified  or  Board  eligible.  Reply 
to  Box  206,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Pediatrician  — Central  Pennsylvania  medi- 
cal center  seeking  Board  certified  or  Board  el- 
igible pediatrician.  Please  send  resume  to 
Box  210  Pennnsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Emergency  medicine  positions  — Full/part 


time  emergency  medicine  physicians  sought 
by  multi  state  professional  association  for 
openings  in  metropolitan  NY,  PA,  MD,  DC, 
FL,  New  England,  and  throughout  US.  Con- 
tact or  send  CV  to  Liberty  Healthcare  Corpo- 
ration, 399  Market  Street,  Suite  400,  Philadel- 
phia, PA  19106;  (215)  592-7400  or  outside  PA 
1-800-331-7122. 

Part-time  assistant  pathologist  wanted, 
Pittsburgh,  PA.  Available  immediately.  Call 
(412)  323-5783. 

Pediatrician,  part  or  full  time.  Immediate 
opening  in  private  practice.  Pittsburgh  solo 
pediatrician  has  acquired  second  office  al- 
ready in  operation.  Send  CV  to  Rod  Hartman, 
MD,  Suite  21-P  Sandune  Drive,  Pittsburgh, 
PA  15239.  Associated  with  specialty  pediat- 
rics, OB,  and  local  hospitals. 

Chief,  radiology  service.  Vacancy  exists  for 
chief,  radiology  service.  Board  certification  in 
radiology  is  required.  Position  is  located  at  a 
440-bed  general  medical/surgical  veterans 
administration  medical  center  in  northeastern 
Pennsylvania.  Community  is  located  in  the 
foothills  of  the  Pocono  Mountains  within  two 
hour  drive  of  New  York  City  and  Philadelphia. 
Salary  commensurate  with  qualifications,  10 
paid  holidays,  sick  leave,  30  days  paid  vaca- 
tion. Malpractice  coverage  provided.  Any 
state  licensure  acceptable.  Call  or  write: 
Duane  H.  Dicker,  Personnel  Service,  VA  Med- 
ical Center,  Wilkes-Barre,  PA  18711;  (717) 
824-3521;  ext.  7315.  An  Equal  Opportunity 
Employer. 

Mid-Atlantic  diagnostic/interventional  op- 
portunity — Join  an  expanding,  progressive, 
hospital-based  practice  of  65,000  + exams 


June  13, 1987 

7TH  ANNUAL 
ADVANCES  IN 
GASTROENTEROLOGY 

Bally's  Park  Place  Hotel 
Atlantic  City,  New  Jersey 

Sponsored  by 

the  University  of  Pennsylvania 
Gastrointestinal  Department 
and  the  Continuing  Medical 
Education  Department 
of  the  Underwood  Memorial  Hospital, 
Woodbury,  New  Jersey 

Accreditation:  Category  1 credit  offered 

Information:  Registration  Supervisor 

SLACK  Incorporated 
6900  Grove  Road 
Thorofare,  New  Jersey 
08086-9447 
(609)  848-1000 


Health  Care 
Personnel  Consulting... 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

"Dr.  New  & You." 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 
One  Belmont  Avenue 
Bala  Cynwyd,  PA  19004 
(215)  667-8630 

A Division  of 

Health  Care  Group 
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AIRFORCE 

MiDjCINE 

AN  ATTRACTIVE  ALTERNATIVE 
TO  PRIVATE  PRACTICE 

Are  you  sick  of  the  paperwork  battle?  Are  you  more  familiar  with 
the  latest  computer  technologies  instead  of  those  of  your  specialty?  Are 
supply  and  equipment  problems  getting  you  down? 

Join  the  Air  Force  medical  team.  Concentrate  on  your  medical 
practice.  Leave  the  paperwork  hassle  to  others.  We  use  the  group 
practice  system  of  health  care.  It  allows  maximum  patient/physician 
contact  with  a minimum  of  administrative  responsibilities. 

You'll  get  to  use  those  skills  you've  gained  through  the  years  of 
education;  to  stay  up  with  new  methods  and  techniques;  and,  if 
qualified,  to  specialize. 

Our  superior  employment  and  benefits  package  make  Air  Force 
medicine  an  attractive  alternative  to  private  practice.  Find  out  how  you 
can  be  a part  of  the  Air  Force  health  care  team.  Call 

In  Pittsburgh— Maj  Phyllis  E.  Allen  In  Philadelphia— TSgt  James  Simmons 

412-687-7314  collect  609-667-9208  collect 


In  Harrisburg— 1-800-USAF-REC 


(600+  interventional).  Excellent  equipment: 
CT,  two  Gamma  cameras  w/SPECT,  three 
R/T  US,  DVI,  dedicated  mammographic 
rooms,  plus  ER  equipment.  Top  staff:  four  BC 
MDs,  19  certified  techs,  17  others.  Facility 
built  1983.  Truly  consultative  service  covers 
200-bed  hospital,  private  satellite  office, 
nearby  ECF,  and  dominates  county/ 
catchment  area  of  120,000  population.  Com- 
bine good  medicine  with  great  lifestyle:  reside 
in  a historic  DELMARVA  peninsula  town  of 
25,000,  readily  accessible  to  Philadelphia, 
Baltimore,  DC,  beaches,  other  recreational 
areas.  Enjoy  the  grace,  style,  charm,  and 
pace  of  the  non-urban  setting.  Compensation 
package  is  liberal,  flexible.  You  must  be  BC/ 
BE,  exhibit  superior  diagnostic  skills,  have  in- 
terest (and  training/experience)  in  interven- 
tional radiology.  Call  (215)  363-5600  or  send 
CV  to  Bill  Gregory  c/o  J.  Downing  Associates, 
PO.  Box  452,  Lionville,  PA  19353. 

Full-time/part-time  psychiatric  positions 
available  in  Pennsylvania,  Ohio,  and  Florida. 
Private  practice  opportunities  are  optional. 
Contact:  Annashae  Corporation,  6593  Wilson 
Mills  Road,  Mayfield  Village,  Ohio  44143- 
3404;  (216)  449-2662. 

Emergency  room  physician  — for  growing 
emergency  department  in  northeast  Pennsyl- 
vania. Full-time  position  for  Board  certified/ 
eligible  emergency  physician.  Competitive 
salary  and  benefits  package.  Contact  Robert 
Lynn,  (215)  258-7361,  or  send  curriculum  vi- 
tae to  MESA,  PO.  Box  2346,  Lehigh  Valley, 
Pennsylvania  18001. 

Medical  director  of  outpatient  services  — 
The  Meadows  Psychiatric  Center  and  the 
Pennsylvania  State  University  are  jointly  re- 
cruiting a Board  certified  or  eligible  psychia- 
trist. The  position  entails  the  development  of 
outpatient  services  for  the  Meadows  Psychi- 
atric Center,  a recently  developed  94-bed  pri- 
vate psychiatric  hospital,  and  consultation  to 
the  Psychological  Clinic  at  Penn  State  Uni- 
versity. The  Psychological  Clinic  is  a center 
for  doctoral  and  postdoctoral  training  in  clini- 
cal psychology  that  serves  the  local  commu- 


Classified  Advertising 

Rates:  $30  per  insertion  for  the  first  30 
words  or  part  thereof;  80  cents  for  each 
additional  word;  $5  per  insertion  for  a box 
number.  Payment  should  be  in  advance. 
No  agency  commission  is  paid  on  classi- 
fied advertising. 

Box  Numbers:  Advertisers  using  box 
numbers  forbid  disclosure  of  their  iden- 
tity. Written  inquiries  are  forwarded  to 
such  advertisers,  but  no  information  can 
be  revealed  by  the  publisher. 

Word  Count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  num- 
bers or  groups  of  numbers,  hyphenated 
words,  and  abbreviations. 

Advertising  which  contains  discrimi- 
natory language  is  not  acceptable  for 

oublication. 


nity  as  an  outpatient  mental  health  clinic.  Du- 
ties will  include  patient  care,  supervision  of 
students  and  staff,  teaching,  some  adminis- 
tration, and  participation  in  research  projects. 
The  community  is  a delightful  mix  of  cosmo- 
politan activity  with  the  benefits  of  country 
life.  Salary  and  fringe  benefits  are  substan- 
tial. Send  curriculum  vitae  or  call  Magnus  La- 
kovics,  MD,  Medical  Director,  Meadows  Psy- 
chiatric Center,  Earlystown  Road,  Box  259, 

R. D.  1,  Centre  Hall,  Pennsylvania  16828 
(814)  364-2161. 

Primary  care  — BC/BE  to  join  group  of  four 
doctors  who  enjoy  working  Monday-Friday 
8:30-5:00.  Optional  on-call  coverage  if  de- 
sired. Benefits  include  4 weeks  vacation,  one 
week  CME,  10  holidays,  plus  malpractice 
coverage.  Facility  located  one  hour  from 
Pittsburgh  suburbs.  Call  (215)  592-7400,  or 
1-800-331-7122  outside  PA,  or  send  CV  to 
Liberty  Healthcare  Corporation,  399  Market 
Street,  Suite  400,  Philadelphia,  PA  19106. 

POSITIONS  WANTED 

Seeking  position  in  gastroenterology/ 
internal  medicine.  Available  now.  Board  certi- 
fied in  internal  medicine.  Board  eligible  in 
gastroenterology.  British  and  U S.  trained.  Li- 
censed in  Pennsylvania.  Contact  S.  P.  Na- 
than, South  Baltimore  General  Hospital,  3001 

S.  Hanover  Street,  Baltimore,  MD  21230; 
(301)  355-5502. 

Physician  seeking  position  in  internal 
medicine/pediatrics.  Board  eligible  in  both. 
Available  July  1987.  Prefer  institutional  or 
emergency  room  setting  but  flexible.  No  pref- 
erence in  size  of  community  but  prefer  area 
within  one  hour  of  Philadelphia.  Respond  to 
PMS  Physician  Placement  Service,  Depart- 
ment CRN-0887-IM1 19,  20  Erford  Road,  Le- 
moyne,  PA  17043. 

FOR  SALE 

8,000  foot  medical  facility  in  NE  Philadel- 
phia for  sale,  office  space  immediately  avail- 
able. Owner  (internist)  desires  to  stay  as  ten- 
ant, or  sell  practice  over  (300K);  equipment, 
furnishings  also.  Reply  to  Box  201,  Pennsyl- 
vania Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

50%  off  previously  owned  medical,  labora- 
tory, X-ray,  ultra-sound  equipment.  We  buy, 
sell,  broker,  repair.  Appraisals  by  Certified 
Surgical  Consultants.  Medical  Equipment  Re- 
sale and  Repair,  24026  Haggerty,  Farmington 
Hills,  Ml  48018.  1-800-247-5826  or  (313)  477- 
6880. 

For  sale  — Permark  — The  Enhancer  perma- 
nent eyeliner  instrument.  Brand  new.  Deep 
discount!  (412)  782-2302. 

Practice  available  — Board  certified  ophthal- 
mologist retiring  from  28-year-old  lucrative 
practice.  High  surgical  volume  potential. 
Western  Pennsylvania  community  service 
area  of  150,000.  Will  introduce.  Send  CV, 
photograph,  and  personal  references  with 
first  inquiry  to  Box  207,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Gynecological  examining  table  for  sale, 
with  or  without  matching  instrument  cabinets. 
Call  evenings  (412)  881-4887. 


FP/INT  — Active  practice,  house  office 
combo  in  a small  town,  southwestern  Penn- 
sylvania. 60  miles  to  Pittsburgh.  Gross 
$240,000  with  no  OB,  night  calls,  or  hospital, 
available  if  desired.  Leaving  the  country.  Will 
finance  and  introduce.  Available  Fall  1987. 
Call  after  5 p.m.  (412)  883-3128. 

FOR  RENT 

Downingtown,  Chester  County  — Medical 
offices  in  established  professional  building. 
High  growth  area.  Three  hospitals  nearby. 
Liberal  rental  adjustment  to  assist  startup. 
High  quality  building/location.  Plenty  of  park- 
ing. Call  (215)  269-5937. 

Doctor’s  office  to  sublet  in  greater  northeast 
— Bustleton  and  Byberry  area.  Beautiful, 
modern  suite  in  major  business  district.  Avail- 
able 3/87.  Call  938-1769  after  6 p.m. 

For  rent  — Medical  office  available  in  West 
Chester  area.  New  office.  Accommodations 
for  special  needs  will  be  considered.  Off 
street  parking  available.  Please  call  office 
manager  (215)  527-4878  weekdays  9-5. 

Uniquely  ideal,  affordable,  time-saving  mu- 
tual opportunity  to  rent  space  in  a physician’s 
office.  Philadelphia  senior,  female  W.  Mt.  Airy 
physician,  after  almost  half  a century  of  active 
practice  in  a most  comfortable  office/home, 
now  follows  minimum  weekly  practice  of  7 
hours,  part  of  each  on  2 days.  Husband  also  a 
professional,  usually  away  on  short  part- 
weekly trips.  Area  consists  of  middle  profes- 
sional homeowning  or  apartment-living  types 
and  self  employed  independent  families.  Am- 
ple auto  parking  space  and  easy  access  to 
trolley  and  Chestnut  Hill  Local  Railroad.  If  you 
contemplate  relocating  or  opening  your  own 
office,  could  this  be  what  you  have  been 
dreaming  of?  Arrangements  must  be  seen  to 
be  appreciated  and  might  include  living  apart- 
ment and  use  of  part  of  3-car  covered  garage 
on  premises.  Principals  only,  nonsmoking,  ar- 
rangements negotiable.  What  can  you  offer? 
Write  Box  208,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

MISCELLANEOUS 

Holter  monitor  — Quality  scanning  for  reel  or 
cassette-type  recorders  by  qualified  techni- 
cians and  certified  cardiologists'  interpreta- 
tion, scan  price  $35.  Recorders  loaned, 
leased,  or  purchase  new  dual-channel  holter 
recorder,  $750,  with  two  year  warranty.  For 
more  information,  call  collect,  Advanced 
Medical  and  Research  Center,  Inc.,  (313) 
373-1199. 

Discount  holter  scanning  services  starting 
at  $35.  Spacelabs  holter  recorder  (cassette) 
available  from  $1275.  Cardionostic  holter  re- 
corder (cassette)  available  from  $1125. 
Smallest  & lightest  holters  update.  Fast  ser- 
vice (24-48hrs)  turnover.  Hookup  kits  starting 
at  $4.95.  Special  introductory  offer  of  three 
free  tests  with  any  purchase  or  lease  of  the 
recorder.  Cardiologist  overread  available  for 
$15.  If  interested  call  (301)  870-3626. 

Planning  a medical  facility?  Save  time/ 
money  with  custom-built,  turn-key  facilities 
and  equipment,  in  90  days.  Free  estimates. 
Lease  or  purchase.  Call  SON  Corporation 
collect  (316)  263-4557. 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


ROCHE 

MEDICATION 

ME 

EDUCATION 


Medicines  that  matter  from  people  who  care 


COMMITTEDTO,  iraBaDEOT- 
EXCELLENCE^™ 

AWARD 


Presenting 
the  winners  of  the  1987 
Roche  President’s  Achievement  Awards 


Hoffmann-La  Roche  is  pleased  to  honor  these  outstanding  sales  repre- 
sentatives, chosen  for  their  unparalleled  dedication  to  the  health-care 
field,  professionalism  and  consistent  high  level  of  performance.  Please 
join  us  in  congratulating  these  exceptional  individuals. 


David  P.  Greener  Timothy  Hunter 


James  F.  McDermott  John  R.  Tunney  Richard  L.  Watts 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


MjSt?- 


by  Daniel  A.  Hussar 


2£9m 


ImWa 


ytr 


r . W a • H*** 


,r  ^'- 

RK% 


Good  mornings  after  a good  nighfs  sleep1 3 . . 
thafs  what  physicians  have  been  providing  for  over  17  years 
with  their  prescriptions  for  Dalmane  (flurazepam  HCI/Roche). 

A study  of  2542  patients  demonstrated  that  the  great 
majority-  97%-awake  rested  and  refreshed.3 

Among  patients  taking  15  mg,  adverse  effects  occurred  in 
only  1.5%-and  in  only  2.5%  of  those  taking  30  mg.3 

As  always,  caution  patients  about  driving,  drinking  alcoho 
or  operating  hazardous  machinery  Dalmane  is  contraindicated  in 
pregnancy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 


® Copyright  <©  1987  by  Roche  Products  Inc  All  rights  reserved 
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DALMANE 


Pieose  see  summary  of  product  information  on  foliowing  page 


References:  1.  Zimmerman  AM  CurrTherRes  13 
18-22,  Jan  1971  2.  Amrein  R,  elal  Drugs  Exp  Clin 
Res  9(1)  85  99,  1983  3.  Greenblatt  DJ  Allen  MD, 
Shader  Rl  Clin  Pharmacol  Ther  21  355-361,  Mar  1977 


DALMANE 

brand  of 

flurazepam  HCI/Roche  (£ 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  oil  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening,  in 
patients  with  recurring  insomnia  or  poor  sleeping 
habits;  in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI,  pregnancy  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during 
the  first  trimester  Warn  patients  of  the  potential  risks  to 
the  fetus  should  the  possibility  of  becoming  pregnant 
exist  while  receiving  flurazepam  Instruct  patients  to 
discontinue  drug  prior  to  becoming  pregnant  Consider 
the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g . operating  machinery, 
driving)  Potential  impairment  of  performance  ot  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Withdrawal  symptoms  rarely  reported;  abrupt  dis- 
continuation should  be  avoided  with  gradual  tapering 
of  dosage  for  those  patients  on  medication  for  a pro- 
longed period  of  time.  Use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion 
and/or  ataxia  Consider  potential  additive  effects  with 
other  hypnotics  or  CNS  depressants.  Employ  usual 
precautions  in  severely  depressed  patients,  or  in  those 
with  latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  tailing  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  granu- 
locytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  eg.  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults.  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  1 5 mg  or  30  mg 
flurazepam  HCI  p i osb5 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


New  PMS  Medical  Economics 


Toll  Free  Line 

The  Pennsylvania  Medical  Society  expands 
its  service  to  members  by  providing  a toll 
free  medical  economics  help  line.  It’s  your 
direct  line  to  special  PMS  staff  ready  to  help 
you  with  your  questions  on  billing, 
reimbursement,  utilization  or  policy  issues 
about  Blue  Cross/Blue  Shield,  Medicare, 
Medical  Assistance,  or  commercial  insurers. 

Call  1-800-228-7823 

Monday  through  Friday  8 a.  m.  to  12  noon, 
and  1 p.m.  to  4 p.m. 

PMS  Help  Line— Just  A Call  Away 


Do  you  know  someone  who  needs  nursing  care 
in  their  home?  'm  a 'V  'A 

We  have  a 
special  person  to 
take  care  of  your 
special 
person. 

Medical  Personnel  Pool 


Are  your  patients  entitled  and/or  eligible  for 
Medicare  benefits9  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis- 
abled for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home 


'Allentown  434-7277 
Harrisburg  233-2444 


Lebanon  272-5214 
Monroeville  824-6730 


‘Philadelphia  663-0700 
'Pittsburgh  683-2227 
'Reading  372-4611 


'Medicare  Certified  Home  Health  Agency 
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There’s  never  been  a better  time  for  her. 


Proven  benefits  beyond  refief 
of  vasomotor  symptoms 


nd  PREMARIN 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis1  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 


No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-  term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.2 


PREMARIN' 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 


Please  see  following  page  for  brief  summary 
of  prescribing  information 


For  moderate-to-severe 
vasomotor  symptoms  and 
for  osteoporosis 


PREMARIN 

(conjugated  estrogens  tablets) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


For  atrophic  vaginitis 


PREMARIN 

(conjugated  estrogens) 


Vaginal 

Cream 


0.625  mg/g 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION  SEE  PACKAGE 
CIRCULARS) 


PREMARIN"  Brand  ol  conjugated  estrogens  tablets.  USP 

PREMARIN"  Brand  ol  conjugated  estrogens  Vaginal  Cream,  in  a nonliquetying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  independent,  case-controlled  studies  have  reported  an  increased  risk  ot  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  lor  more  than  one  year  This  risk  was  independent 
ot  the  other  known  risk  (actors  tor  endometrial  cancer  These  studies  are  lurlher  supported  by  the  finding 
that  incidence  rales  ol  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas  ot  the 
United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  ol  estrogens  during  the  Iasi  decade  The  three  case-controlled  studies  reported  lhal 
the  risk  ol  endometrial  cancer  in  estrogen  users  was  about  4 5 lo  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ol  treatment  and  on  estrogen  dose  In  view  ot  these  findings,  when 
estrogens  are  used  lor  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment 
is  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  lo  determine  the 
need  tor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  ot  estrogen  may  carry  less  risk  than  continuous  administration  it 
therefore  appears  prudent  lo  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  importanl  In  all  cases  ot  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  lo  rule  out  malignancy  There  is  no  evidence  at  preseni 
that  ‘natural'* 1  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equi-estrogenic  doses 
2,  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestagens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol  a nonsteroidal 
estrogen,  have  an  increased  risk  of  developing,  in  later  life,  a form  ol  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  no;  greater  than  4 per  1 000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  lo  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  ol  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ot  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  temale  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  delects  and  limb-reduction  defects  One  case-controlled  study 
estimated  a 4 7-fold  increased  risk  of  limb-reduction  defects  in  infants  exposed  in  utero  to  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  tor  pregnancy,  or  attempted  treatment  for  threatened 
abortion)  Some  ol  these  exposures  were  very  short  and  involved  only  a lew  days  ot  trealment  The  data 
suggest  that  Ihe  risk  ot  limb-reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1,000  In  the 
past,  temale  sex  hormones  have  been  used  during  pregnancy  in  an  affempl  to  treat  threatened  or  habitual 
abortion  There  is  considerable  evidence  that  estrogens  are  ineffective  tor  these  indications  and  there  is  no 
evidence  (torn  well-controlled  studies  that  progestagens  are  ettective  lor  these  uses  If  PREMARIN  is  used 
during  pregnancy,  or  il  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ol  the 
potential  risks  to  the  letus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION.  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  ol  estrogens,  obtained  exclusively 
Irom  natural  sources,  blended  to  represenl  the  average  composition  ot  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  ol  17a-eslradiol 
equilenin,  and  17a-dihydroequllenm  as  salts  ol  their  sulfate  esters  Tablets  are  available  in  0 3 mg  0 625  mg  0 9 
mg,  1,25  mg,  and  2.5  mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0.625  mq  coniuqated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP)  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  ettective  tor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  nol  be  used  to  treat  such 
condilions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis.  Kraurosis  vulvae  Female  castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  ol  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING), 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  lor  the  specific  indication  should  be 
utilized  Studies  of  the  addition  of  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have 
reported  a lowered  incidence  ot  endometrial  hyperplasia.  Morphological  and  biochemical  studies  of  the 
endometrium  suggest  that  10  lo  13  days  of  progestin  are  needed  lo  provide  maximal  maturation  ol  the 
endometrium  and  to  eliminate  any  hyperplastic  changes.  Whether  this  will  provide  protection  from  endometrial 
carcinoma  has  not  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  ihe 
inclusion  of  progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS ) The  choice  ol  progestin  and 
dosage  may  be  important:  product  labeling  should  be  reviewed  to  minimize  possible  adverse  eftecls 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  ot  Ihe  tallowing  conditions: 

1 Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  tor  metastatic 
disease  2.  Known  or  suspected  estrogen-dependent  neoplasia.  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding,  5.  Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  ot  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
eslrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  of  endometrial  carcinoma  (see  Boxed  Warning) 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  ol  breast  cancer  in  postmenopausal 
women  A recent  study  has  reported  a 2-  lo  3-lold  increase  in  the  risk  of  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  eslrogens. 

Adverse  effects  ot  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treal  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement:  il  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  tor  postpartum  breast  engorgement  Users  ot  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism  stroke  and 
myocardial  infarction  Cases  ol  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users.  An  increased  risk  ol  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ol  oral  contraceptives.  If  teasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  ot  the  type  associated  with  an  increased  risk  ot  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis  thromboembolic 
disorders,  or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used 
w:ii  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated 
e.trogens  per  day)  comparable  to  those  used  to  treal  cancer  ot  Ihe  prostate  and  breast  have  been  shown  to 
increase  the  risk  of  nontatal  myocardial  infarction,  pulmonary  embolism,  and  thrombophlebitis  When  doses  of 
ihis  size  are  used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ol  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ol  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metaslases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  lo  the 
initiation  ot  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  tor  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dystunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding 
mastodyma  etc  Prolonged  administration  ol  unopposed  eslrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  ol  mental  depression  Patients  with  a history  ol  depression  should  be  carefully  observed  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ot  estrogen 
therapy  when  relevant  specimens  are  submitted  It  jaundice  develops  in  any  patient  receiving  estrogen  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Eslrogens  should  be  used  with  care  in 
patients  with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete  II  concomitant  progestin  therapy  is  used  potential 
risks  may  include  adverse  etlects  on  carbohydrate  and  lipid  metabolism 
The  tallowing  changes  may  be  expected  with  larger  doses  of  eslrogen 
a Increased  sultobromophthalein  retention. 

b Increased  prothrombin  and  factors  VII,  VIII,  IX.  and  X.  decreased  antilhrombm  3.  increased  norepinephrme- 
mduced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  lo  increased  circulating  total  thyroid  hormone  as 
measured  by  PBI,  L by  column,  or  T„  by  radioimmunoassay  Free  T,  resin  uptake  is  decreased  reflecting  the 
elevated  TBG.  tree  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion. 

I Reduced  response  lo  metyrapone  test 

g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration 

As  a general  principle,  the  administration  of  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  ol  natural  and  synthetic  eslrogens  in  certain  animal  species  increases 
the  frequency  ot  carcinomas  ot  the  breast,  cervix,  vagina,  and  liver  However,  in  a recent  large  case-controlled 
women  lhere  was  no  increase  in  risk  01  breast  cancer  with  use  ol  conjugaled  estrogens 
ADVERSE  REACTIONS:  The  tallowing  have  been  reported  with  estrogenic  therapy,  including  oral  con- 
traceptives breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like 
syndrome,  amenorrhea  during  and  alter  treatment,  increase  in  size  ol  uterine  tibromyomala  vaginal  candidiasis  l 
change  in  cervical  erosion  and  in  degree  ol  cervical  secretion,  cystitis-like  syndrome  tenderness  enlargement 
secretion  (ot  breasts),  nausea,  vomiting  abdominal  cramps,  bloating,  cholestatic  taundice.  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  multitorme.  erythema  nodosum,  hemorrhagic 
eruption,  loss  ol  scalp  hair  hirsutism,  steepening  of  corneal  curvature,  intolerance  to  contact  lenses  headache 
migraine  dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight  reduced  carbohydrate  tolerance 
aggravation  ol  porphyria,  edema,  changes  in  libido 

ACUTE  OVEROOSAGE:  May  cause  nausea,  and  withdrawal  bleedmq  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN"  Brand  ol  conjugated  estrogens  tablets,  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  ot  moderate-to-severe  vasomotor  symptoms  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 mg  to  1 25  mg  or  more  daily)  The  lowest  dose 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off)  Attempts  lo  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Osteoporosis  Female  castration  Osteoporosis  — 0 625  mg  daily  Administration  should  be 
cyclic  (eg  three  weeks  on  and  one  week  ott)  Female  castration— 1 25  mg  daily,  cyclically  Adjust  upward  or 
downward  according  to  response  ol  the  patient  For  maintenance  adjust  dosage  to  lowest  level  that  will  provide 
effective  control 

Patients  with  an  intact  uterus  should  be  monitored  lor  signs  ot  endometrial  cancer  and  appropriate  measures 
bkeji  Jo  rule  out  malignancy  in  Ihe  event  ot  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN"  Brand  of  conjugated  estrogens  Vaginal  Cream 
Given  cyclically  lor  short  term  use  only  For  treatment  ol  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  off) 

Attempts  lo  discontinue  or  taper  medication  should  be  made  at  three-  lo  six-month  intervals 
Usual  dosage  range  2 g to  4 g daily,  inlravagmally,  depending  on  the  severity  of  the  condition 
treated  patients  with  an  intacf  uterus  should  be  monitored  closely  tar  signs  ol  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  ot  persistent  or  recurrinq 
abnormal  vaginal  bleeding 
References: 

1.  Lindsay  R,  Hart  DM,  Clark  DM  The  minimum  ettective  dose  ot  estrogen  for  prevention  of  postmenopausal 
bone  loss  OOsZer  Gynecor  1984.63  759-76  3 2.  Sludd  JWW  Thom  MH  Paterson  MEL,  etal  The  prevention  and 
treatment  ol  endometrial  pathology  in  postmenopausal  women  receiving  exogenous  estrogens  in  Pasello  N 
Paoletli  R Ambrus  JL  (eds)  The  Menopause  and  Postmenopause  Lancaster.  England  MTP  Press  Ltd  1980 
chap  13 
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hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 

The  original  hydrocodone  analgesic. 


wim. 


■ Freedom 
from  pain 

Just  one  part  of 
pain  relief  therapy. 

f Vicodin®  provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION  SEDATION  EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X XX 

X 

OXYCODONE 

XX 

XX  XX  XX 

XX 

Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome;  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

. ..and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codei  ne.1 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  lonqer  lasting  pain  relief  than  60  mg. 
of  codeine.2 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


Specify  " Dispense  as  written"  for  the  original 

hydrocodone  analgesic. 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 

Drug  Abuse  and  Dependence:  VICODIN"  issubjecttotheFederalControlledSubstancesAct 
i.  (Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescribed  and  admin- 
s'5 istered  with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 

medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression,  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 
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LEADERSHIP  CONFERENCE 
FOCUSES  ON  FUTURE 

Over  400  officers  of  county  medical  societies,  specialty  societies,  hospital  medical 
staffs,  and  PMS  met  April  21  and  22  to  consider  issues  concerning  medical  care 
in  Pennsylvania  in  the  balance  of  this  century.  Interpreting  the  issues  and  outlin- 
ing possible  solutions  for  problems  were  nationally  known  medical  leaders,  three 
members  of  Governor  Robert  P.  Casey’s  cabinet,  and  business  and  labor  leaders 
involved  in  medical  care  cost  containment  in  the  Commonwealth.  A reception  for 
conferees  and  members  of  the  1987-88  General  Assembly  and  a luncheon  featur- 
ing an  address  by  James  S.  Tbdd,  MD,  deputy  executive  vice  president  of  the  AMA, 
were  conference  highlights. 

PMS  TASK  FORCE  ON  AIDS 
HOLDS  FIRST  MEETING 

A glossary  of  terms  used  in  the  discussion  of  acquired  immune  deficiency  syn- 
drome, education  of  professionals,  educations  of  patients,  and  interaction  with  the 
public  were  the  areas  discussed  when  the  PMS  task  force  on  AIDS  met  April  10 
at  Society  headquarters.  Gerald  L.  Andriole,  MD,  PMS  vice  president,  chaired  the 
meeting  which  included  representatives  of  the  Department  of  Health.  Other  task 
force  members  are:  Robert  C.  Aber,  MD,  Hershey;  John  J.  Dennehy,  MD,  Danville; 
Jeannine  R.  Hahn,  MD,  King  of  Prussia;  Donald  Kaye,  MD,  Philadelphia;  Martin  A. 
Murcek,  MD,  Greensburg;  and  Mrs.  Thomas  H.  Malin,  Camp  Hill,  representing 
the  PMS  Auxiliary. 

DR.  MARCONIS  CHAIRMAN 
OF  STATE  MEDICAL  BOARD 

Joseph  T.  Marconis,  MD,  of  Pottsville,  has  been  named  chairman  of  the  State  Board 
of  Medicine,  succeeding  Barbara  K.  Shore,  PhD,  of  Pittsburgh.  Dr.  Marconis,  a 
urologist,  is  president  of  the  Schuylkill  County  Medical  Society.  Appointed  to  the 
board  late  in  1986  were  Lawrence  D.  Ellis,  MD,  Pittsburgh;  Gary  W.  Lyons,  MD  Erie; 
and  Jason  Shu,  MD,  Williamsport. 

SOUTHWESTERN  HSA 
SHUTS  DOORS  MAY  31 

The  Health  Systems  Agency  of  Southwestern  Pennsylvania  ends  operations  May 
31,  leaving  only  the  NY-Penn  HSA  still  functioning  in  Pennsylvania.  As  the 
Southwestern  HSA  phases  out,  a local  review  organization  is  being  formed  by  the 
Health  Policy  Institute  based  at  the  University  of  Pittsburgh.  Meanwhile  the  Penn- 
sylvania Department  of  Health  performs  certificate  of  need  reviews  for  proposed 
buildings  and  equipment  for  health  care  facilities. 

ABORTIONS  DOWN  3.4% 
IN  STATE  FOR  1986 

For  the  sixth  year  in  a row  abortions  declined  in  Pennsylvania.  Last  year,  51,666 
abortions  were  reported,  down  27.3  percent  from  the  65,777  abortions  reported 
in  1980,  when  the  state  recorded  its  highest  yearly  total.  In  1985,  53,465  abortions 
were  performed.  Nearly  all  the  abortions  performed  in  1986  were  first  trimester 
procedures— a total  of  49,278  or  95.4  percent.  The  Pennsylvania  Department  of 
Health  last  year  approved  144  facilities  to  perform  abortions  and  all  the  facilities 
submitted  the  required  reports. 

LIVING  WILL  LEGISLATION 
MOVING  IN  LEGISLATURE 

The  Senate  Health  and  Welfare  Committee  approved  a bill  April  7 which  would 
allow  individuals  to  write  “living  wills”  saying  that  they  do  not  want  life-sustaining 
care  if  they  become  terminally  ill.  While  allowing  the  individual  to  draft  a legal 
document  detailing  the  medical  treatment  to  be  administered  or  withheld  in 
terminal  illness,  the  legislation  also  defines  and  forbids  euthanasia  and  aided 
suicide  A controversial  section  of  the  bill  specifies  that  an  incurably  ill  pregnant 
woman  must  be  kept  alive  to  permit  a five  birth  unless  it  would  be  physically  harm- 
ful and  unreasonably  painful  to  the  patient  to  do  so. 

FEDERAL  COURT  UPHOLDS 
MANDATED  ASSIGNMENT 

A Massachusetts  law  mandating  Medicare  assignment  as  a condition  of  licensure 
for  physicians  was  upheld  in  the  U.S.  Court  of  Appeals.  The  March  31  decision 
was  on  an  appeal  filed  by  the  American  Medical  Association,  which  now  will  take 
the  matter  to  the  U.S.  Supreme  Court.  Similar  legislation  linking  licensure  to  the 
acceptance  of  Medicare  assignment  is  pending  in  Iowa,  Connecticut,  New  Jersey, 
Ohio,  Rhode  Island,  Vermont,  and  Washington.  Such  proposals  died  in  commit- 
tee in  legislatures  in  Maryland  and  New  Hampshire 
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Balancing  cost  and  quality 


In  January  1987,  the  Pennsylvania  Buy 
Right  project  entered  the  second  year  of  its 
three-year  attempt  to  contain  medical  costs 
while  preserving  access  to  and  quality  of  health 
care. 

Buy  Right  is  a program  conceived  and  devel- 
oped “to  assert  the  purchasing  power  of  those 
who  pay  for  and  consume  health  care  in  a rea- 
sonable and  fair  way”  It  is  based  on  four  prin- 
ciples. (1)  The  path  to  cost-effective  medical 
care  is  to  stimulate  competition.  (2)  Conserva- 
tive providers  should  be  rewarded  with  a larger 
market  share.  (3)  Quality  must  not  be  compro- 
mised. (4)  Consumers  should  be  provided  the 
means  and  incentives  to  use  low-cost,  high- 
quality  providers. 

The  thrust  of  the  Buy  Right  project  at 
present  is  to  “encourage  hospitals  to  develop 
data  collection  systems  ...  to  assure  quality 
and  efficiency.”  Although  physicians  have  ex- 
pressed concern  about  the  quality  of  medical 
care  under  the  various  health  care  financing 
plans  that  have  arisen  over  the  past  two  de- 
cades, there  have  never  been  concrete,  identifi- 
able indices  of  quality.  Rarely,  if  ever,  have  pay- 
ment plans  assessed  physician  performances  or 
patient  outcomes.  DRGs  do  not  measure  qual- 
ity; they  only  limit  allowable  expenditures 
through  price  control.  In  order  for  quality  to  be 
measured  based  upon  outcomes,  we  must  first 
put  into  place  an  information-gathering  sys- 
tem. From  this,  a data  file  can  be  developed 
and  computerized.  Changes  in  medical  practice 
must  be  pursued  if  we  discover  that  we  are  not 
meeting  the  standards  of  quality  and/or  effi- 
ciency as  discovered  by  our  information  sys- 
tem. 

Businesses  are  attempting  to  lower  expenses 
for  health  benefits  because  the  costs  for  health 
insurance  plans  are  consuming  larger  and 
larger  shares  of  the  profit.  In  the  past,  there 
have  been  no  incentives  to  buy  the  most  effi- 
cient, low-cost  plans  since  medical  care  cover- 
age was  provided  by  employers  as  an  employ- 
ment benefit.  The  picture  is  changing. 

Now  businesses  will  attempt  to  send  employ- 
ees to  low-cost,  high-efficiency  providers  by 
finding  the  means  to  identify  and  select  these 
providers  and  by  educating  the  public.  Man- 
agement will  use  the  information  systems  to 
assess  cost  and  quality  and  analyze  them.  Hav- 
ing identified  cost  effective  providers  and  initi- 
ated education  programs  for  employees  to  select 
the  most  efficient  health  care  system,  employers 
will  then  provide  incentives  to  buy  right.  These 
will  be  financial.  Additional  premium  coverage 
for  less  efficient  plans,  or  reimbursement  of  ex- 


penses incurred  outside  the  selected  plan  will  be- 
come the  responsibility  of  the  employee  as  an 
out-of-pocket  expense.  Presumably  this  pro- 
vides the  patient  with  an  incentive  to  opt  for  the 
most  efficient  health  care  coverage. 

Competitive  marketing  programs  tend  to 
slip  into  errors  of  assumption.  First,  and  most 
important,  a “reasonably  informed”  consumer 
probably  does  not  exist.  Patients  are  likely  to 
take  their  leads  from  those  whom  they  perceive 
to  be  authorities  on  these  subjects— probably 
their  physicians.  If  the  reasonably  informed 
consumer  does  not  exist,  then  many  individual 
choices  on  countless  life  and  death  matters  are 
made  with  less  than  adequate  information  on 
the  part  of  the  consumer.  Even  these  choices 
must  be  respected.  Physicians  have  been  ac- 
cused, perhaps  with  some  cause,  of  being  pater- 
nalistic in  the  rendering  of  medical  care.  Busi- 
nesses that  offer  choices  of  medical  care  plans 
based  on  the  idea  of  reasonably  informed 
consumers— to  the  exclusion  of  individual 
choice— also  are  taking  a paternalistic  attitude. 

In  the  rush  to  economize  on  health  expendi- 
ture, competitive  plans  forget  about  indigent 
health  care.  They  let  this  knotty  problem  for 
the  government.  The  long  term  effect  of  loss  of 
economic  supports  for  medical  education  and 
research  are  not  considered.  Again,  it  appears 
that  government  will  be  called  upon  to  address 
this  problem.  Will  the  lack  of  funding  in  these 
areas  also  cause  a loss  of  quality  but  over  a 
longer  period  of  time— causing  the  results  to  be 
felt  “not  with  a bang  but  with  a whimper”? 
(T.S.  Eliot— The  Hollow  Men ) How  can  we  be 
sure  that  we  are  not  sacrificing  essential  ser- 
vices in  the  name  of  cost  efficiency? 

“Changes  never  answer  the  end.”  (Roger 
North— Examen,  1740).  “One  reason  is  that 
when  men  propose  changes  they  always  think 
of  them  as  taking  place  in  a static  situation, 
whereas  the  making  of  the  change  of  necessity 
alters  the  situation  so  that  the  change  really 
takes  place  in  another  situation.  And  then 
many  changes  are  dynamic  and  set  in  motion 
many  other  changes.”  Physicians  cannot  ! 
stand  by  hoping  that  the  status  quo  will  re- 
main. A team  effort  is  important  to  the  reduc- 
tion of  medical  costs.  Physicians  need  to  be  a 
part  of  that  team,  to  direct  the  very  important 
quality  issues.  No  one  knows  more  about  the 
quality  of  medical  care  than  the  physician  pro- 
vider and  no  one  knows  better  what  will  hap- 
pen if  quality  takes  a back  seat  to  cost. 

David  A.  Smith,  MD 

Medical  Editor 
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Less  pain.  Less  blood  loss.  Less  anesthesia.  Less  cost. 

In  some  cases,  laser 
surgery  can  give  your  patients 
less  worry  and  more  benefits 
than  conventional  surgery. 

Benefits  including  less  time  in 
the  hospital.  Less  pain  and 
anesthesia.  Less  blood  loss. 

Less  expense.  And  now,  you 
can  offer  your  patients  the 
many  benefits  of  laser  surgery 
through  the  staff  and  facilities 
of  The  Pittsburgh  Laser  Center. 

The  Laser  Center  has 
been  the  subject  of  a great  deal 
of  attention.  Your  patients  have 
learned  about  it  through 
TV,  radio  and  newspaper  ads. 

© 1987  Laser  Centers  of  America 


They  will  be  asking  questions. 
Whether  you  are  a surgeon  or 
a referring  physician,  it’s  more 
important  than  ever  to  contact 
The  Laser  Center  for  more 
information. 

The  staff  of  The  Pitts- 
burgh Laser  Center  has  had 
comprehensive  training  on 
state-of-the-art  equipment, 
including  instruction  by  lead- 
ing international  laser  experts 
during  hands-on  training  ses- 
sions. In  addition,  they  have 
access  to  over  one  hundred  top 
laser  specialists  in  every  disci- 
pline. Through  your  association 


with  The  Laser  Center,  you’ll 
be  able  to  offer  your  patients 
the  kind  of  benefits  that  only 
laser  surgery  can  provide. 

For  more  information,  please  call 

1-800-648-8877. 

TheRttsbuigh 

LaserCenter 

AT  ST.  FRANCIS9 
Enlightened  Medicine. 
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Court  upholds  peer  review  confidentiality 


Elizabeth  B.  Metz.  Esq. 

The  Pennsylvania  Peer  Review  Pro- 
tection Act1  protects  the  confidentiality 
of  hospital  peer  review  proceedings. 
The  pertinent  language  reads: 

The  proceedings  and  records  of  a re- 
view committee  shall  be  held  in  confi- 
dence and  shall  not  be  subject  to  dis- 
covery or  introduction  into  evidence 
in  any  civil  action  against  a profes- 
sional health  care  provider  arising  out 
of  the  matters  which  are  the  subject 
of  evaluation  and  review  by  such  com- 
mittee and  no  person  who  was  in  at- 
tendance at  a meeting  of  such  com- 
mittee shall  be  permitted  or  required 
to  testify  in  any  civil  action  as  to  any 
evidence  or  other  matter  produced  or 
presented  during  the  proceeding  of 
such  committee  or  as  to  any  findings, 
recommendations,  evaluations,  or 
opinions  or  other  actions  of  such  com- 
mittee or  any  member  thereof.2 
Recently,  the  Pennsylvania  Superior 
Court  ruled  on  the  scope  of  protection 
afforded  by  the  Act.  The  decision  San- 
derson v.  Bryan 3 was  rendered  in  the 
context  of  a malpractice  action  against 
a hospital  and  a physician  member  of 
the  hospital’s  medical  staff.  The  plain- 
tiffs, a husband  and  wife,  alleged  the 
husband’s  physical  problems  were  exac- 
erbated as  a result  of  surgical  proce- 
dures performed  on  the  husband  by  the 
physician  at  the  hospital.  The  plaintiffs 
claimed  that  the  physician  was  negli- 
gent in  performing  the  procedures  and 
that  the  hospital  was  negligent  in  allow- 
ing the  physician  to  perform  the  proce- 
dures and  in  failing  to  supervise  and 
monitor  the  procedures. 

During  discovery,  the  plaintiffs  filed  a 
request  directed  at  the  hospital  for  pro- 
duction of  documents.  The  documents 
which  were  the  object  of  the  request  in- 
cluded the  records  of  hospital  review  or- 
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ganizations  involving  the  physician’s 
qualifications  and  performance,  except 
those  relating  to  the  surgical  proce- 
dures the  physician  performed  on  the 
husband.  The  request  apparently  ex- 
cluded the  latter  records  because  the 
plaintiffs  conceded  those  records  were 
protected  from  disclosure  under  the 
Act.  The  hospital  nonetheless  objected 
to  producing  any  peer  review  records, 
asserting  all  such  records  were  privi- 
leged under  the  Act.  The  physician  filed 
a petition  for  a protective  order  for  simi- 
lar reasons. 

The  trial  court  denied  the  objections 
and  petition  in  part  and  ordered  the 
hospital  to  produce  some  of  the  records 
(complaints,  findings  and  recommenda- 
tions).4 In  support  of  that  order  the  trial 
court  focused  on  the  words  “and  shall 
not  be  subject  to  discovery  ...  in  any 
civil  action  against  a professional 
health  care  provider  arising  out  of  the 
matters  which  are  the  subject  of  evalua- 
tion and  review  by  such  committee.” 
According  to  the  trial  court,  that  lan- 
guage limited  the  scope  of  the  privilege 
to  review  material  pertaining  to  the 
plaintiff’s  treatment.  Allowing,  how- 
ever, for  the  privacy  of  the  other  pa- 
tients whose  treatment  was  reviewed, 
the  trial  court  directed  the  hospital  to 
exclude  their  names  and  addresses  from 
the  produced  records. 

Not  surprisingly,  the  trial  court  deci- 
sion alarmed  those  who  recognize  the 
important  role  peer  review  plays  in  as- 
suring quality  patient  care.  Candid  and 
uninhibited  reviews  are  needed  to  make 
peer  review  work  effectively.  But,  with- 
out a firm  and  broad  guarantee  of  confi- 
dentiality, effective  peer  review  simply 
will  not  take  place.  The  trial  court  deci- 
sion not  only  eliminated  any  guarantee 
of  confidentiality,  but  allowed  for  broad 
disclosure.  Applying  the  trial  court  in- 
terpretation of  the  Act,  ultimately,  de- 
pending on  the  identity  of  the  plaintiff, 
the  records  of  all  peer  review  proceed- 
ings would  be  discoverable.  Because  of 


the  devastating  effect  that  result  would 
have  on  peer  review,  the  Pennsylvania 
Medical  Society  participated  on  appeal 
as  an  amicus  curiae. 

Agreeing  with  the  PMS  position,  the 
Superior  Court  reversed  the  trial  court 
and  ordered  that  the  records  sought  by 
the  plaintiffs  were  privileged  from  dis- 
closure under  the  Act.  The  Superior 
Court’s  holding  was  premised  on  the 
principle  of  statutory  construction  that 
an  ambiguous  statute  must  be  inter- 
preted in  light  of  the  legislative  intent. 
The  clear  legislative  purpose  of  the  Act 
was  to  foster  peer  review  by  affording 
confidentiality  to  the  proceedings.  In 
the  words  of  the  Superior  Court,  the 
trial  court’s  interpretation  “flies  in  the 
face  of  legislative  intent  and  renders  the 
Act  senseless.”5  The  Superior  Court 
also  noted  that  the  trial  court  interpre- 
tation infringed  on  the  privacy  rights  of 
patients. 

Despite  the  Superior  Court’s  decision 
in  Sanderson  v.  Bryan,  there  is  still  no 
guarantee  that  hospital  peer  review  pro- 
ceedings will  not  be  the  subject  of  dis- 
covery when  relevant  to  pending  litiga- 
tion. In  Robinson  v.  McGovern 6 a 
federal  district  court  held  the  Act  was 
not  applicable  in  federal  antitrust  cases. 
The  district  court  balanced  the  need  for 
confidentiality  against  the  need  for  dis- 
closure and  ruled  in  favor  of  disclosure  ! 
because  the  records  went  to  “the  heart 
of  the  issues”  in  the  case— why  the 
plaintiff  was  denied  staff  privileges. 

In  sum,  although  the  Pennsylvania 
Medical  Society  has  been  successful  on 
the  state  level  in  assuring  the  confiden- 
tiality of  hospital  peer  review  proceed- 
ings, work  still  needs  to  be  done  on  the 
national  level. 


1.  Pa.  Stat.  Ann.  tit.  63.  §§425.1-425.4  (Purdon  1986 
Supp.). 

2.  Id.  at  §425.4. 

3.  Nos.  86-236.  86-237  (Pa.  Super.  March  23,  1987). 

4.  Sanderson  v.  Bryan,  No.  82-3401  (Cum.  Co.  May  23, 
1985). 

5.  id,  slip  op.  at  6. 

6.  83  F.R.D.  70  (W.D.  Pa.  1979). 
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PMS  Trust  acknowledges  recent  gifts 


The  Educational  and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society  recognizes  the 
generosity  of  the  following  individuals  and  or- 
ganizations contributing  between  January 
and  March  of  1987. 

‘Isabelle  Amarose 
David  E.  Artzerounian,  MD 
Joseph  P.  Bering,  MD 
Charles  A.  Bikle,  MD 
‘Richard  A.  Borrison,  MD 
Walter  H.  Burgin,  MD 
Louis  F.  Campana,  MD 
Robert  J.  Carroll,  MD 
‘Adams  County  Medical  Society 
Beaver  County  Medical  Society 
‘Cambria  County  Medical  Society 
Crawford  County  Medical  Society  Auxiliary 
Delaware  County  Medical  Society 
Fayette  County  Medical  Society  Auxiliary 
Lackawanna  County  Medical  Society 
Auxiliary 

Lehigh  County  Medical  Society  Auxiliary 
‘Mercer  County  Medical  Society 
‘Northampton  County  Medical  Society 
Northumberland  County  Medical  Society 
Auxiliary 


'Schuylkill  County  Medical  Society  Auxiliary 
(in  memory  of  Rabia  Akbar) 

Washington  County  Medical  Society 
Auxiliary 

York  County  Medical  Society  Auxiliary 
F.  Boyd  Couch,  MD 
Barbara  C.  Custer 
Dr.  and  Mrs.  F.  Dennis  Dawgert 
Philip  E.  Donahue,  MD 
Jesse  G.  Fear,  MD 
Mr.  and  Mrs.  Arthur  L.  Ferns 
Joseph  B.  Fitzgerald,  MD 
James  J.  Gaul,  MD 
‘Dwight  G.  Geha,  MD 
Louis  Gerstley,  III,  MD 
‘Joseph  P.  Guaraldo,  MD 
Donna  M.  Hahn 
Margaret  E.  Hallock,  MD 
Natalie  A.  Harley 
Charles  Heisterkamp,  III,  MD 
George  G.  Hohberger,  MD 
Joan  M.  Koiro 
Sam  I.  Krinsky,  MD 
Kalyan  S.  Krishnan,  MD 
Ula  E.  Levin 
Jay  W.  MacMoran,  MD 


Robert  E.  McAfee,  MD 
‘Christine  L.  McClure 
Mary  M.  McKay  & Son 
Daniel  J.  Melkus,  MD 
Richard  Orlandi 

Mr.  and  Mrs.  John  Osipovitch  & Friends 
Pennsylvania  Medical  Society 
James  M.  Pedigo,  MD 
Allen  K.  Radkowsky 
'Ronald  M.  Repice,  MD,  PC 
Blairanne  H.  Revak,  MD 
Thomas  V.  Rieser,  MD 
Andrew  Roberts,  MD 
Joan  M.  Ruffle,  MD 
Irving  J.  Sales,  MD 
Gregory  J.  Salko,  MD 
‘Samuel  P.  Mandell  Foundation 
‘William  D.  Slemenda,  MD 
John  J.  Snyder,  MD 
Alex  H.  Stewart 
Elizabeth  H.  Thilo,  MD 
Edith  R.  Welty,  MD 
‘Michael  R.  Wilson,  MD 
‘Edward  J.  Zobian,  MD 

*Charter  Donor 
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THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 

Cardiology 
Update  . . . 

is  designed  for  the  physician  and  provides  an  intensive  survey  of  the  current 
status  of  clinical  cardiology  . . . 

WEDNESDAY,  JUNE  3,  1987 

DIAGNOSIS  AND  MANAGEMENT  OF  CARDIOMYOPATHY 
20  Minute  Lectures — Questions  and  Answers  (10  Minutes) 
Moderator:  Terry  Langer,  M.D. 

3 p.m. 

Classification  and  Clinical,  Hemodynamic,  and  Ventriculographic  Findings — 
Abdulmassih  Iskandrian,  M.D. 

Case  Presentations — Michael  Blick,  M.D. 

Drug  Treatment:  Long  Term  Results — Garo  Garibian,  M.D. 

Cardiac  Transplantations:  Current  Status— Paschal  Spagna,  M.D. 

Questions  and  Answers — The  Audience 


• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 

• Parking  Available  (at  discount  rate) 

• • Wine  and  Cheese  Served  Following  Each  Session  • • 


Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

*The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to 
sponsor  continuing  education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical 
activity  for  22.5  credit  hours  of  Category  I of  the  Physicians  Recognition  Award  of  the  AMA. 
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PMS  sponsors  conference  on  data  collection 


“The  Impact  of  Mandated  Data  Col- 
lection on  the  Delivery  of  Health  Care 
in  Pennsylvania,”  a two-day  conference 
sponsored  by  PMS  and  the  Hospital 
Association  of  Pennsylvania,  will  be 
held  June  6-7  at  the  Hotel  Hershey, 
Hershey. 

The  conference  will  help  prepare 
Pennsylvania  health  care  providers  for 
the  collection,  integration,  and  distribu- 
tion of  cost  and  quality  data  mandated 
by  the  Health  Care  Cost  Containment 
Act  of  1986. 

PMS  President  R.  Robert  Tyson,  MD 
will  open  the  two-day  conference  on  Sat- 


urday afternoon,  June  6.  Saturday’s 
program  will  feature  a round  table  dis- 
cussion on  “Mandated  Data  Collection: 
Data  Council  and  JCAH  Requirements 
for  Practitioners  and  Hospitals.”  The 
panelists  are:  Ernest  Sessa,  executive 
director  of  the  Health  Care  Cost  Con- 
tainment Council;  Jane  Barton,  MD, 
president  of  the  Dauphin  County  Medi- 
cal Society;  Douglas  J.  Spurlock,  hospi- 
tal representative  on  the  Health  Care 
Cost  Containment  Council;  Susan  Sho- 
walter  of  the  Center  for  Policy  Studies, 
Minneapolis;  Michael  Pine,  MD,  of  the 
Joint  Commission  on  Accreditation  of 


Hospitals;  Charles  A.  Heisterkamp  III, 
MD,  of  the  PMS  Council  on  Medical 
Economics;  and  Robert  C.  Lloyd,  PhD, 
of  the  Hospital  Research  Foundation, 
Camp  Hill. 

The  second  day  of  the  conference  will 
include  the  following  sessions:  “Sever- 
ity Indexing:  An  Analysis  of  Five  Ma- 
jor Systems,”  “The  Impact  of  Data  Re- 
porting in  Medical  Practice  and  Medical 
Staff/Management  Relations,”  and 
“The  Impact  of  Severity  Indexing  on 
Peer  Review  and  Credentialing.”  The 
program  will  end  with  a presentation  by 
Eric  N.  Berkowitz,  PhD,  chairman  of 
the  department  of  marketing  of  the 
School  of  Management  at  the  Univer-  j 
sity  of  Massachusetts.  Dr.  Berkowitz  ; 
will  speak  about  new  horizons  for  data 
in  health  care. 

Those  attending  the  program,  will  re- 
ceive nine  credit  hours  in  Category  1 of  I 
the  Physicians  Recognition  Award  of 
the  American  Medical  Association.  For 
more  information  and  registration  ma- 
terials, contact  Denise  Zimmerman, 
PMS  Council  on  Medical  Practice,  (717) 
763-7151. 


Dr.  Nemir  leads  Philadelphia  ACS  chapter 


Paul  Nemir  Jr.,  MD,  of  Philadelphia, 
has  been  named  president  of  the  newly 
formed  Philadelphia  chapter  of  the 
American  College  of  Surgeons. 

Dr.  Nemir  is  Board  certified  in  sur- 
gery and  thoracic  surgery.  He  was  sur- 
geon in  chief  at  the  Graduate  Hospital, 
Philadelphia,  from  1973  to  1986,  and  he 
now  serves  on  the  hospital’s  executive 
committee. 


The  Philadelphia  chapter  of  the  ACS 
was  established  in  1986.  To  become  a 
member  of  the  chapter,  a physician 
must  reside  and  practice  in  the  Philadel- 
phia area  and  be  a fellow  of  the  national 
organization. 

“A  regional  chapter  such  as  the  one 
we  are  establishing  provides  an  effec- 
tive way  to  disseminate  educational  ma- 
terial to  members,”  Dr.  Nemir  said. 


NOTICE 

In  the  early  1980s  I wrote  an  article  which  appeared  in  Pennsylvania  Medicine,  a magazine  circu- 
lated throughout  Pennsylvania  by  the  Pennsylvania  Medical  Society. 

The  article  reviewed  a legal  decision  of  the  Pennsylvania  Superior  Court  dealing  with  the  proce- 
dures to  be  followed  by  hospitals  who  are  in  conflict  with  physicians  regarding  staff  privilege  appoint- 
ments. 

At  the  end  of  this  article  I made  a negative  reference  which  I now  recognize  could  have  been 
construed  by  any  reader  as  a direct  reference  to  Ralph  J.  Miller,  a prominent  physician  and  urologist 
who  practices  in  Indiana  County. 

I wish  to  set  the  record  straight  for  any  of  your  readers  who  might  have  read  that  article.  I never 
intended  this  reference  to  apply  to  Dr.  Ralph  Miller.  Indeed,  there  would  be  no  factual  basis  for  such 
a reference  to  Dr.  Miller. 

I extend  my  sincere  apologies  to  Dr.  Miller  and  his  family  for  any  harm  resulting  from  this  article. 

Fred  Speaker 
Attorney  at  Law 
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Give  your  angina  patients 
what  they're  missing... 


CARDIZEM:  FEW  SIDE  EFFECTS 

diltiazem  HCI/Marion 


Antianginal  action  includes  dilatation  of 
coronary  arteries,  a decrease  in  vascular  resis- 
tance/afterioad,  and  a reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina ' 

Compatible  with  otherantianginals2  3 

A safe  choice  for  angina  patients  with  coexisting 
hypertension,  asthma,  COPD,  or  PVD4  5 

See  Warnings  and  Precautions. 


Please  see  brief  summary  of  prescribing  information  on  the  next  page. 


raomrar  few  side  effects 

diltiazem  HCI/Marion  IN  ANTIANGINAl  THERAPY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM ' 

(diltiozem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  head  rates  (padicularty  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 
0.48%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a single  dose  of  60  mq  of 
diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3.  Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 

■ tase,  CPK,  LDH,  SGOT,  SGPT.  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy  The  relationship  to 
CARDIZEM  is  uncertain  in  most  coses,  but  prob- 
able in  some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  As  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mgAg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM.  (See  WARNINGS  ) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxm  levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  ot 
Fertility.  A 24-month  study  in  rats  and  a 21 -month  study 
in  mice  showed  no  evidence  ot  carcinogenicity  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats 
Pregnancy.  Category  C Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits.  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates  There  was  an  increased  incidence  ot 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 
There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  it  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels.  If  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted. 

Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 
The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  ot  calcium  influx  inhibition 
In  many  cases  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  their  frequency  ot  presentation  ore  edema  (2  4%), 
headache  (2  1%)  nausea  (1  9%),  dizziness  (1.5%), 
rash  (13%),  asthenia  (1.2%).  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1 % ) 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  head 
failure,  flushing,  hypotension,  palpi- 
tations, syncope 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  ot  alkaline  phosphatase, 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Petechioe,  pruritus,  photosensitivity, 
udicana. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation  hyperglycemia,  nasal 
congestion,  nocturia,  osteoadicular 
pain,  polyuria,  sexual  dificulties 
The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing 
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Public  TV  channels  to  air  film  on  medicine 


The  physicians’  view  on  current 
health  care  issues— that’s  what  Penn- 
sylvanians in  the  Lehigh  Valley  and 
Pittsburgh  area  will  be  able  to  view  on 
their  local  public  television  stations  in 
May. 

The  PMS  Committee  on  Public  Rela- 
tions has  arranged  for  WLVT-TV  Chan- 
nel 39,  Lehigh  Valley,  and  WQEX-TV, 
Channel  16,  Pittsburgh  to  air  “Preserv- 
ing Tradition,  Embracing  Change:  A 
Film  About  American  Medicine.” 

This  29-minute  video  explores  and  an- 
alyzes, from  the  perspective  of  physi- 
cians, the  significant  issues  in  health 
care  nationwide.  Narrated  by  Martin 
Landau,  the  film  examines  patient  ex- 
pectations, cost,  new  technology,  reim- 
bursement mechanisms,  uncompen- 
sated care,  medical  liability,  and  the 
government’s  effect  on  health  care  de- 
livery. 

This  video  has  been  customized  from 

Abington  Hospital  named 
state’s  17th  trauma  center 

Abington  Memorial  Hospital, 
Abington,  has  been  designated  a Level 
II  Regional  Trauma  Center  by  the 
Pennsylvania  Trauma  Systems  Foun- 
dation, the  organization  that  directs  a 
voluntary  accreditation  program  for 
trauma  centers. 

The  hospital  was  granted  this  status 
in  March,  bringing  to  17  the  total  of  in- 
stitutions accredited  as  trauma  centers 
by  the  Pennsylvania  Trauma  Systems 
Foundation. 

Trauma  centers  maintain  resources 
needed  to  provide  efficient  surgical  in- 
tervention for  the  three  to  five  percent 
of  emergency  victims  with  severe,  life- 
threatening  injuries.  Both  Level  I and 
Level  II  hospitals  are  required  to  have 
trauma  specialists  in  house  at  all  times. 
In  addition,  Level  I centers  conduct 
trauma  research  and  education  pro- 
grams. 

The  Pennsylvania  Trauma  Systems 
Foundation  accepts  applications  for 
trauma  center  designation,  and  trauma 
experts  from  across  the  United  States 
survey  hospitals  that  apply.  Programs 
at  new  centers  are  reviewed  for  reac- 
creditation after  one  year.  After  the 
first  year’s  reassessment,  they  are  sur- 
veyed every  two  years. 


an  original  produced  by  the  Oklahoma 
State  Medical  Society. 

The  scheduled  airing  of  this  program 
is: 

WLVT-TV,  Channel  39,  Lehigh  Valley- 
Thursday,  May  14  at  8:30  p.m. 
WQEX-TV,  Channel  16,  Pittsburgh — 
Sunday,  May  31  at  7:00  p.m. 

Posters  promoting  this  program  are 
being  prepared  for  display  in  physi- 


cians’ offices  in  the  several  counties 
where  these  stations  are  received.  These 
posters  will  be  sent  to  physicians  in 
these  counties  with  the  request  that 
they  display  them  in  their  reception 
areas. 

The  PMS  Committee  on  Public  Rela- 
tions continues  to  seek  similar  arrange- 
ments with  the  state’s  other  public  tele- 
vision stations. 
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New  director  reviews  impairment  program 


Following  a two-year  search  for  a 
physician  to  direct  its  Impaired  Physi- 
cian Program,  the  Pennsylvania  Medi- 
cal Society  welcomed  Robert  W.  Mc- 
Dermott, MD,  to  its  staff  in  October 
1986.  Before  coming  to  PMS,  Dr.  Mc- 
Dermott was  a practicing  psychiatrist 
in  North  Carolina,  and  he  directed  an 
addictive  diseases  treatment  center  in 
Winston-Salem. 

He  received  a bachelor  of  science  de- 
gree in  chemical  and  biochemical  engi- 
neering from  the  University  of  Pennsyl- 
vania and  earned  his  medical  degree  at 
Yale  University  School  of  Medicine. 

While  he  was  a resident  in  psychiatry 
at  Sheppard  Enoch  Pratt  Hospital  in 
Baltimore,  Dr.  McDermott  served  as 
consultant  for  the  hospital’s  compre- 
hensive drug  abuse  program  and  as 
psychiatric  consultant  at  Baltimore’s 
Mainstream  Alcohol  Day  Treatment 
Program.  He  is  a member  of  the  Ameri- 
can Psychiatric  Association  and  the 
American  Medical  Society  on  Alcohol- 
ism and  Other  Drug  Dependencies. 

PMS  was  the  sixteenth  state  medical 
society  to  establish  a program  to  help 
impaired  colleagues,  and  currently  is 
one  of  five  to  have  a full-time  medical 
director.  In  the  following  interview,  Dr. 
McDermott  gives  an  overview  of  the 
concepts  and  workings  of  the  PMS  Im- 
paired Physician  Program.  Assistant 
Managing  Editor  Karen  Davis  asked 
the  questions. 

How  can  we  define  the  “impaired 
physician”? 

An  impaired  physician  has  a compro- 
mised ability  to  perform  his  or  her  pro- 
fessional duties  because  of  drug  or  alco- 
hol addiction,  mental  incapacity,  central 
nervous  system  damage,  or  other  dis- 
ability. I think  in  addition,  a person  can 
be  impaired  if  he  is  troubled  by  personal 
difficulties,  such  as  problems  at  home- 
trouble  with  a spouse,  or  trouble  with 
children.  These  types  of  problems  are 
encompassed  in  the  definition  too. 

Are  you  saying  that  the  term  “im- 
pairment" takes  in  a wide  range  of  be- 
havior? 

In  the  PMS  Impaired  Physician 
Program,  we  view  the  physician  as  a 
person  and  look  at  impairment  as  any- 
thing that  interferes  with  achieving  and 


maintaining  competence  in  any  aspect 
of  the  person’s  life,  not  just  strictly  the 
professional  life.  The  program  encom- 
passes those  conditions  that  are  likely 
to  deteriorate  into  impairment.  Ideally, 
we  would  like  to  get  involved  during  the 
course  of  the  problem  instead  of  waiting 
until  it  obtrudes  into  the  professional 
sphere. 

Will  you  give  a brief  overview  of  the 
history  of  impaired  physician  pro- 
grams, both  nationally  and  in  Pennsyl- 
vania? 

The  history  of  these  programs  begins 
in  1967  when  voluntary  committees  on 
this  topic  were  formed  in  some  states. 
The  American  Medical  Association  had 
its  first  national  meeting  on  physician 
impairment  in  1972,  and  by  1982  all  50 
state  medical  societies  had  impaired 
physician  committees.  At  the  present 
time,  Pennsylvania,  New  Jersey,  Flor- 
ida, New  York,  and  Tennessee  have  full- 
time medical  directors  for  their  pro- 
grams. Missouri,  Arizona,  Oregon, 
Colorado,  Oklahoma,  Mississippi,  and 
Montana  have  part-time  medical  direc- 
tors, while  Maryland,  Louisiana,  Vir- 
ginia, and  Washington  have  nonmedical 
full-time  staff  members. 

In  1976,  PMS  formed  an  ad  hoc  com- 
mittee on  the  impaired  physician,  and 
in  1977  the  state  society  became  the 
sixteenth  society  in  the  country  to  im- 


plement a noncoersive  program  for  peer 
assistance.  In  1978,  PMS  established 
the  impaired  physician  confidential  tele- 
phone hotline,  and  in  May  of  that  year 
we  received  our  first  call.  In  1986,  the 
Impaired  Physician  Program  acquired 
a full-time  medical  director. 

What  is  the  most  common  type  of  im- 
pairment problem? 

Let  me  give  you  the  breakdown:  Drug 
abuse  has  been  seen  in  about  31%  of 
physicians  treated  for  impairment  prob- 
lems, alcohol  in  38%,  psychiatric  prob- 
lems in  22%,  and  other  problems  in  9%. 
The  “other  problems”  category  in- 
cludes a variety  of  things— gambling 
problems,  dementia,  and  physical  dis- 
abilities. Pennsylvania’s  statistics  are 
very  close  to  these  general  figures. 

How  does  the  percentage  of  impaired 
physicians  compare  with  the  percent- 
age of  people  suffering  from  impair- 
ments in  the  general  population? 

We  don’t  compare  physicians  with  the 
general  population.  Instead,  we  com- 
pare them  with  groups  of  people  at  the 
same  socioeconomic  and  education  lev- 
els, and  when  we  do  this,  we  find  there 
is  no  significant  difference  between 
physicians  and  others,  with  one  minor 
exception  in  the  area  of  controlled  sub- 
stances such  as  narcotics.  In  this  area, 
physicians  have  slightly  higher  statis- 
tics, perhaps  because  of  availability. 
Other  than  that,  the  statistics  are  about 
the  same. 

What  percentage  of  the  physician 
population  has  problems  that  have  re- 
sulted in  impairment? 

The  estimate  is  ten  percent.  This  is 
thought  to  be  a low  estimate  because 
there  is  often  a stigma  attached  to  this 
type  of  problem,  and  an  unwillingness 
to  acknowledge  and  divulge  the  prob- 
lem. Then,  if  you  expand  what  you  con- 
sider to  be  impairment  to  include  all 
people  who  are  significantly  compro- 
mised, you  will  get  a larger  percentage. 

That  statement,  along  with  the  defi- 
nition you  gave  earlier,  leads  me  to  be- 
lieve that  a physician  or  a person  who  is 
functioning  could  be  addicted  but  not 
impaired. 

That  is  always  possible.  The  point  is 
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how  simplisticaUy  you  choose  to  think 
about  impairment  and  who  the  evalua- 
tor is.  If  you  have  someone  who  is 
trained  and  knows  what  to  look  for,  who 
is  fine-tuning  the  observation,  then  all 
is  not  as  it  appears.  For  a person  who  is 
not  trained  in  this  type  of  evaluation, 
and  who  has  low  contact  with  the  indi- 
vidual in  question,  who  doesn’t  know 
about  the  personal  life,  then  all  may  ap- 
pear to  be  well,  and  I think  that’s  the 
common  situation.  We  tend  to  overlook 
the  complications. 

People  who  are  trained  in  the  areas  of 
addiction  and  impairment  see  compli- 
cated people  all  day  long— in  the  hospi- 
tals, in  the  streets.  I am  sensitized  to 
how  people  look,  what  their  eyes  look 
like,  what  their  speech  patterns  are.  The 
more  contact  I have  had  with  a person, 
the  more  likely  I am  to  be  aware  that 
there  is  a change.  So,  yes,  a person  can 
function  to  a degree.  Physicians  have  a 
fair  amount  of  routine  in  their  jobs,  and 
routinized  tasks  are  the  last  to  be  im- 
paired. The  last  things  to  be  interrupted 
are  the  most  familiar.  If  a physician’s 
practice  incorporates  many  routine 
tasks,  then  a problem  may  go  un- 
noticed. When  physicians  are  up 
against  new  concepts;  when  they  have 
to  make  decisions  and  resynthesize— 
that’s  when  the  trouble  can  be  spotted. 

What  some  impaired  physicians  may 
do— even  though  there  is  not  an  overt 
knowledge  of  the  impairment— is  drop 
back  and  stay  away  from  the  new  situa- 
tions. Although  they  may  have  other 
explanations  for  it,  there  is  a sense  that 
“I  am  not  performing  very  well  when  I 
get  into  one  of  these  new  situations,  so 
I’m  just  not  going  to  do  any  more.  I am 
going  to  refer  my  complicated  cases 
and  get  more  consults.  I ’ll  get  a consult 
on  this  procedure.” 

So  there  is  a self-protective  mecha- 
nism. I think  that  is  one  of  the  reasons 
that  we  don’t  have  more  mishaps— 
because  that  “dropping  back”  occurs. 
All  is  not  as  simple  as  it  appears. 

Are  any  specific  groups  by  specialty, 
age,  location,  or  any  other  factor  more 
likely  to  develop  an  addiction  disease  or 
impairment  than  others? 

We  can’t  really  answer  that  today.  De- 
pending on  what  you  read,  what  you 
look  at,  how  you  break  down  these  dif- 
ferent groups,  you  are  going  to  get  very 
different  answers.  Currently,  the  statis- 
tics are  changing  with  the  advent  of 
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Severe  emotional  disorders  that  were  once  largely  “for  adults  only” 
are  now  showing  up  at  an  alarming  and  accelerating  rate  in  young  people. 
Our  profession  must  learn  to  cope  with  this  change. 

Among  psychiatric  hospitals,  Sheppard  Pratt  is  doing  better  than 
most.  At  a time  when  long-term  beds  for  children  and  adolescents  are 
in  short  supply,  we  have  84  beds  in  seven  co-ed  units.  At  a time  when 
meeting  the  educational  needs  of  young  patients  is  difficult,  Sheppard  Pratt 
provides  special  education,  tutorial  and  remedial  programs  in  the  fully- 
accredited  Kindergarten  through  Grade  12  Forbush  School  for  residents  and 
day  students.  At  a time  when  financial  pressures  are  forcing  severely  dis- 
turbed young  people  away  from  long-term  care,  Sheppard  Pratt  has  also  suc- 
cessfully developed  a short-term  intake  evaluation  and  treatment  program. 

Most  important,  Sheppard  Pratt  professionals— psychiatrists,  and 
psychologists,  recreational  and  occupational  therapists,  social  workers, 
nurses  and  teachers— have  developed  a rare  sensitivity  to  the  special 
needs  of  young  people.  A sensitivity  that  enables  us  to  merge  therapy 
into  a controlled  environment  that  is  warm,  pleasant  and  secure.  The 
emotional  problems  are  revealed,  normal  development  is  encouraged, 
and  extensive  communication  with  parents  and  referring  physicians 
assures  ongoing  support  for  the  young  patient  from 
caring  adults. 

In  short,  as  the  old  problems  are  getting  younger, 

Sheppard  Pratt  is  getting  better. 

For  information  about  any  of  the  programs  for  young 
people  aged  5 to  18,  please  contact:  Patricia  E.  Shay 

L. S.C.W,  Admissions  Coordinator  or  Richard  M.  Sarles, 

M. D.,  Director,  Child  and  Adolescent  Psychiatry  Division, 

Sheppard  and  Enoch  Pratt  Hospital,  6501 N.  Charles  St.,  chp|y™try  dnS' t 
PO.  Box  6815,  Balto.,  MD  21285-6815.  (301)  339-4072. 
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polydrug  abuse.  A whole  cadre  of  physi- 
cians in  their  twenties  and  thirties  went 
through  an  educational  system  where 
drug  use  was  rampant,  starting  in  high 
school  or  earlier.  They  came  into  medi- 
cal school,  went  through  residency,  and 
into  practice  having  this  familiarity 
with  drugs.  Some,  in  fact,  are  or  have 
been  recreational  street  users.  As  they 
get  into  medicine— and  they  have  the 
grocery  cart  now— a certain  percentage 
will  move  into  the  realm  of  medication 
abuse.  Overlying  this  situation  is  the 


use  of  alcohol,  which  is  still  very  much 
present,  and  thus  we  have  the  polydrug- 
abusing  physician  who  is  a cross  be- 
tween the  impaired  doctor  and  the  rec- 
reational or  street  user.  Members  of  this 
new  group  have  different  mind-sets 
from  impaired  physicians  of  the  past: 
They  will  buy  cocaine  off  the  street  and 
write  themselves  prescriptions  for 
Valium. 

The  55-year-old  or  60-year-old  alco- 
holic doctor  is  a vanishing  breed  (That’s 
when  excessive  alcohol  use  often 
catches  up  with  the  physician).  Now, 
some  physicians  are  in  trouble  while 
they  are  in  residency. 


Office 

Management 
Systems 
for  the 
Professional 
Practitioner 


Leader  Data  Processing  - 

with  more  than  20  years  of  experi- 
ence in  developing  data  manage- 
ment systems,  now  introduces  the 
next  generation  of  software  and 
hardware  systems  specifically 
designed  for  medical  and  dental 
professionals 

Our  programs  feature  practice 
management  software  systems 
developed  by  Wallaby 

The  systems  are  designed  to 
meet  your  current  needs  and  to 
grow  with  you  as  your  practice 
expands -all  painlessly!  Our 
comprehensive  system  will  meet 
your  changing  office  needs  It  is 
designed  for  single  or  multiple 
offices  and  can  include  additional 
practitioners  as  required 

The  modular  design  allows  you 
to  select  the  features  you  need 
now!  Enhance  the  system  as  your 
practice  needs  change 


We  can  help  you: 

• Quickly  and  easily  input  initial 
patient  data 

• Increase  cash  flow  and  reduce 
receivables. 

• Streamline  third  party  billing 

• Submit  claims  electronically 

• Obtain  quick,  current  and 
detailed  financial  reports 

• Free  your  staff  for  more 
productive  work 

• Get  current  practice  analysis 

• Access  complete  patient 
information 

• Strengthen  patient  relations. 

• Generate  follow-up  patient 
scheduling 

In  short,  you  can  quickly,  easily, 
painlessly  and  economically 
increase  your  professional  office 
productivity 

Call  on  the  Leader  for  more 
information  on  how  we  can  put  our 
experience  to  work  for  you. 


Leader  Data  Processing 

Professional  Office  Management  Systems 


P-O.  Box  O • Valmont  Industrial  Park  • West  Hazleton,  PA  18201 
• (717)  455-851 1 • (215)  398-9826  • (800)  233-6113 

Hazleton  Area  Allentown  Area  Other  PA  Areas 


What  are  some  signs  that  would  leac 
someone  to  detect  impairment  or  t 
problem  that  could  lead  to  impairments 

Some  of  the  first  signs  take  place 
within  the  family  or  at  home,  and  they 
include  such  things  as  the  person  hav 
ing  a negative  outlook  and  displaying 
depression,  anxiety,  or  anger;  with- 
drawal from  family  activities  or  unex- 
plained absences  from  the  home;  and 
arguments,  child  or  spouse  abuse,  vio-' 
lence.  Other  signals  in  the  home  could 
be  sexual  problems  or  separation  or  di- 
vorce proceedings.  As  problems  con- 
tinue in  the  home  of  an  impaired  physi- 
cian, we  might  see  family  members 
assume  duties  and  obligations  for  the 
physician  and  attempt  to  cover  aber- 
rant behavior;  Family  members  may  ac- 
cept guilt  and  blame  for  the  impairment 
problems;  financial  crises  may  occur; 
and  attempts  to  stabilize  and  normalize 
are  unsuccessful. 

Moving  on  to  the  community,  which 
is  the  next  place  that  a problem  might 
show  up,  the  impaired  physician  may  be 
unreliable  and  neglect  social  activities 
and  commitments,  or  might  display  un- 


predictable behavior,  such  as  excessive 


spending.  There  may  be  an  isolation 
and  withdrawal  from  community  activi- 
ties, or  embarrassing  behavior  at  social 
functions.  Also  there  might  be  arrests 
for  “driving  under  the  influence”  (DUI). 

In  the  area  of  employment  some  indi- 
cators include  the  reluctance  of  a job 
applicant  to  let  the  spouse  and  children 
be  interviewed;  reluctance  to  undergo  a 
physical  examination  or  laboratory 
tests,  and  frequent  job  changes  or  relo- 
cations. Isolation  from  other  profes- 
sionals is  a sign,  as  is  poor  participation 
in  continuing  medical  education  pro- 
grams. Other  possible  indicators  of  im- 
pairment are  insurability  problems,  the 
break-up  of  a group  or  partnership,  in- 
appropriate reference  information  or 
job  qualifications  on  employment  appli- 
cations, and  unexplained  intervals  be- 
tween jobs  on  a resume. 

Physically,  an  impaired  person  often 
makes  frequent  visits  to  physicians 
with  medical  problems  such  as  hyper- 
tension, gout,  gastritis,  or  sleep  distur- 
bance, and  frequently  has  been  hospi- 
talized. Sometimes  there  is  a 
deterioration  in  grooming  habits  and 
personal  hygiene. 

At  the  office  signals  of  impairment  in- 
clude the  physician’s  disruption  of  the 
appointment  schedule,  unreasonable  be- 
havior and  demeanor,  inaccessibility, 
and  excessive  ordering  of  drugs  or  pre- 
scriptions. There  may  be  complaints 
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The  only  choice 
of  informed  physicians! 


here  is  no  magic  involved  in  the  computerization  of  your  medical  practice,  only  a wise, 
3gical  and  educated  selection  of  the  best  vendor  and  their  software.  Many  computer 
lorror  stories"  are  a direct  result  of  your  colleagues'  lack  of  education  in  this 
nvestment  decision.  If  you  are  serious  about  computerizing  your  practice,  spend  M 
he  necessary  time  educating  yourself  and  your  office  staff. . . that's  the  magic! 

Before  you  decide,  call  for  our  free  booklet:  "Computer  Buying  Tips". . . 

Even  a Great  Wizard  would! 

tvailable  on  IBM  and  DEC  computers,  Excalibur  is  ready  when  you  are. 


BVBMl-n  IfellfflHB 
EAEVVTiV  MW  SYSTEMS  INC. 


150  Raritan  Road  • Cranford,  hew  Jersey  07016  • (201)  272-9090 
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from  patients  and  staff  about  the  physi- 
cian’s attitude  or  behavior,  a decreased 
tolerance  for  the  workload,  and  we  may 
see  partners  assuming  duties  and  tak- 
ing on  an  attitude  of  “waiting  it  out.” 
There  may  be  malpractice  suits  pend- 
ing, or  threats  of  suits. 

Indicators  at  the  hospital  include  re- 
ports of  unavailability  or  “broken 
beeper  syndrome,”  making  rounds  at 
unusual  times  or  missing  rounds,  inap- 
propriate orders,  frequent  bathroom 
use,  a desire  to  work  alone,  excessive 
drinking  at  social  events,  decreased 
quality  of  performance  in  staff  presen- 
tations, and  citations  by  review  panels. 

Any  one  of  these  things  alone  or  even 
a combination  of  two  or  three  of  them 
do  not  indicate  impairment.  It’s  better 
to  think  of  impairment  as  more  of  a syn- 
drome. We’re  looking  for  a collection  of 
these  findings  over  time  and  for  change 
or  a group  of  certain  patterns  at  a given 
time. 

What  are  some  factors  responsible 
for  the  occurrence  of  addictive  dis- 
eases? 

The  one  that  everyone  likes  to  talk 
about  is  stress.  A physician  in  Ohio,  Dr. 
Ed  Carden,  has  said,  “Stress  is  to  phy- 
sician impairment  as  water  is  to  ty- 
phoid,” and  I agree  with  him.  I think 
stress  may  well  be  a foundation  or  an 
overall  atmosphere— it  may  be  a neces- 
sary ingredient  but  it  is  not  sufficient  in 
itself.  Other  factors  are  a lack  of  appre- 
ciation for  one’s  vulnerabilities,  a feel- 
ing that  one  is  immune  from  problems 
that  others  have  had,  an  over-intel- 


lectualized  approach  to  life,  a lack  of  at- 
tention to  one’s  feelings  and  human 
needs,  and  an  aloofness,  isolation,  with 
few  interpersonal  outlets— all  of  these 
attitudes  set  the  stage  for  the  develope- 
ment  of  addictive  diseases.  And  then,  if 
a person  has  what  I think  will  be  proven 
in  the  future,  a “biogenetic  predisposi- 
tion,” he  or  she  may  be  at  risk  for  be- 
coming chemical-dependent.  That  still 
has  a way  to  go  to  be  proven,  but  I 
think  it’s  rapidly  becoming  apparent 
that  there  are  some  chemical  differ- 
ences in  those  who  become  addicted  to 
chemicals. 

When  you  have  people  with  the  traits 
I mentioned  in  a drug-abusing  culture, 
there’s  a real  set-up  for  addiction  to  de- 
velop. I don’t  think  physicians  are  all 
that  much  different  from  the  general 
population  in  terms  of  how  or  what  they 
get  into.  To  their  credit,  physicians  are 
the  leading  group  of  professionals  at- 
tempting to  address  this  problem  and 
deal  with  it.  Sometimes  that  leads  the 
general  public  to  feel  that  there  must  be 
a bigger  problem  among  physicians 
than  among  other  professionals,  but  ac- 
tually it  is  just  that  the  physicians  are 
doing  something  about  it.  In  choosing 
to  mount  impaired  physician  programs, 
we  are  gaining  a foothold  into  this  pro- 
cess of  taking  care  of  ourselves,  realiz- 
ing if  we  don’t  do  it,  someone  else  will 
have  to  fill  that  void  or  niche. 

The  term  “conspiracy  of  silence,”  the 
unwillingness  of  those  who  may  be 
aware  of  a problem  to  speak  up,  has 
been  mentioned  in  the  literature  on  im- 
pairment. Is  an  impaired  physician  usu- 
ally in  some  type  of  trouble  or  receiving 
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some  kind  of  pressure  before  he  asks  for 
help  or  is  referred  to  the  program  by 
someone  who  knows  him? 

It  is  extremely  rare  that  an  impaired 
physician  wakes  up  in  the  morning,  and 
in  the  absence  of  any  kind  of  external 
pressure,  thinks  “I  have  such  and  such 
a problem  and  I should  call  to  get  some 
help.”  What  more  often  happens  is 
there  is  a crisis— he’s  in  trouble  from 
some  external  source,  something  is  not 
working,  he  is  bothering  somebody. 
There  is  always  coersion,  to  a greater  or 
lesser  extent,  basically  as  a means  of 
breaking  through  the  impaired  person’s 
denial  system.  The  conspiracy  of  silence 
refers  more  to  the  denial  of  those  close 
to  the  impaired  person.  They  do  not 
want  to  see  the  obvious,  even  though 
the  obvious  is  there.  In  other  words,  if 
they  were  able  to  look  at  their  colleague 
or  husband  or  wife  with  non-denying, 
non-fearful  eyes,  they  would  see  the  be- 
havior and  changes  and  poor  perfor- 
mance, but  they  choose  not  to  see. 

If  someone  wanted  to  refer  an  im- 
paired physician  to  the  program  at 
PMS,  what  specifically  would  he  or  she 
do? 

There  are  several  ways  a referral  can 
be  made.  The  person  could  contact  me 
directly,  or  he  could  have  someone  else 
contact  me,  or  he  could  send  a letter.  He 
could  call  in  and  anonymously  ask  ques- 
tions or  leave  a message  on  the  hotline. 
The  confidential  hotline  number  for  in- 
formation on  impairment  problems  is 
(717)  763-7937.  A taped  message  an- 
swers the  hotline  at  all  hours,  and  the 
caller  is  asked  to  give  only  his  own 
name  and  telephone  number,  his  town, 
and  the  general  nature  of  the  case  he  is 
calling  about.  A physician  doesn’t  have 
to  be  a member  of  the  Medical  Society 
to  refer  someone  or  to  take  advantage 
of  the  program  offered. 

What  are  the  steps  once  an  impaired 
physician  has  been  identified? 

First,  there  is  documentation  to  es- 
tablish the  fact  that  a problem  exists. 
Then  some  diagnosing  must  be  done  to 
determine  the  extent  of  the  problem, 
and  into  which  area  it  falls:  Are  there 
licensure  and  legal  implications?  These 
types  of  things  have  a bearing  on  how 
we  go  about  doing  what  is  called  inter- 
vention, which  means  getting  the  im- 
paired person  back  on  the  right  profes- 
sional and  personal  track.  There  are 
many  facets  to  intervention,  including 
consultations  and  further  diagnosis. 
Then,  the  evaluation  process  leads  to 
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A story  of  success 

“I  wonder  how  we  ever 
got  along  without  Keystone  “ 


"Sooner  or  later,  most  physicians 
know  they’ll  need  to  invest  in  an 
office  computer  system.  But  when 
Eileen  and  I went  looking,  we 
weren’t  going  to  jump  in  headfirst 
without  thoroughly  examining  what 
was  out  there. 

"We  wanted  a system  that  could 
grow  as  our  needs  expanded.  That 
was  not  too  expensive  nor  too 
complicated.  A system  that  would 
not  be  obsolete  in  a few  years,  but 
would  be  updated  regularly. 

"After  two  years  of  research,  we 
chose  Keystone  Technologies.  Their 
system  does  electronic,  paperless 
claims.  Has  word  processing  for  my 
research  papers.  It  shows  daily  and 
monthly  reports  and  does  several 
accounting  procedures.  And  it’s  all 
backed  up  by  a first-class  training 
and  service  program. 

"We  felt  secure 
about  the  investment 
because  Keystone  is  a 
subsidiary  of 
Pennsylvania  Blue  Shield.  The 
system  really  is  such  an  integral 
part  of  my  practice  now,  I wonder 
how  we  ever  got  along  without 
Keystone.” 

Call  Keystone  Technologies  today. 
Soon,  you’ll  have  your  own  success 
story  to  tell. 


■Keystone 
I Technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 


Camp  Hill  717-975-7158  Fort  Washington  215-628-8380  Pittsburgh  412-829-1240 


“What  d’ya  mean  you're  backed  up?  I'll  show  you  backed  up. 


You  didn't  go  through  all  those  years  of  medi- 
cal school  just  to  wait  on  tables.  Which  is  why 
Enochs  delivers  examining  room  furniture 
quicker  than  anyone  else.  We  deliver  when  we 
say  we’ll  deliver.  Honest.  In  fact,  we  do  every- 
thing we  can  to  make  sure  you're  taken  care  of. 
There  is  a difference  in  examining  room  furni- 
ture. And  examining  room  furniture  companies. 
Call  1-800-428-2305  today  for  the  nearest 
Enochs  dealer.  After  all,  buying  the  wrong 
examining  room  furniture  is  no  laughing  matter. 


Em  el  # '1 


ENOCHS 

Examining  room  furniture  worth  examining 


newsfronts 


treatment,  which  can  be  of  different  in- 
tensities. Following  acute  treatment, 
there  are  psycho-social  problems  that 
have  to  be  dealt  with.  These  range  from 
opening  a new  practice  to  obtaining 
family  counseling  to  securing  hospital 
privileges  and  gaining  financial  stabil- 
ity. The  final  step  would  be  long-term 
follow-up  care,  because  rarely  if  ever 
does  a “quick  fix”  solve  the  problem. 
Most  physicians  go  through  the  steps 
in  more  or  less  this  fashion  after  they 
are  referred  to  the  program,  and  most 
are  followed  for  several  years  after  they 
complete  the  treatment  regimen.  The 
follow-up  is  not  exclusively  for  therapy 
but  also  for  advocacy,  to  help  rehabili- 
tated physicians  get  back  into  the  full 
swing  of  their  practices. 

Is  there  often  a case  when  an  inter- 
vention team  of  people  who  know  the 
impaired  physician  come  together  to 
confront  that  person  with  documenta- 
tion of  the  impairment  and  initiate 
treatment  in  that  way? 


In  our  experience  that  is  somewhat 
limited.  It  is  used  most  often  in  drug 
and  alcohol  problems.  Sometimes  the 
physician  is  in  a situation  in  which  that 
type  of  intervention  isn’t  necessary  be- 
cause he  is  already  in  trouble  of  some 
sort  and  is  referred  to  the  program  be- 
cause of  that.  I think  as  our  program 
expands  and  becomes  better  known,  we 
will  start  to  have  referrals  at  earlier 
stages  of  the  illness,  and  then  we’ll  use 
intervention  teams  more  and  more. 

What  is  the  relationship  of  the  PMS 
Impaired  Physician  Program  to  the 
Stnte  Board  of  Medicine? 

It  is  an  evolving  relationship.  In  the 
best  of  all  worlds,  it’s  a working  rela- 
tionship. We  both  have  an  orientation 
toward  physicians.  The  board  has  the 
responsibility  of  protecting  the  public, 
while  we  come  from  another  side  with 
advocacy  for  the  physician— and  of 
course  we  also  have  a concern  for  the 
public.  Neither  one  of  us  is  pure,  both 
viewpoints  are  necessary,  and  there 
needs  to  be  a working  relationship  be- 
tween the  two  entities,  especially  when 
the  licensing  board  is  involved  as  it  of- 


tentimes is.  Right  now  there  are  some 
gray  areas,  because  Pennsylvania  has  a 
new  Medical  Practice  Act,  and  some  is- 
sues, such  as  reporting  in  the  different 
stages,  have  to  be  worked  out. 

What  are  the  chances  for  recovery  for 
a physician  who  enters  treatment? 

If  he  or  she  enters  treatment  and  fol- 
lows through  for  a minimum  of  two 
years,  then  the  chances  of  recovery  are 
very  good.  The  recovery  rate  for  im- 
paired physicians  is  about  70  percent— 
it’s  very  high.  The  important  part  of 
this  is  to  have  the  right  treatment  for 
the  right  duration— there  is  no  quick 
fix.  Monitoring  is  quite  important. 

What  if  the  physician  refuses  treat- 
ment? 

Well,  he  can  do  that.  I think  then  he 
would  have  to  contend  with  whatever 
pressures  are  or  may  be  brought  to  bear 
on  him.  Probably  if  he  doesn’t  go  into 
treatment  he  is  going  to  be  lined  up  for 
disciplinary  precedings  at  some  point  in 
the  future,  either  by  the  licensing  board 
or  by  the  hospital.  An  occasion  where 
an  impaired  physician  would  not  opt  for 
treatment  once  the  impairment  was 
documented  would  be  a rare  occurrence. 

How  many  physicians  is  the  Im- 
paired Physician  Program  helping  in 
Pennsylvania? 

In  the  first  five  months  I have  had  62 
active  files.  These  files  are  all  confiden- 
tial and  the  records  for  the  program  are 
kept  separate  from  the  medical  socie- 
ty’s records. 

What  do  you  consider  to  be  the  most 
important  part  of  all  the  information 
we’ve  talked  about  today? 

For  the  physicians  in  Pennsylvania 
and  in  the  Medical  Society,  one  of  the 
most  important  concepts  is  that  we 
need  to  be  nice  to  each  other.  We  need  to 
be  concerned  about  each  other,  and  we 
need  to  be  professional  in  the  sense  that 
we  have  the  responsibility  to  detect  im- 
paired physicians,  to  take  care  of  them, 
and  to  rehabilitate  them.  We  need  to 
oversee  the  quality  of  the  rehabilitation 
programs,  as  well  as  the  professional 
quality  of  the  rehabilitated  physicians. 
We  need  to  keep  within  the  profession 
the  control  of  these  activities,  because  if 
we  don’t,  certainly  others  are  ready  to 
take  immediate  control.  There  is  a chal- 
lenge for  us  to  stay  involved  in  this 
arena,  to  monitor  our  own  profession 
and  to  be  advocates  for  physicians’  re- 
habilitation. 
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News  from  about  a new  dosage  form  of  cephalexin 


ANNOUNCING  NEW 


Keflet 

TABLETS 

cephalexin 


All  the  advantages  of  cephalexin 
in  a convenient  tablet  form 

• Backed  by  over  15  years  of  clinical  experience 

• Smaller  tablet  is  specially  shaped  and  coated  for  easier  swallowing 

• May  enhance  patient  compliance,  particularly  among  the  elderly 

• Tablet  dosage  form  may  be  appreciated  by  patients  of  all  ages 


NEW  Keflet  Tablets  are  available  as: 


250-mg 

Tablets 


500-mg 

Tablets 


Keflet  is  contraindicated  in  patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-sensitive  patients. 


Brief  Summary.  Consult  the  package  literature  tor  prescribing  information. 
Indications  and  Usage:  Keflet'"  Tablets  (cephalexin.  Dista)  are  indicated 
for  the  treatment  ol  the  following  inlections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Respiratory  tract  inlections  caused  by  Streptococcus  pneumoniae  and 
group  A /3  hemolytic  streptococci  (Penicillin  is  the  usual  drug  ot 
choice  in  the  treatment  and  prevention  of  streptococcal  infections, 
including  the  prophylaxis  ol  rheumatic  lever.  Keflet  is  generally  effec- 
tive in  the  eradication  of  streptococci  Irom  Ihe  nasopharynx;  however, 
substantial  data  establishing  Ihe  efficacy  of  Keflet  in  the  subsequent 
prevention  ol  rheumatic  lever  are  not  available  at  present.) 

Otitis  media  due  lo  S pneumoniae.  Haemophilus  inlluenzae,  staphylo- 
cocci, streptococci,  and  Neisseria  calarrhalis 

Skin  and  skin-structure  infections  caused  by  staphylococci  and/or 
streptococci 

Bone  infections  caused  by  staphylococci  and/or  Proteus  mirabilis 

Genitourinary  tract  infections,  including  acute  prostatitis,  caused  by 
Escherichia  coli,  P mirabilis.  and  Klebsiella  sp. 

A/o/e— Culture  and  susceptibility  tests  should  be  initiated  prior  to  and 
during  therapy  Renal  function  studies  should  be  performed  when  indicated 
Contraindication:  Keflel  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporin  group  ol  antibiotics. 

Warnings:  before  cephalexin  therapy  is  instituted,  careful  inquiry  should  be 

MADE  CONCERNING  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  CEPHALOSPORINS  AND 
PENICILLIN  CEPHALOSPORIN  C DERIVATIVES  SHOULD  RE  GIVEN  CAUTIOUSLY  TO  PENICILLIN  ■ 
SENSITIVE  PATIENTS 

SERIOUS  ACUTE  HYPERSENSITIVITY  REACTIONS  MAY  REQUIRE  EPINEPHRINE  AND  OTHER 
EMERGENCY  MEASURES 

There  is  some  clinical  and  laboratory  evidence  ot  partial  cross-allergen 
icily  ol  the  penicillins  and  the  cephalosporins.  Patients  have  been  reported 
to  have  had  severe  reactions  (including  anaphylaxis)  to  both  drugs. 

Any  patient  who  has  demonstrated  some  lorm  ol  allergy,  particularly  to 
drugs,  should  receive  antibiotics  cautiously.  No  exception  should  be  made 
with  regard  lo  Keflet. 

Pseudomembranous  colitis  has  been  reporled  with  virtually  all  broad- 
spectrum  antibiotics  (including  macroiides,  semisynthetic  penicillins,  and 
cephalosporins):  therefore,  it  is  important  to  consider  its  diagnosis  in 
patients  who  develop  diarrhea  in  association  with  the  use  ol  antibiotics. 

Such  colitis  may  range  in  severity  from  mild  to  life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora  of  the 
colon  and  may  permit  overgrowth  ol  Clostridia  Studies  indicate  that  a 
toxin  produced  by  Clostridium  dillicile  is  one  primary  cause  of  antibiotic- 
associated  colitis. 

Mild  cases  ol  pseudomembranous  colitis  usually  respond  to  drug  dis- 
continuance alone.  In  moderate  to  severe  cases,  management  should 
include  sigmoidoscopy,  appropriate  bacleriologic  studies,  and  fluid,  elec- 
trolyte, and  protein  supplementation.  When  the  colitis  does  not  improve 
alter  the  drug  has  been  discontinued,  or  when  it  is  severe,  oral  vancomycin 
is  Ihe  drug  ol  choice  lor  antibiotic  associated  pseudomembranous  colitis 
produced  by  C dillicile.  Other  causes  ot  colitis  should  be  ruled  out 

Usage  in  Pregnancy- Salely  ol  this  product  for  use  during  pregnancy 
has  not  been  established. 

Precautions:  General- Patients  should  be  followed  carelully  so  that  any 
side  eftects  or  unusual  manileslations  ot  drug  idiosyncrasy  may  be  detected 
If  an  allergic  reaction  to  Keflet  occurs,  the  drug  should  be  discontinued  and 
the  patient  treated  with  the  usual  agents  (eg,  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids). 

Prolonged  use  ol  Keflet  may  result  in  (he  overgrowth  of  nonsusceptible 
organisms.  Careful  observation  of  Ihe  palienl  is  essential.  It  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

Positive  direct  Coombs’  tests  have  been  reported  during  Ireatment  with 
the  cephalosporin  antibiotics.  In  hematologic  studies  or  in  transfusion 
cross-matching  procedures  when  antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs'  testing  ol  newborns  whose  mothers  have 
received  cephalosporin  antibiotics  before  parturition,  it  should  be  recog 
nized  that  a positive  Coombs’  test  may  be  due  lo  the  drug. 

Keflet  should  be  administered  with  caution  in  Ihe  presence  ol  markedly 
impaired  renal  function  Under  such  conditions,  careful  clinical  observation 
and  laboratory  studies  should  be  made  because  sale  dosage  may  be  lower 
than  that  usually  recommended. 

Indicated  surgical  procedures  should  be  performed  in  conjunction  with 
anlibiolic  therapy. 

As  a result  ol  administration  ot  Keflet,  a false-positive  reaction  lor  glu- 
cose in  the  urine  may  occur.  This  has  been  observed  with  Benedict's  and 
Fehling’s  solutions  and  also  with  Clinitest®  tablets  but  not  with  Tes-Tape® 
(Glucose  Enzymatic  Test  Strip,  USR  Lilly). 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in  individ- 
uals with  a history  ol  gastrointestinal  disease,  particularly  colitis. 

Usage  in  Pregnancy-Pregnancy  Category  fi-The  daily  oral  administra- 
tion ol  cephalexin  to  rats  in  doses  ot  250  or  500  mg/kg  prior  lo  and  during 
pregnancy,  or  to  rats  and  mice  during  the  period  of  organogenesis  only,  had  no 
adverse  eftect  on  lertility,  fetal  viability,  tetal  weight,  or  litter  size.  Nole  that  the 
safety  of  cephalexin  during  pregnancy  in  humans  has  not  been  established 

Cephalexin  showed  no  enhanced  toxicity  in  weanling  and  newborn  rats 
as  compared  with  adult  animals.  Nevertheless,  because  the  studies  in 
humans  cannot  rule  out  the  possibility  of  harm,  Keflet  should  be  used  during 
pregnancy  only  it  clearly  needed 

Nursing  Mothers-  The  excretion  ol  cephalexin  in  Ihe  milk  increased  up  to 
4 hours  alter  a 500-mg  dose;  Ihe  drug  reached  a maximum  level  ol  4/ig/mL, 
then  decreased  gradually,  and  had  disappeared  8 hours  alter  administration. 
Caution  should  be  exercised  when  Keflet  is  administered  to  a nursing  woman. 
Adverse  Reactions:  Gastrointestinal- Symptoms  ol  pseudomembran 
ous  colitis  may  appear  eilher  during  or  after  antibiotic  Ireatment.  Nausea 
and  vomiting  have  been  reported  rarely.  The  most  Irequent  side  effect  has 
been  diarrhea.  It  was  very  rarely  severe  enough  to  warrant  cessation  ol 
therapy  Dyspepsia  and  abdominal  pain  have  also  occurred  As  wiih  some 
penicillins  and  some  other  cephalosporins,  transient  hepatitis  and  choles- 
tatic jaundice  have  been  reported  rarely. 

Hypersensitivity-  Allergic  reactions  in  the  lorm  ol  rash,  urticaria,  angio 
edema,  and,  rarely,  erythema  multiforme,  Stevens-Johnson  Syndrome,  or 
toxic  epidermal  necrolysis  have  been  observed  These  reactions  usually  sub- 
sided upon  discontinuation  ot  the  drug  Anaphylaxis  has  also  been  reported. 

Other  reactions  have  included  genital  and  anal  pruritus,  genital  moniliasis, 
vaginitis  and  vaginal  discharge,  dizziness,  latigue,  and  headache.  Eosino- 
philia,  neutropenia,  thrombocytopenia,  and  slight  elevations  in  SGOT  and 
SGPT  have  been  reported. 
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PUBLIC  EDUCATION  CAMPAIGN 

Advocating  The  Issue  On  Your  Behalf 
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The  prescription  for 
edical  liability  insurance  ill?] 
is  in  the  legislature. 


Your  local  county  medical  society  and  the 


Pennsylvania  Medical  Society 

20  Erford  Road,  Lemoyne.  PA  17043 

Dedicated  to  your  good  health. 


THE  LIKOFF  CARDIOVASCULAR  INSTITUTE 

and 

THE  DIVISION  OF  CARDIOLOGY 
HAHNEMANN  UNIVERSITY 

present 

CARDIOLOGY 
TODAY  . . . 

May  27,  1987 

Management  of  Congestive  Heart  Failure 

Moderator:  William  5.  Frank I,  M.D. 

4 p.m.  Diagnosis:  Imaging 

Cary  S.  Mintz  M.D. 

4:30  p.m.  Standard  Therapy 
Bruno  Manno  M.D. 

5 p.m.  Newer  Therapy 

Mariell ).  Likoff  M.D. 

5:30  p.m.  Dialysis 

Charles  Swartz  M.D. 


Designed  for  the  physician  in  practice 
faced  with  the  care  of  critically  ill  patients. 

CME  Category  I Credit  certified 

No  registration  fee  required 

Conferences  are  held  in  Lecture  Hall  A,  second  floor,  New  College  Building,  Hahnemann  University, 
15th  and  Vine  Streets,  Philadelphia,  PA  19102.  For  further  information,  please  call  (215)  448-8790. 


systems,  from  easy-to-use  claims 
entry  systems  to  the  most  sophisti- 
cated practice  management  systems. 

So  whatever  the  size  of  your  office, 
whatever  the  magnitude  of  your  paper- 
work problem,  we  recommend  the 
EMC*  EXPRESS  System  as  your 
treatment  of  choice. 

For  more  than  20  years,  GE  Information 
Services  has  been  helping  companies 


The  EMC*  EXPRESS  System 

is  a computerized  medical 
claims  system  which  enables 
you  to  deliver  medical  claims 
to  participating  carriers  within 
hours  of  treating  a patient. 

One  phone  call  is  all  it  takes  to 
have  your  computer  speed  all  the 
information  needed  to  process  your 
claims  to  multiple  carriers,  including 
Medicare,  commercial  and  private. 
Working  with  the  software  already  in 
your  office,  the  EMC*  EXPRESS 
System  helps  you. 

• Reduce  your  administrative  costs  for 
processing  claims 

• Reduce  the  number  of  claims  rejected 
because  of  incorrect  or  incomplete 

- information 

• Speed  up  your  claims  payment— and 

that  can  put  new  life  into  your 
cash  flow. 


To  have  the  EMO  EXPRESS  rescue  squad  come  to 
your  aid,  call  an  authorized  EMC*  EXPRESS  system 
vendor  or  contact  us  directly  at  1-800433-3683, 
extension  7321.  We'll  send  help  your  way  before 
you  can  say,  "Emergency!" 


EMERGENCY! 
MEDICAL  CLAIMS 
OVERLOAD! 

The 

EMOExpress 

System 

TO  THE  RESCUE! 


If  claims  processing  paperwork  can 
get  your  office  all  backed  up,  you 
need  to  call  in  GE  Information 
Services'  EMOEXPRESS 
rescue  squad. 


The  EMOEXPRESS  System 
and  Your  Office 

The  EMC*  EXPRESS  System  accommo- 
dates a broad  range  of  practice  sizes 
and  a wide  variety  of  office  computer 


around  the  world  do  business  better 
And  now  GE  has  teamed  up  with 
authorized  system  vendors  to  bring 
rapid,  accurate,  and  cost-effective 
electronic  medical  claims 
communications  to  the  healthcare  field. 


INFORMATION 

SERVICES 


USA 


newstronts 


System 


RTICIPATING  CARRIERS 

Cross  and  Blue  Shield  of  Pennsylvania 
?dicare  B and  Commercial 

: ACTIVE  PARTICIPAMTS 

:tna  Life  & Casualty 

Istate  Life  Insurance  Co. 

nefit  Trust  Life 

<JA  Insurance  Companies 

jnfederation  Administration  Life  Insurance  Co. 

infederation  Life  Insurance  Co. 

innecticut  Life  Insurance  Co. 

jnnecticut  General  Life  Insurance  Co.  (CIGNA) 

uitable  Life  Assurance  Society  of  the  U.S. 

meral  American  Life  Insurance  Co. 

e Great-West  Life  Assurance  Co.  of  America 

jlf  Group  Services 

e Hartford  Insurance  Group 

hn  Hancock  Mutual  Life  Insurance  Co. 

)erty  Life  Assurance  Co 
icoln  National  Life  Insurance  Co. 
assachusetts  Mutual  Life  Insurance  Co. 
etropolitan  Life  Insurance  Co. 
jtual  of  Omaha  Insurance  Co. 

?w  England  Mutual  Life  Insurance  Co. 

?w  York  Life  Insurance  Co. 
cific  Mutual  Life  Insurance  Co. 
liladelphia  American  Life  Insurance  Co. 
liladelphia  Life  Insurance  Co. 
loenix  Mutual  Life  Insurance  Co. 
ot  Life  Insurance  Co. 
incipal  Mutual  Financial  Group 
ovident  Life  and  Accident  Insurance  Co. 
'udential  Insurance  Co. 

3te  Mutual  Insurance  Co. 
ie  Travelers  Insurance  Co. 

(includes  Railroad  Retirement) 
lionmutual  Stock  Life  Insurance  Co. 
samerica  Occidental  Life  Insurance  Co. 


THORIZED  SYSTEM  VENDORS 


:ulate  Publications,  Inc. 
icial  Intelligence,  Inc. 
fX 

veil  Systems,  Inc. 
pervision 
Systems,  Inc. 

ctive  Solutions  and  Services 
Ith  America  Systems 
line. 

S,  Inc. 

sicians'  Micro  Systems,  Inc. 
sicians'  Office  Computer 
n Data  Systems 
.ource  Systems 
iago  Data  Systems,  Inc. 
ec,  Inc. 

VAIR,  Inc. 

;tland  Software  House,  Inc. 


BOO  872-2282 
206  271-8633 
800  558-2208 
800  637-1140 
215  368-9650 
214  881-8454 
312  635-991  1 
312  362-3730 
913  648-711  1 
800  323-6671 
206  441-8490 
213  603-0555 
800  428-2310 
800  645-5609 
800  652-3500 
800  237-3762 
314  426-1099 
818  992-0081 


N VENDORS  AND  CARRIERS  ADDED 
3ULARLY.  FOR  MOST  RECENT  LISTINGS, 
LL  1-800-433-3683  EXTENSION  7321. 


INFORMATION 
' SERVICES 


_SA 

401  N WASHINGTON  ST..  ROCKVILLE,  MD  20850 

PAMED587 


Joint  effort  set  on  care  of  elderly 


In  a move  to  upgrade  the  quality  of 
care  of  the  rapidly  expanding  popula- 
tion of  elderly  Americans,  an  alliance 
has  been  formed  between  the  American 
Board  of  Family  Practice  (ABFP)  and 
the  American  Board  of  Internal  Medi- 
cine (ABIM). 

As  the  nation’s  two  largest  medical 
specialties,  they  provide  the  majority  of 
the  primary  care  needed  by  the  elderly. 
The  agreement  involves  their  joining  to 
utilize  a single  high  standard  for  the 
certification  of  their  Diplomates  in  Ger- 
iatric Medicine.  In  recognition  of  com- 
petence in  geriatric  medicine  as  estab- 
lished jointly  by  the  two  Boards,  each 
will  award  a Certificate  of  Added  Quali- 
fications to  candidates  who  satisfacto- 
rily meet  post-residency  training  re- 
quirements and  pass  an  objective 
examination  in  geriatric  medicine.  Di- 
plomates of  both  Boards  will  be  respon- 
sible to  revalidate  the  certificate  within 
seven  years  by  a recertification  process 
to  be  developed. 

The  American  Board  of  Family  Prac- 
tice, established  in  1969  as  the  certify- 
ing organization  for  the  specialty,  pio- 
neered the  mandatory  recertification 
process  for  all  its  diplomates  who 
wished  to  maintain  that  medical  status. 
Recertification  involves  a lengthy,  writ- 
ten examination  of  cognitive  knowledge 
relevant  to  family  practice  that  is  taken 
every  six  to  seven  years. 

In  1974,  the  American  Board  of  Inter- 
nal Medicine  administered  the  first  vol- 
untary recertification  examination  by 
any  Board  and  has  offered  similar  ex- 
aminations in  1977,  1980,  and  1987. 

Although  much  of  the  existing  medi- 
cal information  is  still  valid  today,  there 
is  a portion  of  that  knowledge  that  be- 
comes obsolete,  rejected,  modified,  or  in 
question,  based  on  ever-increasing  and 
revised  information  added  to  the  data 
bank.  The  verifying  of  the  currency  of 
diplomates’  knowledge  of  the  specialty 
through  recertification  is  necessary  if 
the  high  level  of  standards  is  to  be 
maintained  in  practice. 

Elements  in  the  joint  geriatric  medi- 
cine certification  process  include: 

• Candidates  for  recognition  of  com- 
petence in  Geriatric  Medicine  must  be 
certified  in  internal  medicine  by  the 
ABIM  or  in  family  practice  by  the 
ABFP. 


• Candidates  must  satisfactorily 
complete  two  years  of  post-residency 
training  in  geriatric  medicine  accept- 
able to  both  Boards.  Those  certified  in  a 
subspecialty  by  the  ABIM  need  com- 
plete only  a single,  additional  year  of  ac- 
ceptable training  in  geriatric  medicine. 
Some  ABIM  candidates  will  receive 
geriatrics  training  in  two-year  fellow- 
ships in  general  internal  medicine  asso- 
ciated with  accredited  residencies  in  in- 
ternal medicine. 

• Training  in  programs  sponsored  by 
departments  of  either  internal  medicine 
or  family  practice  must  meet  the  stan- 
dards of  special  requirements  accept- 
able to  the  two  Boards  and  prepared  in 
conjunction  with  the  Residency  Review 
Committee  for  Family  Practice  and  the 
Residency  Review  Committee  for  Inter- 
nal Medicine.  The  training  must  be  ac- 
ceptable to  both  Boards  and  both  Resi- 
dency Review  Committees. 

• Each  Board  will,  for  five  years  fol- 
lowing the  first  examination  in  geriatric 
medicine,  admit  to  examination  diplo- 
mates whose  practices  have  included 
substantial  experience  with  the  care  of 
the  elderly  for  at  least  four  years  after 
certification.  For  each  year  of  accept- 
able formal  training  this  practice  re- 
quirement will  be  reduced  by  two  years. 

• All  candidates  must  have  demon- 
strated satisfactory  clinical  competence 
in  geriatric  medicine  as  documented  by 
training  program  directors  or,  for  prac- 
titioners, appropriate  local  medical  au- 
thorities. 

• A single  proctored,  objective,  se- 
cured examination  will  be  developed 
and  administered  jointly  by  the  two 
Boards  to  all  qualified  candidates  seek- 
ing certification  by  each  Board. 

• The  certificates  will  be  time-limited 
and  must  be  revalidated  within  seven 
years  by  a recertification  process  to  be 
developed  and  agreed  upon  by  the  two 
Boards. 

• The  staff  of  the  two  Boards  will  co- 
operate to  develop  the  single  examina- 
tion, its  scoring,  application  criteria, 
comparable  credentialing  procedures 
and  standards,  and  test  administration. 

The  American  Board  of  Internal  Med- 
icine is  headquartered  in  Philadelphia, 
and  the  American  Board  of  Family 
Practice  is  headquartered  in  Lexington, 
Kentucky. 
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newsfronts 


AIDS  number  one  health  concern,  poll  says 


By  a two  to  one  margin,  AIDS  (Ac- 
quired Immune  Deficiency  Syndrome) 
topped  cancer  and  rising  costs  as  the 
most  serious  health  care  problem  facing 
Americans  today,  according  to  a recent 
SRI  Gallup  telephone  poll  of  1,000 
adult  Americans  nationwide. 

“In  the  past,  cancer  and  rising  costs 
have  been  the  top  health  concerns.  But 
now  nearly  one-third  (32%)  of  Ameri- 
cans say  AIDS  is  their  number  one 
health  concern,  with  costs  and  cancer 
far  behind,’’  said  Steven  R.  Steiber, 
PhD,  senior  vice  president  of  SRI  Gal- 
lup. According  to  survey  results,  rising 
health  care  costs  were  cited  by  16%  and 
cancer  by  14%  of  those  surveyed. 

Even  to  the  question  “What’s  the 
most  serious  problem  facing  Americans 
today?”  health  matters  rank  second 

International  forum 
honors  Pittsburgh  surgeon 

A four-day  program  featuring  the 
world’s  leaders  in  transplantation  will 
be  held  September  8-11,  1987,  in  Pitts- 
burgh, home  city  of  surgeon  Thomas  E. 
Starzl,  MD,  PhD.  The  International  Or- 
gan Transplant  Forum  honors  Dr. 
Starzl  for  his  25  years’  work  in  the  field 
of  transplantation. 

Sponsored  by  Presbyterian- 
University  Hospital  of  Pittsburgh,  the 
University  of  Pittsburgh,  the  Chil- 
dren’s Hospital  of  Pittsburgh,  and  the 
Pittsburgh  Junior  League,  the  program 
will  be  held  at  the  city’s  David  L.  Law- 
rence Convention  Center  and  Vista  In- 
ternational Hotel. 

Henry  T.  Bahnson,  MD,  is  coordinat- 
ing the  International  Program  Commit- 
tee for  the  forum.  Dr.  Bahnson  is  chief 
of  surgery  at  Presbyterian-University 
Hospital  and  professor  of  medicine  at 
the  University  of  Pittsburgh.  Carl  G. 
Groth,  MD,  of  Sweden’s  Karolinska  In- 
stitute, is  directing  the  scientific  ses- 
sions, and  Burl  Osborne,  editor  of  the 
Dallas  Morning  News,  is  coordinating 
the  general  sessions. 

For  more  information  on  this  pro- 
gram, contact  Ann  Metzger,  chairman 
of  the  forum’s  public  relations  commit- 
tee, by  writing  to  the  International  Or- 
gan Transplant  Forum,  DeSoto  at 
O’Hara  Streets,  Pittsburgh  15213;  or 
telephone  (412)  647-7723. 


and  third  in  the  minds  of  Americans. 
Economic  problems  were  cited  by  16% 
of  respondents,  with  alcohol/drug  abuse 
second  at  10%  and  AIDS/social  dis- 
eases third  at  8%,  tying  with  Mid  East/ 
Terrorism  (8%). 

According  to  Steiber,  higher  income, 
white  collar  Americans  worry  more 
about  the  economy.  Minorities  and  less- 
educated  Americans  tend  to  see  alcohol/ 
drug  abuse  as  the  most  serious  health 
problem.  “But  the  AIDS  fear  has  its 
grip  on  Americans  from  all  walks  of  life, 
cutting  across  all  socioeconomic 
strata,”  said  Steiber. 

Asking  respondents  under  the  age  of 


65  to  anticipate  what  the  most  pressing 
health  care  problem  will  be  when 
they’re  65,  AIDS/social  diseases  tied 
with  cancer  at  18  percent  each.  Next  of 
concern  was  rising  health  care  costs, 
and  then  heart  conditions,  with  11  and 
9 percent  respectively. 

“Obviously  Americans  don’t  believe  a 
cure  for  AIDS  will  be  found  soon.  Sta- 
tistically, till  the  conditions  are  in  place 
for  a nationwide  AIDS  panic,”  warned 
Steiber.  He  added  that,  “Soon,  all  hospi- 
tals and  other  health  service  providers 
—not  just  those  in  major  cities— will  be 
swamped  with  AIDS  inquiries  and  re- 
quests for  testing.” 


“The  Most  Serious  Health  Care  Problem  Facing  Americans” 


The  health  problem 

Today 

When  you’re  65 

AIDS/social  diseases 

32% 

18% 

Rising  costs 

16 

11 

Cancer 

14 

18 

Heart  conditions 

5 

9 

Insurance 

4 

2 

Care  for  elderly 

3 

3 

Other* 

19 

16 

Don’t  know 

7 

23 

Base  (998) 

“The  Most  Serious  Problem  Facing  Americans” 

(832)** 

The  problem 

Today 

When  you’re  65 

Economic  problems 

16% 

7% 

Alcohol/drug  abuse 

10 

4 

AIDS/social  diseases 

8 

6 

Mid-East/terrorism 

8 

— 

War/nuclear  war 

7 

8 

High  unemployment 

6 

2 

Foreign  affairs 

3 

— 

Co.rupt/poor  government 

3 

— 

High  crime  rate 

3 

1 

Poor  housing 

2 

1 

Hunger 

2 

— 

Social  security  benefits 

— 

12 

Inflation/financial  stability 

— 

11 

Cancer 

— 

4 

Other* 

23 

20 

Don’t  know 

9 

24 

Base 

(998) 

(833)** 

■ Total  of  all  Items  mentioned  by  fewer  than  3%  of  respondents 
‘ 'Asked  of  only  those  currently  less  than  65  years  old. 

Source  SRI  Gallup  Hospital  Market  Research,  Chicago. 
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Do  you  have  a computer? 


Are  you  interested  in  what  a 
computer  can  do  for  you? 


Here  is  your 
chance  to 


and  communicate  with 
your  colleagues  in  medicine  . . . 


Just  complete  and  return  the  attached 
postage  paid  card  for  more  information 


Computer 
Users  Group 


newsfronts 


Task  force  calls  for  laws  to  protect  children 


A task  force  recently  called  for  major 
changes  in  state  laws  related  to  crimes 
against  children  to  correct  what  Attor- 
ney General  LeRoy  S.  Zimmerman 
called  “the  law’s  shameful  failure  to  ad- 
equately protect  Pennsylvania’s  chil- 
dren from  kidnapping,  assault,  and  sex- 
ual abuse.” 

The  legislative  changes  are  among  37 
recommendations  in  a report,  “Violence 
Against  Children,”  released  by  the  at- 
torney general’s  Family  Violence  Task 
Force. 

Appearing  with  Zimmerman  at  a 
news  conference  to  discuss  the  report 
were  James  A.  Strazzella,  chairman  of 
the  task  force  and  acting  dean  of  Tem- 
ple University  School  of  Law;  Susan 
Kelly-Dreiss,  vice  chairman  of  the  task 
force  and  executive  director  of  the 
Pennsylvania  Coalition  Against  Do- 
mestic Violence;  and  Deputy  Attorney 
General  Louis  J.  Rovelli,  executive  di- 
rector of  the  task  force. 

“The  report  of  the  task  force  exposes 
Pennsylvania  as  a state  in  which  trying 
to  kill  a child  isn’t  considered  abuse,  lur- 
ing children  into  cars  isn’t  a crime,  pos- 
sessing child  pornography  is  legal,  wit- 
nesses to  child  abuse  must  be  kept 
secret  from  police,  parents  whose  chil- 
dren have  told  them  of  being  sexually 
abused  can’t  testify  in  court  and  sexu- 


Could  this  be  a member  of  the  medical 
school  class  of  2012?  Nathan  Leopold, 
eight-month-old  grandson  of  Nelson  L. 
Entwistle,  MD,  Camp  Hill,  settles  down  to 
enjoy  a recent  issue  of  Pennsylvania  Medi- 
cine. 


ally  molesting  a child  is  only  a misde- 
meanor,” said  Zimmerman. 

“This  shameful  failure  to  protect  our 
children  cries  out  for  correction.  The 
task  force  has  provided  us  with  a blue- 
print for  reform,”  he  said. 

The  34-member  task  force  was  ap- 
pointed by  Zimmerman  in  late  1985  and 
directed  to  begin  its  work  by  focusing 
on  how  law  enforcement  officers  can 
better  respond  to  crimes  of  violence 
against  children. 

Task  force  members  include  judges, 
district  attorneys,  state  and  local  police 
officers,  social-service  workers,  and  rep- 
resentatives of  key  state  agencies,  in- 
cluding the  departments  of  welfare, 
health,  and  education.  Their  report  rep- 
resents the  first  comprehensive  study 
ever  conducted  on  crimes  against  chil- 
dren in  Pennsylvania. 

The  task  force’s  call  for  action  comes 
in  the  form  of  37  recommendations  in 
the  areas  of  legislation,  enforcement, 
data  collection,  training,  and  public 
awareness. 

In  legislation,  the  task  force  recom- 
mends major  changes  in  both  the  Child 
Protective  Services  Law  (CPSL)  and 
the  Crimes  Code. 

The  CPSL  is  the  civil  law  under  which 
county  Child  Protective  Services  (CPS) 
Agencies  operate.  It  defines  child 
abuse,  spells  out  procedures  the  agen- 
cies must  follow  to  receive  and  investi- 
gate child  abuse  reports,  requires  that 
members  of  certain  professions  report 
abuse  to  the  county  agencies,  and  re- 
quires that  the  agencies  report  abuse  to 
police. 

The  task  force  calls  for  broadening 
the  definition  of  abuse  to  include,  as  of- 
fenses that  must  be  reported,  unsuc- 
cessful attempts  to  inflict  serious  harm 
on  a child  and  repeated  infliction  of  less- 
serious  harm. 

It  also  recommends  expanding  the 
CPSL  listing  of  types  of  perpetrators 
who,  when  they  sexually  abuse  a child, 
can  be  regarded  as  child  abusers.  Neigh- 
bors and  relatives  who  don’t  live  in  the 
child’s  home  are  among  those  who 
would  be  covered  for  the  first  time. 

The  task  force  also  seeks  to  require 
the  filing  of  an  abuse  report  under  the 
CPSL  when  a professional  receives  reli- 
able information  on  abuse  from  a third 
party.  Now,  professionals  are  required 


to  report  only  if  they  actually  see  the 
abused  child. 

Further,  the  task  force  recommends 
that  the  police  should  be  given  the 
names  of  witnesses  when  CPS  agencies 
report  abuse  incidents.  Currently,  the 
agencies  are  prohibited  by  law  from  giv- 
ing witnesses’  names  to  police. 

Also,  making  a child  pose  for  porno- 
graphic photographs  would  be  auto- 
matically defined  as  child  abuse  under 
the  CPSL.  Currently,  this  is  considered 
abuse  only  if  the  photographs  are  taken 
for  commercial  purposes. 

Task  force  recommendations  in  the 
area  of  criminal  law  include: 

• A law  making  it  a crime  for  one  par- 
ent to  conceal  a child’s  whereabouts 
from  the  other  parent; 

• Making  it  a felony  to  sexually  molest 
a child; 

• Making  it  a crime  to  lure  or  attempt 
to  lure  a child  into  a car; 

• Increasing  the  penalty  for  patroniz- 
ing child  prostitutes; 

• Making  it  a crime  to  possess  child 
pornography  (It’s  not  a crime  now  un- 
less the  pornography  is  intended  for 
sale  or  distribution). 

Other  legislative  recommendations 
are: 

• Removing  the  legal  ban  which  cur- 
rently prohibits  police  from  using  com- 
puters to  share  information  in  investi- 
gations of  crimes  against  children; 

• Changing  court  rules  on  hearsay  evi- 
dence so  that  in  certain  limited  circum- 
stances, an  adult  who  has  heard  a child 
describe  being  sexually  abused  can  tes- 
tify as  to  what  the  child  said; 

• Requiring  public  and  private  elemen- 
tary and  secondary  schools  to  report  all 
new  pupils  to  state  police  so  that  their 
names  can  be  checked  against  missing- 
children  lists. 

The  report  also  includes  recommenda- 
tions to  improve  the  skills  of  social 
workers,  police,  prosecutors,  and  judges 
and  to  improve  coordination  and  coop- 
eration among  the  various  agencies 
that  have  roles  in  investigating  crimes 
against  children. 

Zimmerman  noted  that  the  “Violence 
Against  Children”  report  marks  the 
completion  of  only  the  first  stage  of  the 
work.  Subsequent  reports  from  the  task 
force  will  focus  on  crimes  against  the  el- 
derly and  against  spouses. 
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Fifty  to  75  percent  of  the  35,000  to  40,000  major 
amputations  each  year  due  to  diabetes 
are  preventable  . . . 


FOOT  COMPLICATIONS 
of  Diabetes 


Introducing — 


FOOT  COMPLICATIONS,  a self-study  mod- 
ule containing  the  latest  information  on  the 
detection,  treatment  and  prevention  of  dia- 
betic foot  problems.  This  self-study  module, 
third  in  a continuing  series  from  the  Pennsyl- 
vania Diabetes  Academy,  is  a must  for  every 
primary  care  practitioner  and  podiatrist  treat- 
ing patients  with  diabetes. 

Written  by  Marvin  E.  Levin,  M.D.,  of  the 
Washington  University  School  of  Medicine, 
St.  Louis,  the  module  contains  a monograph 
with  self-check  exams  and  a final  exam  for 
Category  I CME  credit,  color  slides  of  foot  pa- 
thology and  an  audio  cassette,  all  keyed  to 
sections  in  the  monograph  text.  The  conven- 
ient multi-media  format  makes  the  module 


suitable  for  a variety  of  learning  styles  and 
the  professional's  busy  schedule. 

ALSO  AVAILABLE: 

"Adverse  Outcomes  in  Pregnancy,”  by 
Steven  G.  Gabbe,  M.D. 

"Visual  Impairment,"  by  Alexander  J. 
Brucker,  M.D. 

TO  ORDER,  indicate  the  name  of  the  mod- 
ule^) desired.  (CME  credits  are  offered  with 
each  module.)  Include  a check  or  money  or- 
der for  $50.00  (PA  residents  add  6%  sales  tax) 
for  each  module  made  payable  to: 

Pennsylvania  Diabetes  Academy 
1007  North  Front  Street,  Suite  4 
Harrisburg,  PA  17102 
(717)  231-3970 


FOOT  COMPLICATIONS  was  produced  under  a grant  from  the  Centers  for  Disease  Control  to  the  Pennsylvania  Department  of  Health  Diabetes 
Control  Program  in  cooperation  with  the  Pennsylvania  Diabetes  Task  Force.  The  Pennsylvania  Diabetes  Academy  is  an  affiliate  of  The  Educational  and 
Scientific  Trust  of  the  Pennsylvania  Medical  Society. 
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Doctor! 

Thinking  about  automating  your  office? 
Don’t  invest  in  old  technology,  discover 

Pulse  Point 

Orion’s  Total  Office  Management  System 


Put  these  outstanding 


* Patient  History 

* Office  Visit  Documentation 

* Insurance  Billing 

* Electronic  Claim  Transmission 

* Patient  Billing 

* Precalculated  Balance  Billing 

* Update  of  Insurance  Charges 

* Practice  Analysis  Reports 

* Check  Printing 

* Bank  Statement  Reconciliation 

* Daily  Bank  Deposit  Ticket 

* Medical  Database  Access 


features  to  work  in  your  office 

* Electronic  Scheduling 

* Word  Processing 

* Accounts  Receivable 

* Accounts  Payable 

* Patient  Recall 

* Aged  Receivables 

* Access  Security 

* Financial  Analysis 

* Budgeting 

* Electronic  Code  Lists 

* Daily  Income  Statement 

* Multi-user  Network 


Orion’s  system  is  so  easy  to  use,  even  for  the  first  time  computer  user,  yet 
it  utilizes  the  most  powerful  microcomputer  system  available.  Our  training 
program  ensures  that  your  staff  will  be  comfortable  and  proficient.  All 
this  at  an  unbelievably  low  price.  Call  us  today!  Free  consultation  and 
demonstrations  at  your  office. 


Orion  Systems 
38  Dew  Drop  Road 
York,  PA  17403 
Phone:  (717)  757-7721 


ORION 


Special  issue  coming  in  August 

Again  this  year  the  August  issue  of  PENNSYLVANIA  MED- 
ICINE will  provide  readers  with  a membership  directory  and 
other  health  services  information — a valuable  reference  for 
an  entire  year! 

For  information  about  advertising  in  this  membership  direc- 
tory issue,  contact  Jean  Beatty,  Advertising  Manager  (717) 
763-7151. 
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YOU  DON 


T)hri 


1 UNLESS  YOU  HAVE 
THE  BEST  COMPUTER  SYSTEM. 


Introducing  the  Reynolds  and  Reynolds 
Pledge  of  Satisfaction. 

Before  we  decided  to  offer  your  practice  a written  guarantee,  we  made 
sure  we  had  the  best  medical  practice  management  system  on  the  market 
Only  Reynolds  + Reynolds,  a Fortune  500  company  with  over  20  years 
of  computer  experience  as  a single  source  supplier,  offers  you: 

• State-of-the-art  hardware  from  IBM,  NCR, and  Texas  Instruments. 

• The  most  comprehensive  Unix-based  medical  practice 
management  software  in  the  industry. 

• MPMS-PLUS  software  features: 

- appointment  scheduling  - insurance  claims 

- patient  billing  - management  reports. 

- accounts  receivable 

• The  industry’s  most  responsive  after-sale  hardware  and 
software  service  and  support. 

• Competitive  lease  plan  rates. 

• A full  line  of  computer  forms. 

• A unique  written  pledge  of  satisfaction  assuring  you  that  out- 
system  will  perform  the  tasks  required  to  help  your  practice 
run  more  profitably  and  efficiently  or  your  full  system  price 
will  be  refunded. 


Yes,  I’m  interested!  I want  to  know  more  about  the 
Reynolds  + Reynolds®  MPMS-PLUS  system.  To  make 
our  first  discussion  more  efficient,  I've  filled  in  the 
information  requested  below. 

I’m  considering  automating  my  practice: 

□ Right  away.  □ In  six  months.  □ In  a year  or  so. 

□ I’d  like  to  know  more  about  your  unique  Pledge  of 
Satisfaction. 


Name: 


I 

1 


Whether  you’re  a new  buyer  or  a dissatisfied  system  user, 
Reynolds  + Reynolds’  single  source  concept  is  right  for  you. 
Interested?  To  know  more  about  our  MPMS-Plus  System  and  our 
Pledge  of  Satisfaction,  fill  out  the  attached  coupon  or  call  us  toll- 
free  at  1-800-632-4278  (in  Ohio  call  1-800-535-7128.) 

Reynolds + Reynolds' 

Committed  To  Your  Future 


Practice  Name:  

Address: — 

City: State: Zip: 

Phone:  

# of  Physicians: Specialty: 


financial  management 


Retirement  plans:  Keogh  vs.  SEP 


Jeffrey  B.  Sansweet,  MD 
Vasilios  J.  Kalogredis,  JD,  CPBC 

A self-employed  individual  may 
maintain  a Keogh  or  SEP  (Simpli- 
fied Employee  Pension).  Keoghs  are 
more  prevalent  today,  but  SEPs  may  be 
appropriate  in  the  right  situation.  In 
this  article,  we  will  highlight  some  of 
the  major  differences  between  the  two. 

Participation 

The  participation  rules  are  very  dif- 
ferent. With  Keoghs,  all  full-time  em- 
ployees (generally  meaning  1,000  or 
more  hours  per  year)  who  have  reached 
age  21  and  rendered  either  one  year  or 
three  years  (two  years  beginning  in 
1989)  of  service  (depending  upon  the  re- 
quirements of  the  particular  plan)  must 
be  eligible  to  participate.  With  SEPs 
the  employer  must  contribute  to  the 
IRAs  of  all  employees  who  have 
reached  age  21,  have  performed  ser- 
vices for  the  employer  during  at  least 
three  out  of  the  immediately  preceding 
five  years,  and  have  received  at  least 
$300  compensation  from  the  employer 
for  the  calendar  year.  Thus,  under  a 
SEP,  many  part-time  and  terminated 
employees  would  receive  contributions. 
This  could  be  costly  and  time  consum- 
ing administratively.  Of  course,  both 
SEPs  and  Keoghs  may  be  less  restric- 
tive than  the  above  requirements. 

Vesting 

A related  difference  between  Keoghs 
and  SEPs  is  the  vesting  requirement. 
Under  a SEP,  all  amounts  are  100% 
vested.  A Keogh,  on  the  other  hand, 
which  provides  for  a one-year  waiting 
period,  can  have  a graded  vesting 
schedule,  with  20%  vesting  after  2 
years,  20%  each  additional  year,  and 
100%  vesting  after  six  years.  A Keogh 
with  a two-year  or  three-year  wait  must 
provide  a 100%  vesting  upon  participa- 
tion. 

Contributions 

The  contribution  limits  for  SEPs  are 


the  lesser  of  $30,000  or  15  percent  of 
compensation.  The  Keogh  limits  for 
participating  employees,  if  only  a Profit 
Sharing  Plan  is  maintained,  are  the 
same.  However,  you  may  have  a Keogh 
Pension  and  Profit  Sharing  Plan,  or 
Pension  Plan  only,  whereby  the  limit  is 
increased  to  the  lesser  of  $30,000  or  25 
percent  of  compensation.  Of  course,  the 
pension  portion  of  the  Keogh  would  be 
mandatory , whereas  the  SEP  and 
Keogh  Profit  Sharing  contributions  are 
completely  discretionary. 

Integration 

Another  issue  is  Social  Security  inte- 
gration, which  is  a means  of  reducing 
funding  costs  by  crediting  the  employ- 
er’s share  of  Social  Security  payroll  tax 
toward  the  plan  contribution.  Both 
Keoghs  and  SEPs  may  be  integrated. 

Form 

Keoghs  will  ordinarily  be  in  the  form 
of  a trust,  whereby  the  self-employed 
individual  may  be  his  own  trustee  and 
invest  as  he  likes,  within  certain  limita- 
tions. There  is  the  opportunity  to  adopt 
an  individually  designed  (as  opposed  to 
“canned”)  Keogh  Plan.  With  SEPs,  on 
the  other  hand,  the  “employer”  makes 
contributions  to  the  IRAs  of  its  em- 
ployees. The  Internal  Revenue  Code 
contains  no  provision  under  which  a 
particular  eligible  employee  may  refuse 
to  participate  in  the  SEP.  It  therefore 
appears  that,  unless  all  eligible  employ- 
ees have  IRAs,  there  may  be  no  SEP. 
For  this  reason,  most  SEPs  will  involve 
group  IRAs.  SEPs  do  not  offer  the 
same  opportunities  for  individual  de- 
sign that  a Keogh  can. 


The  authors  are  practicing  attorneys  with 
Kalogredis  and  Wade  Law  Associates,  Ltd. 
Wayne,  a firm  specializing  in  corporate,  legal 
tax,  estate,  and  retirement  planning  for  phy- 
sicians and  dentists. 


Tax  treatment 

The  contributions  under  both  types 
of  plans  are  deductible  by  the  employer 
and  not  included  as  income  by  the  em- 
ployees. The  earnings  accumulate  tax- 
free  in  both,  and  both  are  subject  to  tax 
and  penalty  upon  early  withdrawal. 
Upon  distribution  at  retirement,  how- 
ever, the  tax  treatment  is  somewhat  dif- 
ferent. With  a Keogh,  the  beneficiary 
may  be  able  to  use  five-year  income  av- 
eraging to  soften  the  tax  burden.  Under 
a SEP,  however,  the  distribution  is  fully 
taxable  as  ordinary  income. 

The  timing  of  the  contributions  is  an- 
other issue.  For  calendar  year  taxpay- 
ers, the  contributions  must  be  made  by 
April  15  of  the  following  year.  Both 
Keogh  contributions  and  SEP  contribu- 
tions may  be  delayed  even  longer  if  an 
extension  on  the  tax  return  is  filed.  If 
so,  the  contribution  must  be  made  by 
the  filing  date  of  the  return. 

Reporting 

A final  difference  is  the  relative  sim- 
plicity of  the  SEP  as  compared  to  a 
Keogh.  There  are  fewer  reporting,  fund- 
ing, and  fiduciary  rules  for  a SEP.  A 
very  simple  Form  5305-SEP  may  be 
completed  and  would  constitute  the  en- 
tire plan.  This  form  need  not  even  be 
filed  with  the  IRS.  A tailored  Keogh 
Plan,  on  the  other  hand,  whereby  the 
owner-employee  is  the  trustee,  would 
have  to  be  submitted  to  the  IRS  for  its 
approval,  which  could  be  costly  and 
time  consuming.  In  addition,  annual  re- 
ports must  be  filed  with  the  IRS  for 
Keoghs. 

We  have  discussed  only  the  major  dif- 
ferences between  Keoghs  and  SEPs. 
Any  self-employed  individual  who  is 
contemplating  setting  up  a retirement 
plan  should  seek  the  advice  of  compe- 
tent counsel  in  order  to  decide  which 
type,  if  either,  is  more  advantageous  in 
light  of  his  or  her  own  circumstances.  □ 
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Peppermint 

Mentha  piperita 


In  shady  marshes  along  wet 
banks  and  damp  meadows 
grows  a hardy, 
dark  green 
perennial  used 
in  medicines, 
cosmetics, 
food  and  liquor. 

Mentha  piperita 
dates  back  to  the 
Greeks  and 
Romans  who  wore 
crowns  of  fresh  mint 
at  feasts,  decorated 
dining  tables  with  its 
flowering  tops  and 
spiced  sauces  and 
wines  with  its 
hearty  flavor. 

Culpeper  wrote  of  pepper- 
mint, “It  is  useful  for  com- 
plaints of  the  stomach 
such  as  wind,  vomiting, 
etc  ...  It  is  good  in 
poultices  and 
fomentations . . . 
also  to  be  used 
with  milk  diets.” 

For  centuries  in 
Appalachia,  tea  from  the  plant 
treated  indigestion  and  colic. 

Since  its  early  commercial 
cultivation  in  England  in 
1750,  peppermint  has  been  an 


important  economic  commodity. 
The  largest  amounts  of  peppermint 
today,  however,  are  produced  in  the 
United  States.  The  pungent 
antiseptic  oil,  from  which 
menthol  is  obtained,  is 
used  in  toothpastes, 
mouthwashes,  throat 
lozenges  and  ointments  for 
muscle  aches.  Thrift  Drug 
sells  many  of  these  products 
every  day. 

As  one  of  the 
area’s  largest  pro- 
viders of  prescrip- 
tion medicines, 
Thrift  Drug  fills 
over  nineteen  million 
prescriptions 
r — - annually  and 

stocks  a complete 
selection  of  health  and 
personal  care  products. 

Thrift  Drug  celebrates  over 
fifty  years  of  service  to  more 
than  400  communities  like  yours. 

We  re  proud  to  be  a part  of  the 
history  of  pharmacy  and  its 
tradition  of  care. 


Igl  Thrift  Drug 

Pennsylvania-based,  Pennsylvania-managed.  Serving  you  better  through  Progress  in  Pharmacy. 


new  members 


ALLEGHENY  COUNTY 

Amir  H Ansari,  MD,  Endicrinology,  5230  Centre  Avenue, 
Pittsburgh  15232 

David  R Birch,  DO,  Family  Practice,  200  Monongalhela  Ave- 
nue, Glassport  15045 

Richard  J Egan  Jr , MD,  Family  Practice,  163  Sunny  Drive. 
Pittsburgh  15236 

Kimberly  Gordon,  MD.  Pediatrics,  100  Delafield  Road,  Suite 
210,  Pittsburgh  15215 

James  E.  Greene,  MD,  Family  Practice,  1400  Locust  Street, 
Pittsburgh  15291 

Ivo  P Janecka,  MD,  Otolaryngology,  Eye  & Ear  Hospital,  230 
Lothrop  Street,  Pittsburgh  15213 

Chad  E.  John,  MD,  Pediatrics,  935  Thorn  Run  Road,  Cor- 
aopolis  15108 

Festus  J Krebs  III.  MD,  Otolaryngology,  Eye  & Ear  Hospital 
Suite  111,  230  Lothrop  Street,  Pittsburgh  15213 

Jeffrey  D.  Lemberg,  MD,  Physical  Medicine/Rehabilitation, 
165-E  Churchill  Road,  Turtle  Creek  15145 

Chris  T O'Donnell,  MD,  Internal  Medicine,  701  Broad  Street, 
Sewickley  15143 

Mary  E.  Paulone,  MD,  Obstetrics/Gynecology,  661  Blue 
Ridge  Road,  Pittsburgh  15239 

Hushang  M Payan,  MD,  Pathology,  RD  1 #507C,  Windfall 
Lane,  Gisbonia  15044 

Karen  E Rehder,  MD,  Obstetrics/Gynecology,  3908  Ash 
Drive,  Allison  Park  15101 

Murray  Reswick,  MD,  Radiology,  627  Moorewood  Avenue, 
Pittsburgh  15213 

Roberta  A Samelson,  MD,  Internal  Medicine,  423  Whitney 
Avenue,  Pittsburgh  15221 

Michael  M Sherry,  MD,  Oncology,  701  Broad  Street,  Se- 
wickley 15143 

Judith  L.  Silverstein,  MD,  Dermatology,  3315  Beechwod 
Blvd  , Pittsburgh  15217 

Jonathan  S.  Staub,  MD,  Internal  Medicine,  2139  Pendleton 
DRive,  Monroeville  15146 

ARMSTRONG  COUNTY 

Richard  A.  Mercurio,  MD,  Family  Practice.  Petroleum  Valley 
Medical  Ctr , Bo*  335,  Petrolia  16050 

BEAVER  COUNTY 

Barry  R Reznick,  MD,  Neurology,  118  Glenfield  Drive,  Bea- 
ver 15009 

BERKS  COUNTY 

Barbara  A.  Bowers,  MD,  Pediatrics,  400  Ridgewood  Drive, 
Gettysburg  17325 

William  Hawke,  MD,  Anesthesiology,  550  Pearl  Street,  #305, 
Reading  19602 

Paul  S Mintz,  MD,  Anesthesiology,  Reading  Anesthesia  As- 
sociate, Sixth  and  Spruce  Street,  West  Reading  19611 

Nabil  S Muallem,  MD,  Obstetrics/Gynecology,  1660  Penn 
Avenue,  Wyomissing  19610 

Devi  M Pujara,  MD,  Anesthesiology,  145  North  Sixth  Street, 
Reading  19601 

BLAIR  COUNTY 

Thaddeus  A Piotrowski,  MD,  Family  Practice,  1003  East 
Walton  Avenue,  #217,  Altoona  16602 

Dom.  P Wadhwa,  MD,  Internal  Medicine,  302  Country  Club 
Terrace,  Hollidaysburg  16648 

BUCKS  COUNTY 

Donald  J Barnes,  DO,  One  Madison  Avenue,  Warminster 
18974 

Michael  A/I  Heeg,  MD,  Urological  Surgery,  35  Sutphin  Pines, 
Yardley  19067 

CAMBRIA  COUNTY 

David  Stefanik,  MD,  Radiology,  135  Osborne  Street,  Johns- 
town 15905 

CLEARFIELD  COUNTY 

William  Y Chen,  MD,  Psychiatry,  Clearfield-Jefferson  MHC, 
102  Hospital  Avenue,  Dubois  15801 

CLINTON  COUNTY 

Morris  R Hamilton,  MD  Internal  Medicine,  Nine  West 
Church  Street,  Lock  Haven  17745 


CRAWFORD  COUNTY 

Seif  A.  Atyia.  MD,  Anesthesiology,  1361  Laurel  Drive,  Mead- 
ville  16335 

Laura  Yeates,  MD,  Pediatrics,  1361  Laurel  Drive,  Meadville 
16335 

DAUPHIN  COUNTY 

William  W DeMuth,  MD,  Orthopaedic  Surgery,  Hershey 
Medical  Center,  Penn  State  Univ  P O Box  850,  Hershey 
17033 

C Mccollister  Evarls,  MD,  Orthopaedic  Surgery,  Hershey 
Medical  Center,  P O Box  850,  Dean's  Office,  Hershey 
17033 

John  A.  Handal,  MD,  Orthopaedic  Surgery,  Hershey  Medical 
Center,  Penn  State  Univ.  P O Box  850,  Hershey  17033 

Mark  R.  Klingensmith,  MD,  Otolaryngology,  242  University 
Manor,  Hershey  17033 

David  A Kloss,  MD,  General  Surgery,  225  West  Areba, 
Hershey  17033 

Jose  L.  Montaner,  MD,  Psychiatry,  University  Manor  East, 
#198,  Hershey  17033 

Jack  H Moody,  MD,  Internal  Medicine,  330  Lopax  Road, 
#A-12,  Harrisburg  17112 

John  L.  Myers,  MD,  Thoracic  Surgery,  Hershey  Medical 
Center,  Cardiothoracic  Surgery,  Hershey  17033 

William  H Shoff,  MD,  Internal  Medicine,  3618  Centerfield 
Road,  Harrisburg  17109 

David,  A.  Wiegand,  MD,  Otolaryngology,  151  Forest  Avenue, 
Hershey  17033 

DELAWARE  COUNTY 

Steven  J Fisher,  DO,  Family  Practice,  250  Brookline  Blvd  , 
Havertown  19083 

Steven  B Gilman,  MD,  Diagnostic  Radiology,  P O Box  586, 
Chadds  Ford  19317 

Richard  M Haupt,  MD,  Pediatrics,  213  Hazelwood  Road, 
Ardmore  19003 

Gerald  M.  Klein,  MD,  Diagnostic  Radiology,  Six  Sunan 
Road,  Broomall  19008 

Krishnamurti  Ramprasad,  MD,  Diagnostic  Radiology, 
Sharpe  Associates,  P O Box  287,  Springfield  19064 

Richard  A.  Rossin,  MD,  Pediatrics,  1901  Spring  Garden 
Street.  Philadelphia  19130 

Patricia  H Saluk,  MD,  Diagnostic  Radiology,  2600  Welsh 
Road,  #22,  Philadelphia  19152 

Peter  F.  Sharkey,  MD,  Orthopaedic  Surgery,  455  Forrest  Av- 
enue, Drexel  Hill  19026 

Stefan  M Skalina,  MD,  Diagnostic  Radiology,  Crozer  Ches- 
ter Medical  Cente,  Chester  19013 

Mark  A Warner.  DO,  Pediatrics,  3030  Garrett  Road,  Drexel 
Hill  19026 

ERIE  COUNTY 

Walter  S Johns  IV,  MD,  Internal  Medicine,  213  East  41st 
Street,  Erie  16504 

Howard  M Levin,  MD,  Ophthalmology,  2626  Sigsbee  Street, 
Erie  16508 

Paul  D Seiferth,  MD,  Family  Practice,  631  West  Seventh 
Street,  Erie  16502 

GREENE  COUNTY 

Cathy  R.  Long,  MD,  Anesthesiology,  RD  3,  Box  125-AA, 
Waynesburg  15370 

LACKAWANNA  COUNTY 

Gregory  E.  Cali,  DO,  Internal  Medicine,  201  Smallacomb 
Drive,  Scranton  18508 

Richard  G Emanuelson,  MD,  Hematology.  330  Scott  Road. 
Clarks  Summit  1841 1 

Dipak  G Vora,  MD,  Internal  Medicine,  1209  Hamilton  Ter- 
race, Clarks  Summit  18411 

LEHIGH  COUNTY 

Marcia  W.  Leonard,  MD,  Pediatric  Nephrology,  Liberty 
Square  Medical  Cent  , 17th  Liberty  Sts  Suite  215,  Allen- 
town 18104 

LUZERNE  COUNTY 

John  M Prater,  MD,  Family  Practice,  540  Pierce  Street, 
Kingston  18704 

Mark  A Swartz,  MD,  Family  Practice,  99  Maffett  Street,  #6, 
Wilkes  Barre  18702 


LYCOMING  COUNTY 

Sandra  C.  Beall.  MD,  Pediatrics,  904  Campbell  Street,  Wil- 
liamsport 17701 

Glenn  T Bloiso.  MD,  Urological  Surgery,  1201  Grampam 
Blvd  , Williamsport  17701 

MCKEAN  COUNTY 

Walter  E.  Brodis,  MD.  Internal  Medicine,  Hooker  Fulton 
Building,  Main  Street  Suite  205,  Bradford  16701 

MONROE  COUNTY 

Renato  T Diaz,  MD,  Family  Practice,  Route  940,  Blakeslee 
18610 

MONTGOMERY  COUNTY 

Julian  M Bayuk,  MD,  Urological  Surgery,  284  Copper  Beech 
Drive,  Blue  Bell  19422 

Michelle  E Cramer,  MD,  Internal  Medicine,  1876  Woodland 
Avenue,  Fir  #4,  Abington  19001 
William  D Emper,  MD,  Orthopaedic  Surgery,  27  South  Bryn 
Mawr  Avenue,  Bryn  Mawr  19010 
Paul  A Friedman,  MD,  Internal  Medicine,  403  Great  Springs 
Road,  Rosemont  19010 

Michael  J Harkness,  MD,  Pediatrics,  28  Lee  Avenue.  Bryn 
Mawr  19010 

John  L Ickler,  MD,  Pediatrics,  1047  York  Road,  Abington 
19001 

Hi  S Kim,  MD,  Pediatrics,  5438  North  Lawrence  Street,  Phil- 
adelphia 19120 

Curt  I Parnes,  MD.  Pediatrics,  1047  Old  York  Road. 
Abington  19001 

Stanley  P Silverman,  MD.  Pulmonary  Diseases,  8321  Ridge- 
way Street.  Philadelphia  19111 

MONTOUR  COUNTY 

Richard  B Birrer,  MD,  Family  Practice,  Geisinger  Medical 
Center,  North  Academy  Avenue,  Danville  17822 
William  H Cooper,  MD,  Neurology,  RD  7,  Box  88,  Danville 

17821 

Warren  M Glover,  MD,  Thoracic  Surgery,  Geisinger  Medical 
Center,  Danville  17822 

Robert  F Klein,  MD,  Internal  Medicine.  Geisinger  Medical 
Center,  Danville  17822 

David  A Lightman.  MD,  Ophthalmology.  Geisinger  Medical 
Center,  Danville  17822 

Robert  A Schwab.  MD,  Emergency  Medicine,  Geisinger 
Medical  Center,  Dept  of  Emergency  Medicine,  Danville 

17822 

Stephen  E.  Thurston,  MD,  Neurology,  Geisinger  Medical 
Center,  Dept  of  Neurology,  Danville  17822 
Victor  G.  Villagra.  MD,  Internal  Medicine,  Geisinger  Medical 
Center,  North  Academy  Avenue.  Danville  17822 
Dale  H Wytock,  MD,  Gastroenterology,  Geisinger  Medical 
Center,  Dept  of  Gastroenterology.  Danville  17822 

PHILADELPHIA  COUNTY 

Michael  B Adesman,  MD,  Cardiovascular  Diseases,  615  Ad- 
dison Street,  Philadelphia  19147 
Allen  L Axe.  DO,  General  Practice,  3392  Red  Lion  Road, 
Philadelphia  19114 

Kevin  G.  Barber.  DO.  Nephrology,  Robin  Hill  Apartments, 
#1806,  Voorhees.  NJ  08043 

Charles  J Cattano,  MD,  Gastroenterology,  2400  Chestnut 
Street,  #1606,  Philadelphia  19103 
Hsien-Bin  Chen.  MD,  Pathology,  3401  North  Broad  Street, 
Temple  Univ.  Hosp  Dept  of  Path  . Philadelphia  19140 
Kai  B Chung,  MD,  General  Practice.  995  Cropwell  Road, 
Cherry  Hill,  NJ  08003 

David  A Cohen.  MD,  Internal  Medicine,  3801  Consho- 
hocken  Avenue.  #507,  Philadelphia  19131 
Herman  F Cohen,  DO.  Pediatrics,  2031  Spring  Garden 
Street.  Philadelphia  19130 

Philip  H Cross,  DO,  Family  Practice,  500  Large  Street,  Phil- 
adelphia 19149 

Larry  P Doroshow,  DO,  General  Practice.  7131  Ridge  Ave- 
nue, Philadelphia  19128 

Debra  S.  Feldman,  MD,  Internal  Medicine,  2109  Appletree 
Street,  Philadelphia  19103 

Victor  R Frankel.  MD,  Orthopaedic  Surgery,  5401  Old  York 
Road,  Klein  Prof  Bldg  . Suite  200,  Philadelphia  19141 
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To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial 


60,073 patients  (90%)  who  started  on 

INDERAL  LA  stayed  on  INDERAL  LA1. 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 

m ONCE-DAILY  mm  « 

INDERAL  LA 


LONG  ACTING 
CAPSULES 


(PROPRANOLOL  HCI) 

Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 

The  one  you  know  best  ^ 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information.  |\N\(h  vj V-  — — ” 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE  PACKAGE  CIRCULAR ) 

INDERAL  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  lo  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg.  80  mg.  120  mg,  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  tor  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60  80  I20.and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  lor 
the  capsules  are  approximately  60%  to  65%  ot  the  AUCs  tor  a comparable  divided  daily  dose 
ol  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  ol 
propranolol,  resulting  trom  the  slower  rate  ot  absorption  ot  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-tor-mg  substitute  tor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  tor  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
eftect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment ot  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  tor  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  tor  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  ol  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first-degree 
block,  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary, they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
ot  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonalfergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  ot  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  ot  withdrawal  ot  beta-blocking  therapy  prior 
to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamme 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3,  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  ot  5 mg 
propranolol 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  ot  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  it  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  ol  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Elhanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytom,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance 
Chlorpromazme.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  ot  both  drugs 

AnUpyrme  and  lidocame  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Cimetidme  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg /day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  ot  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug. 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia;  congestive  heart  failure:  intensification  of  A V block;  hypoten- 
sion. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances;  hallucinations;  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate 
formulations,  fatigue,  lethargy. and  vivid 
dreams  appear  dose  related 
Gastrointestinal:  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic:  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory.  Bronchospasm 
Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie  s disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  tor 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  - Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  trom  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose.  INDERAL  LA  therapy  should 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 
weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  ot  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use, 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

ta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
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TOTAL  OFFICE  CARE 

Medical  Manager  is  a medical  office  management  software  package  that  renders 
"Total  Office  Care”  so  that  you  concentrate  on  delivering  Total  Patient  Care.  It  is  a 
user-defined  system  in  which  parameters  are  set  according  to  the  type  of  practice 
involved.  Medical  Manager  will  then  smoothly  accomplish  all  of  the  patient  account- 
ing functions  of  today’s  medical  office. 

• TOTAL  and  comprehensive  functions  for  all  aspects  of  a medical  practice's  billing 
and  communications  needs,  including  patient  and  insurance  billing,  encounter 
forms,  outstanding  balance  follow-up.  and  patient  recall. 
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TOTAL  automatic  insurance  processing  and 
tracking  of  third  party  claims. 

TOTAL  availability 
of  electronic  media  1 
claims  processing. 

TOTAL  financial 
accountability. 

TOTAL  automatic 
scheduling  function. 
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TOTAL  office  manage- 
ment reports  yielding 
data  on  all  aspects  of 
financial  performance, 
patient  medical  histories 
and  the  physician’s 
schedule. 
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Essential  to  the  Total  Office 
Care  concept  is  the  installa- 
tion. training,  and  on-going 
software  support  of  Medical 
Manager.  After  assessing  your 
practice's  needs  The  Oakland 
Associates  will  recommend 
appropriate  hardware  and  adapt 
Medical  Manager  to  your  specific 
situation.  Utilizing  a “self-paced” 
approach,  we  will  orient  and  train 
your  staff.  The  Oakland  Associates 
also  offers  continued  software 
support  after  implementation. 
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The  Oakland  Associates: 

A Health  Care  Development  and  Management  Company 


500  Lewis  Run  Road 
Pittsburgh.  PA  15250 
412/466-5325 
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John  E Hopkins,  1133  Worth  Blvd.,  Pottstown  19464 
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obituaries 


•Denotes  PMS  membership  at  death. 

Thomas  C.  Amend,  Lancaster;  West  Virginia 
University  School  of  Medicine,  1966;  age  56, 
died  March  8,  1987.  Dr.  Amend  was  a family 
practitioner.  • 

Robert  N.  Byrne,  Kingwood,  Ttexas;  State 
University  of  New  York  at  Buffalo  School  of 
Medicine,  1941;  age  74,  died  January  11, 
1987.  Dr.  Byrne,  formerly  of  West  Chester, 
was  chief  of  radiology  at  Chester  County 
Hospital  during  his  service  there  from  1948 
to  1980.  • 

Thomas  J.  Conahan  Jr.,  Hazleton;  Jefferson 
Medical  College,  1934;  age  78,  died  February 
9, 1987.  Dr.  Conahan  served  as  chief  of  radiol- 
ogy at  Hazleton  State  Hospital  and  St.  Jo- 
seph’s Hospital,  Hazleton,  until  his  retire- 
ment. • 

Joseph  J.  Dougherty,  Coaldale;  Hahnemann 
University  School  of  Medicine,  1937;  age  75, 
died  February  19,  1987.  Dr.  Dougherty,  a 
general  practitioner,  was  a member  of  the 
medical  staff  at  Coaldale  State  General  Hos- 
pital for  45  years  before  his  retirement.  • 

Albert  F.  Doyle,  Johnstown;  Johns  Hopkins 
University  School  of  Medicine,  1931;  age  82, 
died  February  21,  1987.  Dr.  Doyle,  a urolo- 
gist, practiced  in  Johnstown  for  over  40 
years.  • 

John  J.  Gill,  Forty  Fort;  Jefferson  Medical 
College,  1941;  age  70;  died  February  16, 
1987.  Dr.  Gill  was  a radiologist.  • 

Max  Erwin  Johnson,  Aliquippa;  Meharry 
Medical  College  School  of  Medicine,  1941; 
age  73,  died  March  10,  1987.  Dr.  Johnson,  a 
general  practitioner,  was  former  Beaver 
County  coroner.  • 

Theodore  S.  Machaj,  Bethel  Park;  Tufts  Uni- 
versity School  of  Medicine,  1943;  age  67,  died 
March  3,  1987.  Dr.  Machaj  was  an  anesthesi- 
ologist. • 

Frederick  E.  Marino,  Beaver;  Hahnemann 
University  School  of  Medicine,  1937;  age  76, 
died  February  19, 1987.  Dr.  Marino,  an  obste- 
trician and  gynecologist,  was  a member  of 
the  staff  at  the  Medical  Center,  Beaver.  • 


Orlo  G.  McCoy,  Canton;  University  of  Pitts- 
burgh, 1940;  age  73,  died  March  20,  1987.  Dr. 
McCoy,  a family  practitioner  in  Canton,  was 
a past  president  of  the  Bradford  County 
Medical  Society,  a delegate  to  the  PMS 
House,  and  a member  of  the  PMS  Board  of 
Trustees  representing  the  Twelfth  District 
from  1971  to  1977.* 


Robert  John  McNeill  Jr.,  Marmora,  New  Jer- 
sey; Hahnemann  University  School  of  Medi- 
cine, 1933;  age  79,  died  March  15,  1987.  Dr. 
McNeill  practiced  general  medicine  in  the 
Philadelphia  area  for  over  40  years.  • 

John  Mitchell,  Pittsburgh;  University  of 
Pennsylvania  School  of  Medicine,  1947;  age 
63;  died  February  19,  1987.  Dr.  Mitchell  was 
a thoracic  surgeon.  • 

John  F.  Moran,  Jr.,  Drexel  Hill;  Hahnemann 
University  School  of  Medicine,  1939;  age  72, 
died  March  11,  1987.  Dr.  Moran  was  a gen- 
eral practitioner  in  Drexel  Hill  for  25  years, 
and  later  served  as  associate  medical  director 
for  Philadelphia  Electric  Company.  • 

William  A.  Nickles,  Chambersburg;  Temple 
University  School  of  Medicine,  1944;  age  68, 
died  March  17,  1987.  Dr.  Nickles  was  a gen- 
eral practitioner.  • 

Leslie  H.  Osmond,  Pittsburgh;  Case  Western 
Reserve  University  School  of  Medicine,  1930; 
age  81,  died  February  21,  1987.  Dr.  Osmond 
was  chief  of  the  radiology  department  at  St. 
Francis  Medical  Center  from  1934  to  1952.  • 

Abraham  Rapoport,  Rensselaer,  New  York; 
Temple  University  School  of  Medicine,  1925; 
age  98,  died  February  4,  1987.  Dr.  Rapoport 
maintained  a family  practice  in  Norristown 
for  50  years.  • 

Richard  O.  Rex,  Chestnut  Hill;  University  of 
Pennsylvania  School  of  Medicine,  1931;  age 
81,  died  February  20,  1987.  Dr.  Rex  special- 
ized in  internal  medicine.  • 

George  B.  Rush,  Bradenton,  Florida;  Jeffer- 
son Medical  College,  1926;  age  87,  died 
March  4,  1987.  Dr.  Rush,  formerly  of  Ali- 
quippa, served  on  the  staffs  of  Rochester 
General  Hospital,  Aliquippa  Hospital,  and 
the  Gateway  Rehabilitation  Center  until  his 
retirement  in  1972.  • 

Katharine  R.  Boucot  Sturgis,  Wynnewood; 
Medical  College  of  Pennsylvania,  1942;  age 


The  Educational  and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society  provides 
you  with  a way  to  make  a significant  state- 
ment honoring  the  memory  of  and  paying 
tribute  to  your  colleagues  who  are  de- 
ceased. Send  your  tax-deductible  memo- 
rial gift  to  the  PMS  Educational  and  Scien- 
tific Trust,  20  Erford  Road,  Lemoyne,  PA 
17043.  All  gifts  will  be  acknowledged  to 
the  donor  as  well  as  to  the  family  of  the 
deceased. 


85,  died  March  28,  1987.  Dr.  Boucot  Sturgis, 
a specialist  in  pulmonary  diseases,  was  the 
first  woman  to  be  president  of  the  Philadel- 
phia County  Medical  Society  and  the  first 
woman  to  be  president  of  the  College  of  Phy- 
sicians of  Philadelphia.  She  was  an  emeritus 
professor  at  the  Medical  College  of  Pennsyl- 
vania and  former  chairman  of  its  department 
of  preventive  medicine.* 

Harold  R.  Sumner,  Winston-Salem,  North 
Carolina;  University  of  Pittsburgh  School  of 
Medicine,  1932;  age  80,  died  February  19, 
1987.  Dr.  Sumner  was  an  obstetrician  and 
gynecologist  in  Ellwood  City  for  more  than 
50  years.  • 

Anthony  S.  Tomay,  Philadelphia;  Jefferson 
Medical  College,  1931;  age  80,  died  March  17, 
1987.  Dr.  Tornay  was  an  emeritus  associate 
professor  of  neurology  at  the  University  of 
Pennsylvania  School  of  Medicine.  • 

Ronald  E.  Ambler,  Norristown;  Philadelphia 
College  of  Osteopathic  Medicine,  1930;  age 

79,  died  February  12,  1987.  Dr.  Ambler 
founded  Riverview  Hospital,  now  Suburban 
General  Hospital,  in  Norristown. 

Eugene  Whitty  Cryan,  St.  Davids;  Univer- 
sity of  Pennsylvania  School  of  Medicine, 
1952;  age  62,  died  March  16,  1987.  Dr.  Cryan 
was  an  internist  and  former  vice  president  of 
the  Pennsylvania  chapter  of  the  American 
Heart  Association. 

James  M.  Henninger,  Green  Valley,  Arizona; 
University  of  Pittsburgh  School  of  Medicine, 
1933;  age  79,  died  March  5,  1987.  Dr.  Hen- 
ninger, formerly  of  Pittsburgh,  was  a psychi- 
atrist. 

Julian  Johnson,  Gladwyne;  University  of 
Pennsylvania  School  of  Medicine,  1931;  age 

80,  died  March  1,  1987.  Dr.  Johnson,  a pio- 
neer in  heart  surgery,  was  emeritus  professor 
of  surgery  at  the  University  of  Pennsylvania 
School  of  Medicine. 

Edmund  W.  Klinefelter,  York;  University  of 
Pennsylvania  School  of  Medicine,  1930;  age 
84,  died  February  10,  1987.  Dr.  Klinefelter 
was  a general  practitioner. 

Frederick  D.  Reardon  Jr.,  Haverford;  Vander- 
bilt University  School  of  Medicine,  1941;  age 
70,  died  February  23,  1987.  Dr.  Reardon  was 
a former  president  of  the  Philadelphia  Pedi- 
atric Society  and  an  associate  professor  of  pe- 
diatrics at  Thomas  Jefferson  University. 

Louis  J.  Staskiel,  Wapwallopen;  Hahnemann 
University  School  of  Medicine,  1939;  age  71, 
died  February  17,  1987.  Dr.  Staskiel  was  an 
internist. 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package” 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

; The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 

1 the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 
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special  feature 

Respect  for  fallen  comrades 

Naomi  Bluestone,  MD 


‘Today’s  topic  has  been  chosen  from  a simple  sense  of  wonder  and 
sadness  over  what  has  happened  to  us!  There  was  a time  when  being  a 
physician  meant  being  bonded  to  other  practitioners  in  a special  way, 
based  on  sharing  extraordinary  experiences,  memories,  and  values.’ 


1 don’t  suppose  I shall  ever  forget  the 
sense  of  cosmic  shock  and  horror  I 
felt  one  day,  seventeen  years  ago,  when 
I stopped  by  the  pharmacy  of  a hospital 
in  which  I was  working  to  get  some 
meds.  The  regulations  had  been 
changed  by  the  Lord  High  Keepers  of 
the  Bureaucracy,  and  physicians  were 
henceforward  to  pay  for  their  pharma- 
ceuticals like  everyone  else.  I fired  off  a 
letter  (in  those  days,  letters  were  fired 
off,  rarely  serenely  composed)  in  which 
I pointed  out  that  it  was  probably  the 
first  time  since  before  Hippocrates  that 
physicians,  working  day  and  night  in 
their  healing  workshops,  were  deemed 
unentitled  to  the  very  tools  of  their 
trade.  A simple  courtesy,  maintained 
through  the  generations,  was  now  sub- 
ject to  the  usual  rules  of  “No  tickee,  no 
washee”,  and  the  blow  was  to  more 
than  just  pocketbook,  custom,  or  van- 
ity. It  was  the  end  of  an  era. 

Still,  one  could  rationalize,  this  partic- 
ular perquisite  of  the  medical  brother- 
hood had  been  aborted  by  administra- 
tive know-nothings,  not  by  the  brothers 
and  sisters  themselves.  At  least  the 
profession  itself  was  fighting  for  its  in- 
tegrity, and  its  traditions  would  be 
maintained.  Or  would  they? 

Today’s  topic  has  been  chosen  from  a 
simple  sense  of  wonder  and  sadness 
over  what  has  happened  to  us!  There 
was  a time  when  being  a physician 
meant  being  bonded  to  other  practition- 
ers in  a special  way,  based  on  sharing  of 
extraordinary  experience,  memories, 
and  values.  Being  a physician  meant 
that  when  sickness  or  trouble  arose,  one 
had  only  to  turn  to  one’s  colleagues  for 
expert  advice  and  treatment,  without 


waiting,  paying  through  the  nose,  or  be- 
ing given  a run-around.  Call  it  profes- 
sional courtesy,  call  it  “being  in  the 
business,”  it  was  a tradition,  it  was 
valid,  it  was  ennobling. 

With  the  introduction  of  third  party 
payments  on  a vast  scale,  and  the  weak- 
ening of  old-fashioned  bonds  through 
sources  too  numerous  to  mention  here, 
it  became  the  fashion  for  physicians  to 
re-examine  the  concept  of  professional 
courtesy,  with  the  view  that  it  was  out- 
moded, unnecessary,  subject  to  abuse, 
and  demeaning  to  those  who  clearly  had 
the  ability  to  pay  and  a dislike  for  feel- 
ing obligated.  “I’ll  accept  your  insur- 
ance, Jack!”  became  the  watchword. 
Sick  physicians  no  longer  sent  cases  of 
liquor  over  to  the  surgeon  who’d  oper- 
ated on  them,  and  wives  no  longer  made 
attractive  art  objects  for  the  doctor’s 
office.  (I,  myself,  sent  the  latest  edition 
of  Haagensen’s  ‘‘Diseases  of  the 
Breast”  to  the  physician  who  excised 
my  pilonidal  cyst.)  As  the  inroads  on 
courtesy  progressed,  letters  started  ap- 
pearing in  Medical  Economics.  “Am  I 
obligated  to  take  care  of  my  partner 
Jack’s  ex-wife?  All  of  his  ex-wives?  Or 
only  the  present  wife!”  “Do  I have  to 


Dr.  Bluestone  is  in  the  private  practice  of  psy- 
chiatry in  Great  Neck,  New  York.  A freelance 
writer,  she  contributes  frequently  to  PENN- 
SYLVANIA Medicine.  Besides  her  medical  de- 
gree from  the  Medical  College  of  Pennsylva- 
nia, Dr.  Bluestone  has  a master's  degree  in 
public  health.  She  is  the  author  of  the  book 
“So  You  Want  to  be  a Doctor, and  has  writ- 
ten and  published  over  150  articles  on  various 
health  care  topics. 


take  care  of  Tom's  granny  for  free?  Or 
all  of  his  nieces  and  nephews?  They  are 
the  biggest  family  in  town!”  “I  no 
longer  offer  courtesy  to  fellow  physi- 
cians. I give  them  a 10  percent  dis- 
count!” 

The  arguments  pro  and  con  have  been 
discussed  in  many  forums  over  the  past 
twenty  years,  and  need  not  be  reiter- 
ated here.  What  has  been  discussed  less 
frequently  is  the  effect  this  has  had  on 
the  morale  of  physicians,  their  bonding 
mechanisms,  and  other  aspects  of  their 
professional  relationships.  What  comes 
immediately  to  my  mind  is  the  physi- 
cian consultation.  There  was  a time 
when  physicians  were  treated  like  col- 
leagues, even  when  they  were  patients. 
A sick  physician  who  consulted  a spe- 
cialist was  seen  as  quickly  as  possible. 
He  was  shown  his  x-rays,  and  often  his 
opinion  was  requested,  simply  “as  a 
courtesy,”  and  not  because  he  knew  a 
damn  thing  about  cysts  of  the  bone.  If 
anything,  the  problem  of  too  much  in- 
formality and  intellectualization  of  a se- 
rious illness  had  to  be  addressed. 

Contrast  this  with  my  own  recent  ex- 
perience getting  a work-up  for  what  ap- 
peared to  be  a classic  case  of  gastric  re- 
flux. I made  the  fatal  error  of  going  for 
a sonogram  of  the  belly  to  a practitioner 
who  did  not  know  me.  I made  an  ap- 
pointment, stressing  that  I had  to  be 
out  by  2 p.m.,  and  the  time  slot  allo- 
cated seemed  insufficient.  “No  problem, 
doctor,”  said  the  receptionist.  I called 
again  before  leaving  to  ensure  I’d  get 
out  on  time.  “No  problem!”  I arrived 
five  minutes  early  and  again  said,  “I 
don’t  like  to  keep  patients  waiting.  If 
you  won’t  make  it,  let  me  know  now  and 
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I’ll  reschedule.”  “No  problem,”  for  the 
third  time.  Of  course  I was  left  to  cool 
my  heels,  and  was  half  an  hour  late  in 
leaving. 

When  the  radiologist  walked  in  and 
brightly  asked  me  how  I was  today  (as 
if  lessons  had  been  taken  from  Ma  Bell), 
I told  him.  Politely.  “We  rarely  run 
late,”  he  said,  smoothly.  No  apology.  No 
recognition  of  my  annoyance.  No  polite 
lies.  Not  even  a weak,  “One  of  the  recep- 
tionists is  out  with  a sick  child.”  Just 
uninterrupted  chatter.  He  called  me 
“Ma’am.”  Not  only  had  he  not  bothered 
to  note  that  I was  a physician,  he  also 
hadn’t  even  troubled  to  learn  my  name. 
Or  perhaps  he  knew  both,  and  just 
chose  to  ignore  it.  Since  the  test  had 
been  performed  by  the  technician,  and 
the  doctor  had  no  professional  opinion 
to  offer  at  the  time,  it  would  seem  the 
sole  reason  for  his  appearance  was  that 
when  the  bill  of  $175  would  be  pre- 
sented, the  patient  would  never  be  able 
to  say,  “And  I never  even  laid  eyes  on 
the  doctor.” 

Dismissed,  I returned  to  the  waiting 
room,  where  a baleful  woman  at  the 
desk  demanded  my  money.  I was  not 
surprised.  During  my  long  wait,  one 
hapless  fellow,  not  knowing  that  I was  a 
physician,  had  turned  to  me  and  said, 
“You  know,  whenever  I bring  my  wife 
here,  I have  the  feeling  that  if  I try  to 
walk  out  without  paying  first,  they  will 
shoot  me  right  between  the  eyes!”  So, 
perhaps  I should  be  grateful  that  I es- 
caped with  my  life! 

I recounted  the  story  to  the  referring 
physician  who  expressed  surprise  and 
gratitude  to  me  for  informing  him.  I do 
not  know  if  he  has  changed  his  referral 
practices,  but  it  would  seem  naive  to  ex- 
pect it.  Others  to  whom  I have  re- 
counted this  story  all  have  their  own 
horror  stories  to  tell.  One  greatly  re- 
spected physician  told  me  that  the  first 
time  he  underwent  cardiac  catheteriza- 
tion it  was  done  by  the  professor,  who 
courteously  discussed  findings  with 
him.  The  second  time  it  was  done  by  a 
second  year  resident,  guided  by  a third 
year  resident,  both  of  whom  had  their 
own  agendas.  Another  colleague  re- 
minded me  that  physicians  who  send  a 
great  many  cases  to  consultant  A,  B,  or 
C,  are  still  treated  with  the  old  kid 
gloves.  Money  talks. 

That,  of  course,  is  not  what  I am  talk- 
ing about.  One  might,  in  fact,  argue 
that  physicians  who  are  processed  like 


meat  through  the  abattoirs  of  the  medi- 
cal establishment  are  getting  what  they 
deserve.  I can  imagine  hordes  of  pa- 
tients chortling  at  my  plaint.  “High 
time  those  docs  got  a taste  of  their  own 
medicine!”  I can  hear  the  disgruntled 
snickering.  In  a sense,  they  are  right. 
Some  doctors  probably  DO  deserve  it. 
But  that  doesn’t  make  it  right! 

Let’s  grant  that  patients  have  often 
been  abused  in  the  offices  of  busy  prac- 
titioners and  clinics,  particularly  in  the 
nation’s  large  cities,  and  that  the  fight 
to  prevent  this  is  a dedicated  and  ongo- 
ing struggle.  The  particular  needs  of 
sick  physicians  I believe  are  rather  spe- 
cial. Doctors  alone  know  the  full  ramifi- 
cations of  their  own  disease  processes, 
cursed  by  a knowledge  of  life  and  death 
second  only  to  Eve’s  knowledge  of  good 
and  evil  after  succumbing  to  the  blan- 
dishments of  the  snake.  They  need  spe- 
cial help  in  confronting  their  own  vul- 
nerabilities and  mortalities.  It  is  a 
particularly  cruel  blow  to  them  to  know 


‘The  particular  needs  of  sick 
physicians  I believe  are  rather 
special.  Doctors  alone  know 
the  full  ramifications  of  their 
disease  processes  . . . ’ 


when  they  will  be  carried  out  of  this  life 
like  one  more  carcass  out  of  Chicago. 

We  are  being  dehumanized  by  failing 
to  take  care  of  our  own.  We  are  dimin- 
ished when  we  introduce  monetary  com- 
promise into  the  care  of  our  colleagues. 
We  become  callous  when  we  forget  the 
critical  needs  of  those  who  went 
through  the  trenches  with  us.  We  be- 
come selfish,  shallow,  mechanistic,  and 
brutalized. 

A number  of  years  ago,  I wrote  an  ar- 
ticle entitled  “Fire  and  Ice’”  in  which  I 
contrasted  the  dedicated  way  in  which 
the  firemen  of  Los  Angeles  took  care  of 
wounded  buddies  and  their  dependents 
with  the  way  in  which  physicians  treat 
their  own  sick  comrades  and  the  rela- 
tions they  leave  behind.  It  was  not  flat- 
tering to  physicians,  but  it  was  the 
truth.  The  firemen  remain  endless 
sources  of  love,  support,  material  help, 
and  concrete  assistance  to  devastated 
widows.  Doctors  list  their  fallen  com- 
rades in  the  necrologies  of  the  medical 
societies,  and  occasionally  produce  a 
festschrift. 

I think  we  all  need  to  rethink  the  per- 
sonal nature  of  our  professional  connec- 


tions. The  physician  who  has  treated 
my  mom  in  Delaware  for  years  has 
steadfastly  refused  to  accept  payment 
for  her  care.  “She  is  the  mother  of  a 
physician,  and  I will  not  charge  her,”  he 
wrote  me,  even  as  she  raised  cain  be- 
cause she  was  accustomed  to  paying 
her  way.  In  vain  I pleaded  with  him  to 
modernize.  He  held  fast.  Now,  some 
years  later,  I recognize  what  he  was  try- 
ing to  do,  and  I have  come  full  circle  to 
endorse  his  way.  He  knew  something 
about  people  and  principles  that  far 
transcended  the  rituals  of  Blue  Cross. 

Now,  I do  it  his  way.  I no  longer 
knuckle  under  and  arbitrarily  accept  a 
person’s  desire  to  fulfill  his  obligation 
with  money.  It  may  be  too  easy  for  peo- 
ple to  buy  their  way  out  by  paying  a fee. 
I remember  that  there  is  a higher  obli- 
gation, and  I remind  my  physician  pa- 
tients of  that.  Both  of  us  are  not  totally 
free  agents,  but  upholders  of  a tradition 
of  humanism  that  we  rend  at  great  peril 
to  our  collective  well-being.  I will  not 
even  ask  them  to  fill  out  insurance 
forms,  a time-consuming  chore  that  can 
cost  as  much  as  the  reimbursment.  It 
cheapens  the  gift.  And  if  the  need  to 
deal  with  the  sense  of  obligation  is  im- 
portant to  my  patient,  I offer  a graceful 
way  out.  “Write  a check  to  your  favor- 
ite charity!”  is  often  countered  with, 
“No,  it  should  be  written  to  your  favor- 
ite charity!”  “Fine,”  I say,  “Send  some 
money  over  to  the  Gay  Men’s  Health 
Crisis.”  And  the  deed  is  done.  I’ve  aided 
the  patient,  the  patient  has  aided  me, 
and  AIDS  has  been  aided.  What  more 
could  we  ask? 

Of  course,  life  is  not  always  so  simple. 
There  are  moral  dilemmas  here  that  are 
worthy  of  more  discussion  than  this  es- 
say allows.  But  I have  said  my  piece. 
Doctors  are  not  taking  care  of  doctors 
the  way  they  should.  We  are  behaving 
like  raccoons  in  a trap,  gnawing  off  our 
paws  to  escape,  eroding  our  communal 
body  because  the  pressures  on  us  are  so 
great.  Why  are  we  working  our  troubles 
out  internally?  If  others  fail  to  appreci- 
ate us,  can  we  not  appreciate  ourselves? 
If  we  have  selected  a new  generation  to 
replace  us  whose  values  seem  sleazier  to 
us,  can  we  not  show  them  a better  way, 
by  our  example  if  not  by  lectures  that 
no  one  attends  anyway?  Should  we  not 
become  aware  that  our  opinions  of  our- 
selves seem  to  be  diminished,  conta- 
gious reactions  from  society  at  large, 
belated  reactions  to  those  physicians 
out  there  who  behave  in  ways  we  would 
not  choose  for  ourselves?  What  can  we 
do  about  it?  □ 
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BOARD  REVIEW  COURSE  IN 
CARDIOVASCULAR  DISEASE 


Presented  by 

PHILADELPHIA  HEART  INSTITUTE 

Presbyterian -University  of  Pennsylvania 
Medical  Center 

Co-sponsored  by  the  Council 
on  Clinical  Cardiology  of  the 

AMERICAN  HEART  ASSOCIATION 


September  28-October  1,  1987 

Sheraton  University  City  Hotel 
Philadelphia,  Pennsylvania 

Program  Directors: 

Bernard  L.  Segal,  M.D.  and  Richard  H.  Helfant,  M.D. 


Designed  to  prepare  the  physician  for  the  Board  Examination  in  Cardiovascular 
Disease,  the  course  will  offer  an  intensive  survey  and  update  regarding  our  current 
understanding  of  the  clinical  manifestations,  pathophysiology  and  treatment  of 
cardiovascular  disease. 


For  registration  information  contact: 

Linda  Camardo 
Philadelphia  Heart  Institute 

Presbyterian — University  of  Pennsylvania  Medical  Center 
39th  & Market  Streets,  Philadelphia,  PA  19104 
(215)  662-9084 


The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for  physicians.  The  University 
of  Pennsylvania  School  of  Medicine  designates  this  Continuing  Medical  Education  activity  for  34  credit 
hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 


special  feature 


Organization  educates  medical  assistants 


Ruth  M.  Fitting,  CMA 

Allied  health  professionals,  of  which 
medical  assistants  comprise  a 
large  portion,  are  described  in  U.S.  Pub- 
lic Law  99-129  as  people  who  “share  in 
the  responsibility  for  the  delivery  of 
health  care  services  or  related  services, 
including  services  related  to  the  identi- 
fication, evaluation,  and  prevention  of 
diseases  and  disorders;  dietary  and  nu- 
trition services;  health  promotion 
services;  rehabilitation  services;  or 
health  systems  management  services” 
{JAMA,  Vol.  256,  No.  12,  September  26, 
1986). 

In  1984-85,  allied  health  educational 
programs  enrolled  more  than  82,000 
students  and  had  nearly  38,000  gradu- 
ates. Medical  assisting  programs,  al- 
though sixth  in  the  number  of  accred- 
ited programs,  had  the  second  highest 
number  of  enrollments  and  graduates. 

Nearly  every  allied  health  occupation 
has  a sponsoring  organization  and  re- 
view committee.  The  goal  of  these  com- 
mittees is  to  oversee  accreditation  of  ed- 
ucational programs  and  continuing 
education  for  members.  For  over  50 
years  the  American  Medical  Associa- 
tion (AMA)  and  its  members  have  rec- 
ognized the  value  of  having  profes- 
sional organizations  for  allied  health 
personnel. 

Physician  participation  in  and  recog- 
nition of  local,  state,  and  national  spon- 


Charlene  Kellerman 

soring  organizations  is  essential  not 
only  for  the  promotion  of  accredited  ed- 
ucational programs,  but  also  in  sustain- 
ing the  activities  of  these  organizations. 

A functional,  active  sponsoring  or- 
ganization, in  cooperation  with  physi- 
cians at  all  three  levels,  can  lead  to  bet- 
ter health  care  for  patients  in  terms  of 
consistent  health  care  delivery  and  im- 
proved communications  between  physi- 
cian and  staff,  physician  and  patient, 
and  staff  and  patient. 

The  American  Association  of  Medical 
Assistants  (AAMA)  at  the  national 
level,  the  Pennsylvania  Society  of  Medi- 
cal Assistants  (PSMA)  at  the  state 
level,  and  local  chapters  in  15  counties 
are  working  to  help  medical  assistants 
provide  optimum  care  in  their  interac- 
tions with  patients.  Workshops,  semi- 
nars, monthly  chapter  meetings,  and  an 
annual  state  convention  all  serve  to  ed- 
ucate members  to  provide  more  in- 
formed, effective  health  care. 

Practicing  physicians  in  Pennsylva- 
nia are  aware  of  the  many  changes  in 
medical  practices  and  the  increasing 
need  for  knowledgeable,  competent, 
professional  medical  assistants.  Usu- 
ally, it  is  the  medical  assistant  with 
whom  that  patient  has  his  first  contact 
(often  by  telephone  to  schedule  an  ap- 
pointment) and  his  last  contact  (receipt 
of  a statement  for  services).  If  the  pa- 


tient perceives  that  the  medical  assis- 
tant is  not  competent,  he  may  extend 
this  perception  to  include  the  entire 
practice.  On  the  other  hand,  a qualified 
and  professional  medical  assistant  is  a 
valuable  asset. 

The  education  and  professional 
growth  of  the  medical  assistant  should 
be  an  ongoing  process.  That  is  why  the 
AAMA  was  founded  in  1956,  and  one 
year  later  the  PSMA  was  chartered. 
For  30  years  members  of  PSMA  have 
continued  to  provide  an  opportunity  for 
all  medical  assistants  in  Pennsylvania 
to  expand  their  knowledge  through  edu- 
cational seminars  as  well  as  an  opportu- 
nity for  exchange  of  ideas. 

AAMA  is  a nonprofit  organization. 
As  a member  of  the  AAMA  and  PSMA 
the  medical  assistant  will  be  kept  up-to- 
date  on  the  constant  changes  in  the 
medical  profession.  In  addition,  there 
are  opportunities  to  attend  seminars, 
take  advantage  of  Guided  Study  Pro- 
grams published  by  AAMA,  and  to  be- 
come a Certified  Medical  Assistant 
(CMA)  by  taking  the  certification  exam- 
ination. This  examination  covers  all  as- 
pects of  a medical  practice  and  success- 
ful completion  of  the  examination  is 
proof  of  competency  as  a medical  assis- 
tant. Nearly  2,000  physicians  serve  as 
AAMA  advisors  at  the  local,  state,  and 
national  levels.  In  addition,  physicians 
are  among  the  members  of  the  AAMA 
Certifying,  Continuing  Education,  and 
Curriculum  Review  Boards. 

The  national,  state,  and  local  associa- 
tions for  medical  assistants  urge  physi- 
cians to  encourage  their  medical  assis- 
tants to  join  these  groups  and  to  strive 
for  increased  quality  and  sensitivity  in 
medical  care  and  increased  personal  sat- 
isfaction. Medical  assistants  who  want 
more  information  on  joining  the  associ- 
ation can  contact  Martha  Thomas, 
CMA-A,  Chairman  of  the  PSMA  Mem- 
bership Committee,  7237  Whipple 
Street,  Pittsburgh  15218;  (412)  621- 
5822.  □ 


The  authors  are  from  the  Pennsylvania  Soci- 
ety of  Medical  Assistants.  Ms.  Fitting  is 
president  elect  of  the  state  organization  and 
Ms.  Kellerman  is  vice  president  of  the  Erie 
County  chapter. 


A HELPING  HAND 
FOR  THE  TROUBLED  PHYSICIAN 


Alcoholism.  Drug  abuse.  Mental  and  physical  disability.  The  problems  of  aging. 
All  take  their  toll  on  the  medical  community. 

But  there’s  help — through  the  Impaired  Physician  Program  of  the  Pennsylvania 
Medical  Society.  The  program  offers  peer  support  . . . referral  to  professional 
treatment  agencies  . . . 


and  compassionate  follow- 
up throughout  the  reha- 
bilitation process. 

All  efforts  are  voluntary 
and  strictly  confidential. 

If  you  need  help — or 
know  someone  who  does 
—call  the  Impaired 


Physician  Hotline:  (717) 
763-7937. 

To  learn  more  about  the 
Impaired  Physician 
Program,  write:  Impaired 
Physician  Program, 
Pennsylvania  Medical 
Society,  20  Erford  Road, 
Lemoyne,  PA  17043. 
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A Decade  of  Service  to 

Physicians 
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1981 


PM  S LIC  develops  a 
Medical- Legal  Correspondence 
Course -a  practical  approach  to 
reducing  malpractice  exposure 
through  physician  education. 


1986 


PMSLIC’s  new  multi-tier  rating 
plan  considers  individual 
physicians’  claims  experience  - 
promoting  increased  rating  equity 
and  preserving  physician  input 
into  the  underwriting  process. 
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And 

for  the  next  decade: 


Put  PMSLIC  to  work  for 
you.  Call  us,  toll-free,  at 
1-800-445-1212. 


special  feature 


Jonathan  Wainwright — pioneer  in  cancer  control 


Salvatore  J.  Seialla,  MD 
Suzanne  Harper 

From  the  formation  of  the  Pennsyl- 
vania Cancer  Commission  in  1909, 
the  state  of  Pennsylvania  showed  itself 
to  be  a pioneer  in  the  field  of  cancer  con- 
trol, guiding  the  nation  with  the  estab- 
lishment of  Tumor  Clinics  in  1926,  the 
statewide  Tumor  Registry  in  1939,  and 
the  Institute  for  Cancer  Research  in 
Philadelphia  in  1949. 

In  the  forefront  of  that  early  work 
was  Jonathan  Mayhew  Wainwright, 
MD,  who  obtained  his  formal  medical 
education  at  a time  marked  by  a major 
phase  of  discoveries  in  cancer  research. 
The  improvement  in  microscopical 
studies  (Bennett,  1842),  the  concepts  of 
tumor  genesis  (Virchow,  1850),  the  tech- 
niques of  cancer  surgery  (Billroth, 
1860),  and  the  start  of  molecular  biol- 
ogy (Naegli,  1880)  gave  the  medical 
world  reason  to  believe  that  a solution 
to  the  complexities  of  cancer  care  was 
at  hand. 

Obtaining  his  medical  degree  in  1899 
from  Columbia  University  College  of 
Physicians  and  Surgeons  and  complet- 
ing his  internship  in  1900  at  St.  Luke’s 
Hospital,  New  York,  the  young  Dr. 
Wainwright  had  already  determined 
that  his  life’s  work  would  be  devoted  to 
the  study  of  cancer. 

In  1901,  enthusiastic  about  the  new 
theories  on  cancer,  Dr.  Wainwright  ac- 
cepted a position  in  Scranton  as  chief 
surgeon  of  Moses  Taylor  Hospital— an 
institution  that  had  been  established  to 
treat  the  workers  of  the  iron  and  coal 
industries.  A skilled  surgeon,  clinician, 
and  pathologist,  Dr.  Wainwright 
worked  during  the  next  thirty-three 
years  in  the  laboratories  of  Moses  Tay- 
lor Hospital  to  advance  the  knowledge 
of  cancer.  His  special  area  of  expertise 
was  breast  cancer,  and  much  of  his  re- 
search was  carried  out  in  a special  labo- 
ratory that  had  been  given  to  him  by 
Mrs.  Moses  Taylor,  the  wife  of  the  phi- 
lanthropist whose  financial  contribu- 
tions had  made  the  founding  of  the  hos- 
pital possible. 

Especially  interested  in  promoting 
continuing  education  among  physi- 
cians, Dr.  Wainwright  opened  his  labs  to 
area  physicians  who  would  come  to  ob- 
serve and  learn.  Respect  for  his  knowl- 


DR.  WAINWRIGHT 


edge  was  so  widespread  among  his  col- 
leagues that  tissue  samples  were  often 
sent  to  him  for  his  opinion  from  places 
as  far  away  as  Africa. 

His  desire  to  spread  the  new  knowl- 
edge in  cancer  throughout  the  state,  to 
physicians,  cancer  patients,  and  the 
general  public,  led  him  to  form  the 
Pennsylvania  Medical  Society  Commit- 
tee on  Cancer  in  1909.  In  the  following 
year  this  committee  was  made  a com- 
mission. Dr.  Wainwright  was  appointed 
chairman,  a position  he  held  until  his 
death  in  1934.  This  commission  sur- 
veyed the  cancer  situation  in  the  state 
in  1911,  embarked  on  an  organized  dis- 
tribution of  educational  materials,  and 
continued  to  survey  the  state’s  cancer 
care.  In  1913,  two  national  organiza- 
tions undertook  the  cancer  education 
work.  They  were  the  American  College 
of  Surgeons  and  the  American  Society 
for  the  Control  of  Cancer,  now  known  as 
the  American  Cancer  Society.  Dr. 
Wainwright  was  an  active  member  of 
both  societies  and  felt  pride  that  the 
state  of  Pennsylvania  had  taken  up  the 
work  of  cancer  education  some  four 


Dr.  Seialla,  a Scranton  hematologist,  is  chair- 
man of  Moses  Taylor  Hospital's  Wainwright 
Cancer  Committee.  Ms.  Harper  is  the  public 
relations  coordinator  for  Moses  Taylor  Hospi- 
tal. Dr.  Seialla  presented  this  paper  at  the  An- 
nual Scientific  Meeting  of  the  Pennsylvania 
Oncologic  Society  in  September,  1986. 


years  before  these  national  organiza- 
tions.1 

In  the  1920s,  Dr.  Wainwright  and  a 
group  of  fellow  Pennsylvania  physi- 
cians joined  together  to  visit  cancer 
centers  throughout  the  northeastern 
part  of  the  country  in  cities  such  as 
New  York,  Boston,  and  Baltimore,  in  or- 
der to  bring  the  latest  treatments  to  the 
general  hospitals  in  Pennsylvania.  Join- 
ing Dr.  Wainwright  in  a group  that 
called  itself  “The  Nomads”  were:  Dr. 
Donald  Guthrie  of  Sayre;  Dr.  Harold  L. 
Foss  of  Danville;  Dr.  William  Estes  of 
Bethlehem;  Dr.  Albert  Hardt  of  Wil- 
liamsport; Dr.  John  B.  Lowman  of 
Johnstown;  and  Dr.  Harvey  Smith  of 
Harrisburg. 

One  of  the  programs  that  particularly 
impressed  Dr.  Wainwright  during  the 
Nomads’  excursions  was  that  of  Dr. 
Robert  M.  Greenough  of  Massachu- 
setts General  Hospital,  Boston.  Based 
on  Dr.  Greenough’s  format,  Dr. 
Wainwright  established  the  first  tumor 
clinic  in  Pennsylvania  at  Moses  Taylor 
Hospital  in  1926.  The  clinic  set-up  was 
similar  to  the  modern  Tumor  Board  and 
established  a multi-disciplinary  ap- 
proach to  cancer  management.  Through 
the  state  cancer  commission  a network 
of  tumor  clinics  was  formed  in  Pennsyl- 
vania. This  statewide  program  served 
as  a model  for  the  American  College  of 
Surgeons’  organization  of  cancer  clinics 
in  approved  hospitals  in  1930. 

That  year  the  Pennsylvania  Tumor 
Clinic  Association  was  formed  at  a 
meeting  of  the  state  tumor  clinic 
groups.  The  first  clinical  meeting  was 
held  in  Scranton  at  Moses  Taylor  Hos- 
pital with  Dr.  Wainwright  presenting 
his  work  concerning  breast  cancer. 
From  the  description  of  Dr.  Harvey 
Smith,  it  was  a lively  meeting  with  con- 
troversy at  times  during  case  presenta- 
tions.2 In  1936  this  group  changed  its 
name  to  the  Wainwright  Tumor  Clinic 
Association  of  Pennsylvania.  It  is  now 
called  the  Pennsylvania  Oncology  Soci- 
ety. 

Dr.  Wainwright ’s  main  contribution 
to  the  development  of  oncology  man- 
agement was  his  approach  to  cancer  ed- 
ucation. He  helped  prepare  a handbook 
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special  feature 


for  the  medical  profession  in  1919  enti- 
tled “What  We  Know  About  Cancer.’’3 
This  handbook  presented  guidelines  to 
physicians  on  early  diagnosis  and  treat- 
ment. The  dictum  presented  still  holds 
true:  “The  more  certain  the  diagnosis 
the  less  the  probability  of  cure.”  In  July 
of  1934,  Dr.  Wainwright  published  an 
article  in  the  (then)  Pennsylvania  Medi- 
cal Journal,  one  of  fifty  such  pieces  he 
published  during  his  lifetime.  Entitled 
“Is  Cancer  Education  Effective?”  the 
article  summarized  the  State  Cancer 
Commission’s  surveys  of  1911,  1923, 
and  1933. 4 In  the  article  Dr.  Wainwright 
described  the  delay  on  the  part  of  the 
patient  before  seeking  medical  advice 
and  the  delay  between  the  first  visit  to 
a physician  and  the  start  of  definitive 
treatment.  An  improvement  in  the  pa- 
tient’s delay  had  dropped  from  16.7 
months  in  1911  to  8.1  months  in  1933. 
The  doctors’  delay  had  been  reduced 
from  12.2  months  to  3 months  in  the 
same  period.  The  article  was  an  audit  of 
cancer  education  in  the  state  at  the  time 
and  now  stands  as  a testimony  to  the 
work  of  Dr.  Wainwright  and  the  State 
Society. 

Dr.  Wainwright  died  on  August  3, 
1934,  from  the  very  disease  he  had  de- 
voted his  life  to  fighting.  At  the  time  of 
his  death  he  held  the  following  posi- 
tions: chairman  of  the  Pennsylvania 
Cancer  Commission,  president  of  the 
Pennsylvania  Tumor  Clinic  Associa- 
tion, and  member  of  the  board  and 
former  president  (1930-32)  of  the  Ameri- 
can Society  for  the  Control  of  Cancer. 


His  death  left  a void  in  the  leadership  of 
these  programs.  For  the  next  thirty 
years  there  was  a slowing  in  the  cancer 
control  effort  within  the  state.  Contrib- 
uting factors  included  the  economic  de- 
pression, national  turmoil  with  World 
War  II,  and  the  reality  that  there  were 
very  few  cancer  cures. 

Research  did  continue  in  the  cancer 
centers  with  acceleration  from  1960  to 
1980  of  new  developments  in  chemo- 
therapy, radiation  therapy,  and  immu- 
notherapy. But  it  wasn’t  until  1971  with 
the  National  Cancer  Act  and  in  1980 
with  the  Pennsylvania  Cancer  Plan, 
that  there  was  reactivation  of  cancer 
control  at  the  community  hospital  level 
in  Pennsylvania. 

As  one  example  of  that  reactivation, 
Moses  Taylor  Hospital,  Dr.  Wain- 
wright’s  own  hospital  in  Scranton, 
formed  a Cancer  Committee  in  1982  and 
created  a Tumor  Registry,  which  began 
operation  in  June  of  that  year  with  the 
appointment  of  its  first  Tumor  Regis- 
trar. With  the  establishment  of  its  own 
formal  cancer  program,  Moses  Taylor 
also  began  to  take  part  in  weekly  tu- 
mor boards  in  cooperation  with  Mercy 
Hospital,  another  community  hospital 
based  in  Scranton.  Moses  Taylor  Hospi- 
tal continued  to  be  involved  in  commu- 
nity oncology  education  programs,  such 
as  a countywide  colorectal  screening 
conducted  in  the  spring  of  1986. 

Fittingly,  in  1983  Moses  Taylor  Hos- 
pital chose  to  honor  the  modest  man 
characterized  by  his  own  colleagues  as 
“a  cultured  man  in  the  quiet  pursuit  of 
perfection”  by  establishing  the  first  an- 
nual Wainwright  Day.  Each  year  an  on- 
cology educator  and  researcher  of  na- 


tional calibre  who  has  paralleled  the 
work  of  Dr.  Wainwright  is  chosen  to  re- 
ceive the  Wainwright  Award  at  a spe- 
cial dinner  attended  by  local  physicians. 
During  the  day,  the  award  recipient  also 
participates  in  a series  of  activities  “in 
the  Wainwright  tradition.”  Honorees 
Philip  S.  Schein  (1983),  Robert  V.  Hut- 
ter  (1984),  John  J.  Mikuta  (1985),  and 
Thomas  F.  Nealon  (1986)  have  taken 
part  in  the  Tumor  Clinics  modeled  after 
the  one  established  so  long  ago  at  the 
hospital  by  Dr.  Wainwright. 

The  influence  of  Dr.  Wainwright  can 
be  seen  in  cancer  programs  similar  to 
Moses  Taylor’s  throughout  the  state.  It 
is  evidenced,  in  part,  in  the  renewed  in- 
terest in  organizing  Pennsylvania  on- 
cologists through  the  Pennsylvania  On- 
cology Society  and  the  Pennsylvania 
Society  of  Hematology  and  Oncology, 
both  of  which  are  part  of  the  Pennsylva- 
nia Medical  Society. 

As  Pennsylvania  continues  to  move 
forward  in  its  efforts  to  develop  a 
strong  state  organization  in  the  field  of 
cancer  control,  and  as  it  encourages 
cancer  research  and  education  through- 
out the  state  on  the  community  hospi- 
tal level,  it  is  following  a proud,  pioneer- 
ing effort  spearheaded  many  years  ago 
by  Dr.  Jonathan  Mayhew  Wain- 
wright. □ 
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Just  let  the  kids 

Ernest  L.  Abernathy,  MD 

About  the  time  my  children  were 
changing  from  infancy  to  early 
childhood,  I began  to  notice  a change  in 
children’s  behavior— they  had  trouble 
playing. 

Every  parent  knows  the  rainy-day 
whine:  “Mother,  I don’t  have  anything 
to  do.”  It  seemed  to  me  that  this  was 
happening  not  just  on  rainy  days.  I fi- 
nally ascribed  this  to  ignorance  of  how 
to  play. 

This  was  the  first  thing  that  I later 
listed  as  one  of  the  risks  of  the  rise  of 
television.  I thought  then,  and  still 
think  that  the  pervasive  influence  of 
this  medium  was  a malign  one.  What 
did  happen  to  the  children  was  loss  of 
spontaneous  thinking.  The  video  screen 
offered  a quick,  convenient,  and  gener- 
ally attractive  means  of  entertainment. 
What  it  also  offered— indeed  required— 
was  exclusiveness.  It  basically  asked 
for  complete  attention.  Hence,  the  rise 
of  that  culinary  wasteland  known  as  the 
TV  dinner,  quick  snacks  instead  of  real 
meals,  and  fast  fried  food,  ordered  in. 

The  result,  for  children  and  far  too 
many  adults,  was  a passive  acceptance 


Dr.  Abernathy  is  on  the  PMS  Board  of  Trust- 
ees, representing  the  Eleventh  District  in 
southwestern  Pennsylvania.  He  was  until  his 
recent  retirement  the  chief  pathologist  of 
Washington  Hospital. 

Broad  view  needed 

William  A.  Atlee,  MD 

I write  to  congratulate  you  on  the 
good  editorial  in  Pennsylvania  Medi 
CINE  of  February  1987  (“Tort  reform— a 
question  of  balances”).  In  one  page  you 
have  summarized  thoughts  that  have 
occurred  to  too  few  of  us  from  time  to 
time. 

I hope  that  this  editorial  will  help 
physicians  see  the  problem  of  tort  re- 
form in  a different  light  and  encourage 
lawyers  to  consider  the  interests  of  soci- 
ety in  general.  □ 


Dr.  Atlee  is  a general  surgeon  in  Lancaster. 


of  what  was  pouring  into  their  minds. 
Instead  of  thinking  about  what  you 
wanted  to  think  about,  you  thought  (if 
thought  is  the  right  word)  about  what  it 
wanted  to  think  about.  This  dreadful 
passivity  virtually  canceled  out  sponta- 
neous play  for  many  children. 

The  situation  has  improved  since 
then,  I think;  and  again  cops  and  rob- 
bers, or  cowboys  and  Indians,  or  hide- 
and-seek  (all  occasionally  brought  up  to 
date  with  space  helmets  and  ray  guns) 
Eire  to  be  seen.  Dolls  are  now  often  TV 

Earth’s  final  problem 

A’Delbert  Bowen,  MD 

Everyone  has  his  crusade,  an  issue  he 
or  she  regards  as  having  overwhelming 
significance.  For  Dr.  Abernathy  (PENN- 
SYLVANIA Medicine,  90: 60-62,  March 
1987)  the  issue  is  world  overpopulation, 
but  Dr.  Abernathy  is  wearing  blinders. 
All  of  the  societal  dilemmas  we  of  this 
Earth  face— hunger,  poverty,  social  in- 
justice, religious  intolerance,  pollution, 
and  overpopulation — pale  to  insignifi- 
cance before  a single  threat:  nuclear  an- 
nihilation. Lest  the  reader  now  dismiss 
me  out  of  hand  as  a fanatic,  let  me  em- 
phasize that  I am  an  avowed  moderate 
and  have  never  been  a political  activist. 

Never  before  in  mankind’s  recorded 
history  have  we  been  faced  with  devices 
of  our  own  making  that  are  capable  of 
such  monstrous  devastation.  It  is  clear 
that  a full-scale  nuclear  “engagement” 
with  the  weapons  currently  deployed 
(there  can  be  no  realistic  expectation  of 
a limited  nuclear  war)  would  radically 
alter  the  order  of  life  on  this  planet.  Un- 
told numbers  of  species  would  perish. 
Perhaps  humankind  in  small  numbers 
in  remote  places  would  survive;  perhaps 
not.  The  conditions  under  which  hu- 
mans might  survive  are  as  horrendous 
as  the  atomic  holocaust  itself.  I do  not 
doubt  that  a chain  of  events  leading  to 
this  nuclear  exchange  could  today  be 
set  in  motion,  if  not  by  design  then  by 
accident.  Because  the  unthinkable  is  ac- 
tually possible,  the  nuclear  threat  is  a 
genuine  crisis. 


characters.  I haven’t  seen  paper  dolls 
for  awhile,  nor  can  I remember  seeing 
stilts. 

I think  television  has  improved  a lit- 
tle. There  Eire  some  so-called  “interac- 
tive” progrEuns  that  try  to  stimulate 
the  imagination.  Sesame  Street,  Cap- 
tain Kangaroo,  and  Mister  Rogers’ 
Neighborhood  come  to  mind. 

One  of  the  advEmtages  of  radio  was 
that  you  had  to  use  your  imagination. 
When  television  shows  us  some  of  the 
radio  characters,  I,  for  one,  experience 


Why  does  a crisis  of  such  magnitude 
fail  to  compel  so  many?  Complacency  is 
one  likely  explanation:  The  entire  issue 
may  seem  an  abstraction  to  people  in- 
ured to  catastrophe  by  constant, 
matter-of-fact  portrayal  of  CEilamities 
on  television.  A larger  segment  may  be 
ignorant  of  the  subject.  There  yet  may 
be  many  well-informed  but  sadly  mis- 
taken people  who  believe  that  the  stale- 
mate is  self-perpetuating  and  that  there 
are  adequate  safeguards  against  an  ac- 
cidental launch. 

Recent  hopeful  movement  in  arms  ne- 
gotiations should  provide  impetus  for 
an  enlightened  world  populace  to  impel 
the  leaders  of  those  nations  with  nu- 
clear arms  toward  a build-down.  De- 
spite the  awesome  complexity  of  nu- 
clear disarmament  and  the  escEilation  in 
conventional  defenses  that  would 
surely  follow,  nuclear  disarmament  is 
the  only  absolute  assurance  we  have 
against  self-extermination.  Take  no 
comfort  in  the  Strategic  Defense  Initia- 
tive, the  most  monumental  absurdity 
ever  foisted  on  the  American  people. 

We  owe  to  our  children  and  to  genera- 
tions to  come  their  very  survival,  as 
well  as  their  chance  to  find  solutions  to 
all  our  other  societal  ills. 


Dr.  Bowen  is  associate  professor  of  radiology 
at  the  University  of  Pittsburgh  School  of 
Medicine. 
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mild  shock  at  the  difference  between  ac- 
tual and  imagined  appearances. 

At  the  time  television  first  became 
wide-spread,  I felt  that  I needed  to 
teach  the  art  of  playing.  I was  surprised 
to  find  no  tops  available  in  the  stores, 
so  I got  a master  woodworker  to  make 
some  for  me,  relearned  top-spinning, 
and  taught  that.  Then  we  went  out  to  a 
picnic  spot  with  a small  stream,  and  I 
showed  how  to  make  water  wheels  from 

The  worth  of  a physician 

Henri  G.  Colt,  M.D. 

For  many,  the  physician  remains  a 
symbol  of  unselfish  generosity,  ready  to 
work  long  hours  and  endure  sleepless 
nights.  For  others  he  is  an  infallible  sci- 
entist, a stranger  to  compassion,  a brief 
high  tech  encounter. 

In  today’s  world  of  the  multi- 
physician hospital  and  multi-hospital 
physician,  the  development  of  HMOs 
and  reliance  on  ancillary  care,  patients 
often  find  themselves  more  involved 
with  an  institution  than  with  an  indi- 
vidual providing  health  care.  Inevitably 
a certain  distance  is  created  between 
the  health  care  provider  and  the  pa- 
tient. Of  course,  we  try  to  comfort  pa- 
tients with  maxim  use  of  primary  nurs- 
ing and  the  concept  of  multiple 
physician  management,  which  allows 
increased  control  of  all  aspects  of  a dis- 
ease. 

But  how  successful  are  we  in  caring 
for  the  individual  harboring  disease? 
Certainly  few  physicians,  or  so  I hope, 
dare  heed  the  advice  of  John  Radcliffe, 
the  well  known  17  th  century  London 
practitioner,  whose  recipe  for  success 
was  “to  use  all  mankind  ill.” 

Long  years  of  study  enable  the  medi- 
cal scientist  to  approach  perfection  in 
patient  care.  Yet  lectures,  examples  of 
bedside  manner,  and  university  studies 
only  sharpen  certain  personal  attrib- 
utes that  make  up  the  successful  healer. 

Medicine  remains  an  art,  and  without 
instinct  the  physician  is  like  cornflakes 
without  milk.  Patient  exposure  and 
life’s  experiences  provide  the  data  base 
for  compassion.  When  science  fails,  the 
great  physician  is  one  who  can  help 
without  resources  other  than  a gentle 
hand;  a noble  heart  in  the  effort  to  abort 
a patient’s  destiny.  □ 


Dr.  Colt  is  an  internist  in  Pittsburgh. 


split  twigs.  Then  we  went  to  spool  trac- 
tors, cat’s  cradles,  and  a few  others. 

The  point  of  all  this  was  my  trying  to 
encourage  a little  bit  of  inventiveness 
and  originality— in  short,  spontaneity.  I 
don’t  know  how  well  I succeeded.  But  I 
had  a lot  of  fun  and  possibly  got  a bet- 
ter perspective  on  the  role  of  play  in  our 
society.  I still  think  I do  not  see  enough 
active  play  among  our  children,  but  it  is 
certainly  better  than  when  the  TV 
screen  first  became  a major  force. 

A society  has  various  structuring  de- 
vices to  insure  continuation  of  its  cul- 
tural framework.  We  think  of  these  as 
being  schools,  churches,  songs,  books, 
laws,  and  many  other  things.  Play  is 
one  of  the  more  important  of  these.  It 
properly  defines  the  ways  in  which  peo- 
ple relate  to  each  other,  and  it  offers  a 
place  for  originality  and  inventiveness. 

One  of  the  big  dangers  in  our  society 
is  uniformity.  We  are,  and  should  con- 
tinue to  be,  the  most  culturally  diverse 
Western  country.  We  have  unparalleled 
history,  in  the  form  of  immigration  by 
many  groups,  often  in  response  to  polit- 
ical convulsion.  This  pattern  is  continu- 
ing with  the  recent  wave  of  refugees 
from  the  Far  East.  We  should  treasure 
this  diversity. 

It’s  as  dangerous  for  a democracy  to 
seek  uniformity  as  it  is  to  have  only  two 
or  three  varieties  of  corn  or  wheat 
planted.  One  single  climatic  disaster 
and  the  world  is  in  danger  of  losing 
most  of  its  grain  supply.  Similarly,  a 
sudden  social  stress  needs  a diversity  of 
possible  responses.  We  can  help  insure 
that  these  are  present  if  we  encourage 
children  to  play  for  themselves,  and 
stay  out  of  their  way. 

It  is  heretical  to  say  this,  but  I feel 
strongly  that  we  should  get  out  of  orga- 
nized children’s  sports.  Why,  for  one 
thing,  should  we  spend  money  training 
for  professional  sports?  Sandlot  base- 
ball should  be  just  that.  The  various 
“leagues”  put  tremendous  pressure  on 
the  players  to  excel  and  win.  Why  can’t 
they  just  play  and  have  fun,  with  no 
adults  around  to  project  their  own  am- 
bitions and  fantasies  on  them?  Things 
will  get  serious  enough  soon  enough. 

Adults  who  have  not  learned  how  to 
play  for  themselves  end  up  sitting  in 
front  of  the  television,  getting  no  exer- 
cise and  overeating.  Self-reliance  and 
the  habit  of  entertaining  oneself  should 
start  early.  One  part  of  the  art  of  parent- 
hood is  knowing  when  to  push  a bit,  and 
then  stand  back.  Only  this  can  be  a sure 
way  of  producing  the  diversity  which  is 
our  strength.  □ 
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mi  the  left 


physicians  in  the  news 


Rex  B.  Conn,  MD,  has  been  appointed 
professor  of  pathology  and  vice  chair- 
man of  the  department  of  pathology  at 
Jefferson  Medical  College,  Philadelphia. 
In  addition,  he  was  named  director  of 
clinical  laboratories  at  Thomas  Jeffer- 
son University  Hospital.  Emanuel  Ru- 
bin, MD,  Gonzalo  E.  Aponte  Professor 
of  Pathology  and  chairman  of  the  de- 
partment at  Jefferson,  announced  the 
appointment.  Before  coming  to  Jeffer- 
son, Dr.  Conn  served  as  professor  of  pa- 
thology and  laboratory  medicine  at 
Emory  University  School  of  Medicine, 
Atlanta. 

Steven  G.  Gabbe,  MD,  Bryn  Mawr,  has 
been  elected  president  of  the  Society  of 
Perinatal  Obstetrics.  Dr.  Gabbe  is  direc- 
tor of  the  Jerrold  R.  Golding  Division  of 
Maternal  and  Fetal  Medicine  at  the 
Hospital  of  the  University  of  Pennsyl- 
vania. He  is  professor  of  obstetrics  and 
gynecology  and  pediatrics  at  the  Uni- 
versity of  Pennsylvania  School  of  Medi- 
cine. 

The  Lycoming  County  Medical  Society 
has  selected  Richard  B.  Tobias,  MD, 
Williamsport,  as  editor  of  Volume  III  of 
its  history.  The  history,  which  is  now  in 
production,  will  be  published  as  a hard- 
bound book.  Dr.  Tobias  also  edited  Vol- 
ume II  of  the  county  society’s  history, 
which  was  issued  in  1960. 

Russell  J.  Stumacher,  MD,  is  author  of 
a new  textbook,  “Clinical  Infectious 
Diseases,”  which  was  issued  in  April  by 
W.B.  Saunders  Co.,  Philadelphia.  Dr. 
Stumacher  is  chief  of  infectious  dis- 
eases at  the  Graduate  Hospital,  Phila- 
delphia. 

Loretta  P.  Finnegan,  MD,  Philadelphia, 
recently  received  the  Nyswander  and 
Dole  Award  for  Outstanding  Contribu- 
tions to  Methadone  Treatment  in  the 
Commonwealth  of  Pennsylvania.  The 
award  was  presented  at  the  Third  An- 
nual Northeast  Regional  Methadone 
Conference  in  Baltimore  by  Vincent 
Dole,  MD,  one  of  the  pioneers  in  metha- 
done treatment  for  whom  the  prize  was 
named. 

Bertram  S.  Brown,  MD,  Philadelphia, 
has  accepted  a position  as  senior  vice 
president  of  U.S.  Healthcare  Inc.,  a 


management  firm  for  health  mainte- 
nance organizations  with  headquarters 
in  Blue  Bell.  Dr.  Brown  recently  re- 
signed from  his  position  as  president  of 
Hahnemann  University,  a post  he  held 
for  three  years.  Iqbal  F.  Paroo,  former 
executive  vice  president  and  chief  oper- 
ating officer  of  Hahnemann  University, 
has  been  appointed  to  succeed  Dr. 
Brown  as  president  and  chief  executive 
officer  of  the  university. 

J.  Stanley  Smith  Jr.,  MD,  Harrisburg, 
has  been  named  director  of  the  trauma 
service  at  the  Milton  S.  Hershey  Medi- 
cal Center  of  the  Pennsylvania  State 
University.  The  hospital  was  desig- 
nated as  a regional  trauma  center  in 
1986.  Dr.  Smith  is  assistant  professor  of 
surgery  at  the  Pennsylvania  State  Uni- 
versity College  of  Medicine,  Hershey. 

David  J.  Drutz,  MD,  has  joined  Smith 
Kline  & French  Laboratories  as  vice 
president  of  biological  sciences  research 
and  development,  Philadelphia.  Before 
joining  Smith  Kline  & French,  Dr. 
Drutz  was  professor  of  medicine  and 
microbiology  at  the  University  of  Texas 
Health  Science  Center. 

Joseph  Wolpe,  MD,  Merion,  was  hon- 
ored by  his  alma  mater,  the  University 
of  Witwatersrand  in  Johannesburg, 
South  Africa.  The  university  presented 
to  Dr.  Wolpe  an  honorary  doctor  of  sci- 
ence degree  in  medicine  in  recognition 
of  his  leadership  in  the  development  of 
behavior  therapy.  Dr.  Wolpe  is  professor 
of  psychiatry  at  the  Medical  College  of 
Pennsylvania/Eastern  Pennsylvania 
Psychiatric  Institute. 

Richard  N.  Edie,  MD,  Devon,  has  joined 
the  medical  staff  of  Thomas  Jefferson 
University  Hospital  as  chief  of  the  divi- 
sion of  cardiothoracic  surgery.  Dr.  Edie 
previously  served  as  associate  profes- 
sor of  surgery  at  the  University  of 
Pennsylvania. 

Alan  Rubin,  MD,  chairman  of  the  de- 
partment of  gynecology  at  the  Gradu- 
ate Hospital,  Philadelphia,  has  written 
a chapter  entitled  “Infections  and  In- 
flammations in  the  Female”  for  the 
medical  text  “Current  Diagnosis.”  The 
book  was  published  by  W.B.  Saunders 
Co.,  Philadelphia. 


Howard  G.  Hughes,  MD,  Danville,  has 
been  named  president  of  the  Geisinger 
Health  Plan  (GHP),  a health  mainte- 
nance organization.  Henry  Hood,  MD, 
president  of  the  Geisinger  Foundation 
announced  the  appointment.  Dr. 
Hughes,  an  internist  and  emergency 
medicine  specialist,  has  previously 
served  as  executive  director  and  as 
medical  director  of  GHP. 

The  University  of  Pennsylvania  School 
of  Medicine  has  received  a $1  million 
grant  from  the  Pew  Neurosciences  Pro- 
gram to  establish  a new  research  pro- 
gram in  clinical  neurosciences.  Re- 
searchers involved  in  the  five-year 
program,  which  will  be  established  at 
the  university’s  David  Mahoney  Insti- 
tute of  Neurological  Sciences,  will  study 
the  biochemistry  of  ion  channels  in  neu- 
rological disease  and  after  brain  injury. 
Core  investigators  from  the  University 
of  Pennsylvania  School  of  Medicine  in- 
clude Robert  Barchi,  MD,  PhD;  Marc 
Dichter,  MD,  PhD;  Perry  Molinoff,  MD; 
Martin  Reivich,  MD;  and  Michael 
White,  PhD. 

Lewis  W.  Bluemle  Jr.,  MD,  Rosemont,  a 
member  of  the  Philadelphia  Chapter  of 
the  Physicians  for  Social  Responsibility, 
delivered  that  organization’s  statement 
protesting  the  United  States’  first  nu- 
clear test  of  1987.  Dr.  Bluemle  is  presi- 
dent of  Thomas  Jefferson  University. 

Berks  County  Medical  Society  recently 
honored  six  retired  physicians,  each  of 
whom  served  the  community  for  more 
than  50  years.  They  are:  William  M. 
Bush,  MD,  an  obstetrician  and  gynecol- 
ogist; Elmer  L.  Horst,  MD,  a psychia- 
trist and  neurologist;  Harvey  D.  Lein- 
bach,  MD,  a pediatrician;  Paul  A. 
Leisawitz,  MD,  a general  surgeon  and 
family  practitioner;  Clem  J.  Shemanski, 
MD,  and  Howard  N.  Yoh,  MD,  both 
family  practitioners  and  emergency 
medicine  specialists. 

Jonathan  E.  Rhoads,  Jr.,  MD,  of  York, 
recently  was  appointed  to  the  AMA’s 
Council  on  Long  Range  Planning.  He  is 
vice  speaker  of  the  PMS  House  of  Dele- 
gates and  alternate  delegate  to  the 
AMA  House  of  Delegates. 
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What’s  New  in  Aging? 
Wednesday,  May  6,  1987 


The  Biology  of  Aging 

Richard  C.  Adelman,  Ph.D. 

The  Neurology  of  Aging: 
Alzheimer’s  and  Related  Dementias 

John  Chawluk,  M.D. 


Clinical  Geriatrics:  The  Future 

William  Hazzard,  M.D. 

Clinical  Geriatrics:  The  Most 
Common  Problems 

Joel  Posner,  M.D. 


Additional  Programs— Spring  1987 

May 


13 

9 AM 

Clinical  Rounds: 

“Angiotensin  Converting  Enzyme  (ACE)  Inhibition  for 
Hypertension  and  Congestive  Heart  Failure” 

Joseph  Carver,  M.D. 

Chief,  Division  of  Cardiology 

20 

9 AM 

Morbidity  & Mortality  Conference 

27 

9 AM 

Tumor  Conference 

27 

12:15  PM 

Ambulatory  Medicine 

Rounds:  “Dyspepsia” 

Stephen  Matarazzo,  M.D. 

Chief,  Division  of  Gastroenterology 


June 

3 

9 AM 

Clinical  Pathology  Conference 

10 

9 AM 

Clinical  Rounds:  “Cutaneous  Manifestations  of  Systemic  Diseases” 

17 

9 AM 

Magdalene  Ho,  M.D. 

Chief,  Division  of  Dermatology 

Morbidity  & Mortality  Conference 

24 

9 AM 

Tumor  Conference 

24 

12:15  PM 

Ambulatory  Medicine 

Rounds:  “Identification,  Work-up  and  Treatment  of  Patients  at  Risk  for 

Coronary  Artery  Disease” 

Joseph  Carver,  M.D. 

Chief,  Division  of  Cardiology 

Robert  P.  Jacobs,  M.D.,  Chairman,  Department  of  Medicine 
William  Hartz,  M.D.,  Chairman,  CME  Committee 
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special  feature 


Life  imitates  art 


, c . 11.11  11  . Gerald  L.  Andriole  Jr.,  MD 

The  descent  of  the  testes:  the  hidden  allegory  in  Gerald  L Andriole  Sr.,  MD 

Dante  Alighieri’s  work,  “The  Divine  Comedy”  David  A.  Jablons,  MD 


The  embryologic  literature  is  rela- 
tively scarce  in  describing  the  de- 
tails of  testicular  descent.  Certainly,  the 
basic  concepts  of  gonadal  ridge  develop- 
ment, of  spontaneous  formation  of  the 
gubemaculum  and  of  the  testes’  neatly 
appointed  journey  from  retroperitoneal 
space  to  scrotum  have  been  known  for 
quite  some  time.  But,  to  the  inquisitive 
mind,  questions  must  arise  concerning 
the  mysterious  forces  which  guide  this 
intrepid  pair.  Here,  alas,  the  scientific 
literature  is  at  a loss.  Why,  for  instance, 
does  the  processus  vaginalis  form  to 
blaze  a path  through  the  vaulted  cham- 
ber of  the  inguinal  canal?  How  is  it  that 
the  testis  and  gubemaculum  make  this 
developmental  odyssey  unaided,  seem- 
ingly without  guidance? 

Most  scientists  would  agree  that  be- 
yond the  finest  resolution  of  modem 
scientific  inquiry,  the  processes  of  Na- 
ture must  have  an  element  of  Divine  in- 
spiration (the  deus  ex  machina  of  the 
ancients).  In  concert  with  this  notion,  a 
complete  understanding  of  the  mystery 
of  testicular  descent  is  to  be  found  in 
the  worldly,  and  sometimes  comic  ex- 
pression of  divinity  that  is  found  in 
Dante  Alighieri’s  work,  “The  Divine 
Comedy.”1  By  carefully  studying  “The 
Inferno,”  the  acute  reader  will  see  that 
the  telling  of  the  tale  of  Dante’s  descent 
into  Hell  paraphrases  (even  as  it  antici- 
pated) in  mellifluous  cadence  the  tire- 
some droning  of  modern  embryologists, 
ceaselessly  engaged  in  their  futile  strug- 
gle to  elucidate  the  details  of  testicular 
descent.  The  brave  reader  shall  learn 
that  the  protagonists  of  “The  Inferno,” 
Dante  and  Virgil,  personify  testis  and 
gubemaculum,  respectively.  (“Guber- 
naculum”  is  Latin  for  “helmsman;”  i.e., 
one  who  guides.  Is  this  not  the  poet 
Virgil’s  role  in  the  narrative?)  Lastly, 
the  thoughtful  reader  shall  realize  in  full 
that  “The  Inferno”  is  not  just  an  alle- 
gory for  man,  but  of  man,  of  the  very 
working  of  his  most  basic  and  unchang- 
ing nature. 

We  must  commence  at  the  beginning. 
Embryologically,  the  testes  (and  this 
will,  for  most  part,  be  paralleled  by 


ovarian  development)  develop  from  a 
pair  of  longitudinal  ridges  entitled 
“genital  ridges.”  These  are  formed  by  a 
proliferation  of  coelomic  epithelium,  in 
concert  with  a condensation  of  the  un- 
derlying mesenchyme.  These  ridges, 
formed  in  the  fifth  week  of  life,  are  soul- 
less things,  heartlessly  referred  to  in 
the  embryologic  literature  as  “indiffer- 
ent gonads”  or  “primitive  sex  cords.”  It 
is  not  until  the  sixth  week  of  life  that 
these  cords  are  induced  to  form  a pre- 
sumptive testis  or  ovary.  It  is  from 
these  cords  that  all  of  life’s  future  melo- 
dies will  sound. 

Yet,  these  capricious  musicians,  who 
come  from  humble  origin  among  the  en- 
todermal  cells  in  the  wall  of  the  yolk 
sac,  have  a transcendental  quality.  They 
are  propagated,  with  modification,  from 
one  generation  to  the  next.  Dante  al- 
ludes to  this  concept  in  Canto  III  of 
“The  Inferno”: 

Before  I was  created,  nothing  was 

Save  things  eternal;  I shall  last  for- 
ever. 

By  the  end  of  the  eighth  week,  the 
newly-christened  testis  and  its  underly- 
ing mesonephros  are  attached  to  the 
posterior  abdominal  wall  by  the  urogen- 
ital mesentery.  As  the  mesonephros  de- 
generates, an  attachment  band  forms  a 
mesentery  for  the  testis.  Caudally,  this 
band  becomes  the  caudal  genital  liga- 
ment. This  band  is  most  commonly  re- 
ferred to  as  the  gubemaculum. 

By  the  twenty-eighth  week  of  in  utero 
life,  the  testis  and  its  guide  find  them- 
selves at  the  entrance  to  the  deep  ingui- 
nal ring.  The  descent  of  the  testes  to 
this  point  is  poorly  understood  but  is 
considered  not  to  be  an  active  process. 
It  is  thought  to  occur  simply  in  respect 
to  the  differential  growth  rates  of  the 


Dr.  Andriole  Jr.  is  from  the  division  of  urol- 
ogy at  Washington  University  School  of 
Medicine,  St.  Louis,  Missouri.  Dr.  Andriole 
Sr.,  a Hazleton  urologist,  is  vice  president  of 
the  Pennsylvania  Medical  Society.  Dr. 
Jablons  is  from  the  department  of  surgery  of 
Tufts  University  School  of  Medicine,  Boston. 


embryo’s  body.  Hence,  the  arterial  sup- 
ply stretches  from  the  abdominal  aorta 
as  it  grows  away  from  the  testis. 

How  the  testis  makes  the  voyage 
from  the  deep  inguinal  ring  to  the  scro- 
tum (ordinarily  completed  by  the  thirty- 
fourth  week;  take  notice  “The  Inferno” 
has  34  cantos!)  is  even  less  clear.  Ac- 
cording to  Moore:2 

The  exact  role  of  the  gubemaculum 
in  this  process  is  uncertain.  Ini- 
tially it  forms  a path  through  the 
anterior  abdominal  wall  for  the  pro- 
cessus vaginalis  to  follow  during 
formation  of  the  inguinal  canal.  . . . 
The  gubemaculum  does  not  pull 
the  testis  into  the  scrotum.  Passage 
may  be  aided  by  increasing  abdomi- 
nal pressure,  growth  of  abdominal 
organs,  hormones  (gonadotropins, 
androgens)  . . . 

It  is  here,  where  science  fails  us,  that  we 
must  look  to  Art,  or  else  “mourn  the 
lack  of  intellects’  true  light”  (Canto 
III). 

It  is  not  difficult  for  the  prepared 
mind  to  penetrate  the  allegory  of  “The 
Inferno.”  The  first  canto  sets  the  drama 
in  motion.  In  the  opening  lines  of  Canto 
I,  Dante  (the  testis)  acclaims: 

In  the  middle  of  the  journey  of  my 
life  I came  to 

My  senses  in  a dark  place,  for  I had 
lost  the  straight  path  . . . 

This  refers  directly  to  the  plight  of 
the  testis  as  it  rests  in  the  dark  recess  of 
the  deep  inguinal  ring,  halfway  (“in  the 
middle  of  the  journey”)  along  its  course 
from  upper  retroperitoneum  to  scro- 
tum. Furthermore,  it  is  at  this  point, 
just  inside  the  deep  inguinal  ring,  that 
the  testis  is  required  to  swing  medially, 
hence,  to  turn  and  to  “lose  the  straight 
path.”  Later  in  the  first  canto  the  junc- 
tion of  the  testis  and  gubemaculum  is 
described.  Virgil  (the  gubemaculum) 
speaks: 

...  I think  it  best  for  you  to  follow 
me,  I will  be  your  guide 
To  take  you  through  to  an  eternal 
place. 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


a 
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LesterR.  Wilson,  Jr.,  Joseph  Pulcini,  Jr.,  Suite  125,  Commerce  Plaza,  5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 
Eugene  P.  Ziemba,  William  J.  Carey,  Robert  J.  Zucosky,  James  I.  Frazer,  Jr.,  Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800 

Sidney  B.  Elston,  Jr.,  1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-99  00 
Ned  Wells,  Donald  C.  Hoffman,  Grant  R.  Stewart,  David  M.  Gusic,  Suite  212,  Manor  Oak  Two,  1910  Cochran  Road,  Pittsburgh,  PA  15220,  (412)  531-4226 


special  feature 


The  canto  ends  with  the  de  facto  as- 
sertion of  Dante: 

He  moved  on,  and  I followed  him. 

This  substantiates  the  anatomists.  As 
all  embryologists  are  aware,  the  guber- 
naculum  always  precedes  the  testis  in 
its  descent.  In  addition,  as  can  be  in- 
ferred from  careful  examination  of  this 
and  other  passages  pertaining  to 
Dante’s  physical  relation  to  Virgil  dur- 
ing their  journey,3  Virgil  always  pre- 
cedes Dante  on  the  outside  of  the  spiral 
that  curves  through  the  rings  of  Hell. 
As  one  noted  embryologist4  has  put  it, 
“the  gubemaculum  remains  ventral  to 
and  outside  of  the  processus  vaginalis 
and  testis  at  all  times.”  Even  artists  il- 
lustrating the  “Divine  Comedy”  have 
grasped  the  significance  of  this  un- 
changing relation  of  Dante  to  Virgil.5 

That  “The  Inferno”  is  not  merely  a 
travelogue  of  the  anabasis  of  testis  and 
gubemaculum  is  borne  out  by  careful 
consideration  of  Canto  II.  In  this  canto, 
Dante  presents  the  perplexing  events  of 
testicular  descent  not  just  as  an  ana- 
tomic or  physiologic  process  but  rather 
as  a metaphysical  quest.  Here  we  learn 
that  Dante  and  Virgil  (testis  and  guber- 
naculum)  are  descending  into  Hell  so 
that  later  they  may,  through  the  revela- 
tions acquired  enroute,  ascend  to  Para- 
dise and  to  Beatrice,  the  symbol  of  love 
and  fertility,  the  very  zenith  of  man’s 
aspirations.  Correspondingly,  the  testis 
descends  and  is  held  in  the  scrotum  (un- 
less by  some  cryptic  means  it  loses  its 
way)  so  that  it  may  ultimately  find  as- 
cension by  procreation  and  through 
nurturing  the  next  generation’s  highest 
ideals. 

The  motion  of  the  journey  continues 
in  Canto  III.  Here  the  travelers,  to- 
gether, cross  the  symbolic  entrance  to 
Hell,  the  river  Acheron.  This  river  can 
be  interpreted  to  metaphorically  repre- 
sent the  deep  inferior  epigastric  artery, 
the  actual  boundary  of  the  inguinal  ca- 
nal. After  sailing  Charon’s  ship,  our  ad- 
venturesome pair  find  themselves  in 
Limbo,  the  place  where  Dante  and 
Virgil  meet  some  trapped  souls  who 

. . . for  defects,  not  for  other  faults, 

Are  lost  and  afflicted  only  in  that 
we  live 

In  longing  without  much  hope. 

This  is  an  exact  description  of  the  ingui- 
nal canal  and  of  the  fate  of  testes  ship- 
wrecked there.  Many  a dysplastic  testis 


broods  forever  in  the  unhappy  environ- 
ment of  the  inguinal  canal,  enjoying 
little  hope  of  functional  fulfillment, 
passing  endless  time  quietly  and  des- 
perately. Teleologically,  then,  Dante’s 
mythology  exactly  recapitulates  physi- 
ology. 

There  are  even  more  startling  com- 
parisons awaiting  the  reader  of  “The  In- 
ferno.” In  later  cantos,  Dante  and 
Virgil  find  themselves  in  a special  ave- 
nue where  they  have  reached  the  point 
of  final  descent.  Let  us  allow  the  text  to 
speak  for  itself: 

Along  a curving  road  we  went  con- 
versing more 

Than  I shall  now  repeat;  and  so  we 
came  abreast 

The  point  where  one  descends  be- 
low. 

Virgil  our  gubemaculum,  counsels: 

We  must  now  go  down  slowly  my 
son;  within  the  ring 

Formed  by  this  rock,  three  lesser 
circles  lie 

The  anatomic  correlations  of  these 
passages  are  indeed  startling;  the  obvi- 
ous connection  here  is  that  Virgil  and 
Dante  have  reached  the  superficial  in- 
guinal ring  (i.e.,  “the  point  where  one 
descends  below”  and  Virgil’s  allusion  to 
a “ring.”)  What  is  less  clear  and  what 
has  been  the  topic  of  much  discourse  in 
classical  scholars’  spheres,  however,  is 
the  meaning  of  Virgil’s  allusion  to 
“three  lesser  circles.”  There  are  three 
basic  interpretations  of  these  three  cir- 
cles. One  school  of  thought,  noting  that 
“the  ring  formed  by  this  rock”  is  the 
spermatic  cord  formed  by  (from)  the  tes- 
tis (i.e.,  “rock”),  argues  that  these  cir- 
cles are  a reference  to  the  cross- 
sectional  appearance  of  the  spermatic 
cord,  i.e.,  the  three  concentric  layers  of 
external,  cremasteric  and  internal  sper- 
matic fascia.  Another  school  correlates 
this  passage  with  the  cross-sectional  ap- 
pearance of  the  vas  deferens,  the  sper- 
matic artery  and  the  spermatic  vein, 
the  three  main  constituents  of  the  sper- 
matic cord.  The  third  school  maintains 
that  these  three  “lesser  circles”  must  be 
interpreted  as  just  that,  i.e.,  arcs  or  ar- 
cuate lines.  Therefore,  the  “three  lesser 
circles”  become  l)the  curved  aponeu- 
rotic fibers  of  the  conjoint  tendon, 

2)  the  arch  of  the  lacunar  ligament,  and 

3)  the  curving,  intercrural  fibers.  Re- 
gardless of  this  dissension,  Dante’s  ana- 
tomic reference  is  clear  in  locating  the 
pair  at  the  entrance  to  the  scrotum. 
With  the  passage  of  time  and  the  fer- 


mentation of  our  thinking,  these  three 
schools  of  thought  may  finally  become 
conjoined.  Indeed,  one  classical  scholar 
has  asserted  that  Dante  meant  to  refer 
to  all  three  of  these  ideas,  citing  the 
mythic  perfection  of  the  number  nine 
(three  interpretations  for  each  of  three 
rings)  and  Dante’s  known  fascination 
with  numerology. 

The  major  anatomic  landmarks  thus 
traversed,  the  remaining  cantos  of  “The 
Inferno”  testify  how,  under  Virgil’s 
guidance,  Dante  matured  and  im- 
proved. Certainly,  we  know  that  an  anal- 
ogous process  is  occurring  in  the  testis 
during  it’s  descent  into  the  scrotum. 
Thus  ancient  wisdom  confirms  modem 
experience. 

Whatever  the  exact  nature  of  this 
maturational  process  is,  the  poet  leaves 
us  in  no  doubt  as  to  its  results.  At  the 
end  of  “The  Inferno,”  Dante  and  Virgil 
find  themselves  poised  on  the  road  to 
Parousia,  that  most  perfect  place;  so 
too  our  testis  as  it  lies  in  the  scrotum 
(Canto  XXXIII): 

. . . how  cool  I then  became,  do  not 
ask, 

Oh  reader,  for  I do  not  write  it 
down,  since 

All  words  would  be  inadequate. 

Further  examples  of  Dante’s  hidden 
inspiration  are  easily  possible.  The  sem- 
inal ideas  put  forth  above  represent 
only  superficial  efforts  to  pierce  the  tu- 
nic of  Dante’s  white-shrouded  “In- 
ferno" and  provide  but  a glimpse  of  the 
substance,  the  very  parenchyma,  of  its 
essence.  Many  other  seemingly  cryptic 
allusions  are  dangling  amongst  the 
rocks  of  Dante’s  Hell.  A fertile  mind, 
ready  to  dissect  the  dense,  metaphori- 
cal fascia  which  envelops  the  sometimes 
convoluted  germinal  center  of  Dante’s 
poem,  will  expose,  in  elegant  simplicity, 
the  full  flower  of  the  message,  one 
which  in  grandeur,  surpasses  even  an 
orchid  in  full  bloom.  Time  shall  indeed 
testify  to  the  greatness  of  Dante 
Alighieri’s  “The  Inferno”  and  to  the  in- 
escapably allegorical  nature  of  its 
story.  □ 
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medical  feature 


New  drugs  for  use  in  1987 — Part  one 


Daniel  A.  Hussar,  PhD 

This  review  considers  the  most  im- 
portant properties  of  the  new  thera- 
peutic agents  that  were  first  approved 
in  1986  and,  when  possible,  compares 
them  with  other  available  agents  whose 
activity  most  closely  resembles  that  of 
the  new  drugs.  New  indications  and 
formulations/products  for  previously 
marketed  drugs  are  also  noted. 

In  1986,  the  Food  and  Drug  Adminis- 
tration (FDA)  approved  20  new  molecu- 
lar entities  (NMEs),  18  of  which  are  in- 
dicated for  therapeutic  use  and  two  for 
diagnostic  use.  Many  of  these  agents 
were  approved  late  in  the  year  and  only 
seven  of  these  18  new  therapeutic 
agents  reached  the  market  in  1986.  In 
addition  to  these  NMEs,  several  new  bi- 
ologicals  were  approved  and  marketed 
in  1986  and  these  represent  an  impor- 
tant advance  in  the  use  of  biotechnol- 
ogy in  the  development  of  new  thera- 
peutic agents. 

New  molecular  entities  and  biologi- 
cals  intended  for  therapeutic  use  that 
were  approved  and  marketed  in  the 
United  States  in  1986  are  listed  in  Table 
1,  along  with  13  other  agents  that  the 
FDA  approved  prior  to  1986  (most  in 
December,  1985)  but  were  not  actually 
marketed  until  1986.  Thus,  the  total 
number  of  23  (or  24  if  the  two  inter- 
ferons are  counted  separately)  thera- 
peutic agents  reaching  the  market  for 
the  first  time  in  1986  is  a sizable  one 
and  surpasses  the  numbers  introduced 
in  recent  years. 

The  therapeutic  agents  approved  in 
late  1986  but  not  marketed  before  the 
end  Of  the  year  are  listed  in  Table  2.  It  is 
anticipated  that  many  of  these  agents 
will  become  available  in  1987. 

This  discussion  describes  the  prog- 
ress in  the  development  of  new  thera- 
peutic agents  and  provides  summary  in- 
formation regarding  each  of  these 
drugs.  When  additional  information  is 
needed,  more  comprehensive  references 
and/or  the  product  literature  should  be 
consulted.  Comprehensive  monographs 


on  new  drugs  are  regularly  published  in 
journals  such  as  Clinical  Pharmacy, 
Drug  Intelligence  and  Clinical  Phar- 
macy, Drugs,  and  Pharmacotherapy, 
and  these  are  helpful  information  re- 
sources regarding  a number  of  new 
agents. 

Antibiotic 

The  marketing  of  cefotetan  disodium 
(Cefotan-Stuart)  increases  the  number 
of  cephalosporin  antibiotics  now  mar- 
keted in  the  United  States  to  19  (Table 
3).  Like  cefoxitin  (Mefoxin)  and  mox- 
alactam  (Moxam),  cefotetan  possesses 
an  alphamethoxy  substituent  at  posi- 
tion 7 which  imparts  a high  degree  of 
stability  in  the  presence  of  beta- 
lactamases. 

Cefotetan  is  classified  as  a second- 
generation  cephalosporin  although  it  is 
more  active  than  the  other  second- 
generation  (and  first-generation)  agents 
against  many  gram-negative  bacteria 
(e.g.,  Escherichia  coli ).  Against  these  or- 
ganisms its  activity  more  closely  resem- 
bles that  of  the  third-generation  cepha- 
losporins. The  labeled  indications  for 
cefotetan  are  listed  in  Table  4.  Espe- 
cially notable  is  its  activity  against  the 
gram-negative  anaerobe,  Bacteroides 
fragilis,  and  it  is  for  the  treatment  and 
prophylaxis  of  infections  with  this  or- 
ganism (e.g.,  intra-abdominal  infec- 
tions) that  cefotetan  is  most  often  used. 
Because  cefoxitin  is  widely  used  in 
these  situations,  it  is  the  cephalosporin 
with  which  the  properties  and  clinical 
use  of  cefotetan  can  best  be  compared. 

Studies  of  the  use  of  cefotetan  and  ce- 
foxitin in  urinary  tract,  obstetric,  and 
gynecologic  infections,  as  well  as  for 
surgical  prophylaxis,  suggest  that  the 
two  antibiotics  are  equally  effective. 
They  appear  to  have  similar  activity 
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against  Bacteroides  fragilis,  the  anaero- 
bic organism  most  commonly  associ- 
ated with  serious  infection,  and  both 
are  also  active  against  certain  other 
Bacteroides  species.  However,  some 
members  of  the  B.  fragilis  groups  (i.e., 
B.  distasonis,  B.  ovatus,  B.  thetaiotaomi- 
cron)  are  usually  resistant  to  cefotetan 
but  susceptible  to  cefoxitin,  and  there  is 
insufficient  information  to  conclude 
that  the  new  agent  is  as  effective  as  ce- 
foxitin in  the  prevention  and  treatment 
of  infections  caused  by  anaerobic  organ- 
isms. Cefotetan  is  more  active  than  ce- 
foxitin against  most  other  gram- 
negative bacteria  whereas  cefoxitin 
may  be  slightly  more  active  against 
gram-positive  aerobic  bacteria  (e.g., 
streptococci,  staphylococci).  Neither 
drug  is  considered  effective  for  infec- 
tions caused  by  methicillin-resistant 
staphylococci,  enterococci,  or  Pseudo- 
monas aeruginosa. 

Adverse  reactions  reported  with  cefo- 
tetan include  gastrointestinal  effects 
(e.g.,  diarrhea),  hematologic  laboratory 
abnormalities  (e.g.,  eosinophilia,  posi- 
tive direct  Coombs’  test),  hepatic  en- 
zyme elevations  (e.g.,  a rise  in  SGPT), 
and  hypersensitivity  reactions  (e.g., 
rash);  however,  the  incidence  of  these  re- 
actions is  low  (approximately  1 to  1.5 
percent).  Local  effects  (e.g.,  phlebitis) 
occur  less  commonly  with  the  new 
agent  (less  than  1 percent  incidence) 
than  with  cefoxitin. 

Like  cefamandole  (Mandol),  cef opera- 
zone  (Cefobid),  and  moxalactam,  but  un- 
like cefoxitin,  cefotetan  possesses  a 
methylthiotetrazole  (MTT)  side  chain. 
This  substituent  group  has  been  associ- 
ated with  the  occurrence  of  bleeding  re- 
actions, and  also  disulfiram  (Antabuse)- 
like  reactions  following  the 
consumption  of  alcohol.  Although 
bleeding  has  not  been  identified  as  a 
problem  in  the  clinical  studies  of  cefote- 
tan, prothrombin  times  should  be  moni- 
tored in  patients  at  risk  (e.g.,  those  with 
renal  or  hepatic  impairment,  or  poor  nu- 
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Table  1 

New  Therapeutic  Agents  Marketed  in  1986 


Therapeutic  FDA 


Generic  name 

Trade  name 

Manufacturer 

classification 

Dosage  form 

classification 

Alclometasone 

dipropionateb 

Aclovate 

Glaxo 

Topical 

corticosteroid 

Cream 

Ointment 

1-C 

Amiodarone 

hydrochloride6 

Cordarone 

Wyeth 

Antiarrhythmic 

agent 

Tablet 

1-A 

Buspirone 

hydrochloride 

BuSpar 

Mead  Johnson 

Antianxiety 

agent 

Tablet 

1-B 

Butoconazole 

Femstat 

Syntex 

Antifungal  agent 

Vaginal  cream 

1-C 

nitrate6 

Calcitonin,  human 

Cibacalcin 

Ciba 

Agent  for  Paget’s 
disease 

Parenteral 

1-B 

L-carnitine6 

Carnitor 

VitaCarn 

Sigma-Tau 
Kendall  McGaw 

Agent  for  carnitine 
deficiency 

Tablet 

Liquid 

1-B 

Cefotetan 

Cefotan 

Stuart 

Antibiotic 

Parenteral 

1-C 

disodium6 

Clobetasol 

propionate6 

Temovate 

Glaxo 

Topical 

corticosteroid 

Cream 

Ointment 

1-C 

Digoxin  immune  Fab 
(ovine)6 

Digibind 

Burroughs  Wellcome 

Antidote  for 
digoxin  toxicity 

Parenteral 

Dronabinol6 

Marinol 

Roxane 

Antiemetic 

Capsule 

1-B 

Enalapril  maleateb 

Vasotec 

Merck  Sharp  & Dohme 

Antihypertensive 

agent 

Tablet 

1-B 

Etretinate 

Tegison 

Roche 

Agent  for  psoriasis 

Capsule 

1-B 

Famotidine 

Pepcid 

Merck  Sharp  & Dohme 

Antiulcer  agent 

Tablet 

Parenteral 

1-C 

Interferon  alfa-2a 
recombinant6 

Roferon-A 

Roche 

Antineoplastic 

agent 

Parenteral 

Interferon  alfa-2b 
recombinant6 

Intron  A 

Schering 

Antineoplastic 

agent 

Parenteral 

Ketoprofen 

Orudis 

Wyeth 

Analgesic/Anti- 
inflammatory agent 

Capsule 

1-C 

Levobunolol 

hydrochloride6 

Betagan 

Allergan 

Agent  for  glaucoma 

Ophthalmic 

solution 

1-C 

Mexiletine 

hydrochloride6 

Mexitil 

Boehringer 

Ingelheim 

Antiarrhythmic 

agent 

Capsule 

1-B 

Midazolam 

hydrochloride6 

Versed 

Roche,  DuPont 

Central  nervous 
system  depressant 

Parenteral 

1-C 

Muromonab-CD3c 

Orthoclone  OKT3 

Ortho 

Agent  for  renal 
transplant  rejection 

Parenteral 

Norfloxacin 

Noroxin 

Merck  Sharp  & Dohme 

Antibacterial 

agent 

Tablet 

1-B 

Permethrin 

Nix 

Burroughs  Wellcome 

Pediculicide 

Cream  rinse 

1-B 

Ribavirin6 

Virazole 

ICN 

Antiviral  agent 

Solution  for 

aerosol 

administration 

1-A 

Suprofen6 

Suprol 

McNeil,  Ortho 

Analgesic 

Capsule 

1-C 

aFood  and  Drug  Administration  classification  of  new  drugs:  1 signifies  a new  molecular  entity;  A represents  an  important  therapeutic  gain;  B represents  a modest  therapeutic  gain;  C represents 
little  or  no  therapeutic  gain. 

b Approved  by  FDA  prior  to  7 986,  but  not  marketed  until  1 986 

CA  biological  approved  through  FDA  procedure  that  does  not  assign  a specific  classification. 
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Table  2 

Other  Therapeutic  Agents  Approved  by  the  FDA 


The  following  therapeutic  agents  were  approved  by  the  FDA  in  1986  but  did  not  appear 
on  the  market  before  the  end  of  the  year;  therefore,  they  are  not  included  in  this  review. 


Therapeutic  FDA 


Generic  name 

Trade  name 

Manufacturer 

classification 

classification3 

Alfentanil 

hydrochloride 

Alfenta 

Janssen 

Analgesic  for 
anesthesia 

1-C 

Ampicillin  sodium, 

Unasyn 

Roerig 

Antibiotic 

1-C 

sulbactam  sodium 

Aztreonam 

Azactam 

Squibb 

Antibiotic 

1-B 

Clofazamine 

Lamprene 

Ciba-Geigy 

Agent  for  leprosy 

1-A 

Encainide 

Enkaid 

Bristol 

Antiarrhythmic  agent 

1-B 

hydrochloride 

Esmolol 

hydrochloride 

Brevibloc 

DuPont  Critical 
Care 

Antiarrhythmic  agent 

1-B 

Flurbiprofen 

Ocufen 

Allergan 

Agent  for  inhibition  of 
intraoperative  miosis 

1-B 

Guanfacine 

Tenex 

Robins 

Antihypertensive  agent 

1-C 

hydrochloride 

Ipratropium 

bromide 

Atrovent 

Boehringer 

Ingelheim 

Bronchodilator 

1-B 

Pirbuterol  acetate 

Exirel 

Pfizer 

Bronchodilator 

1-C 

Tranexamic  acid 

Cyclokapron 

Kabavitrum 

Agent  to  reduce  bleeding 

1-C 

associated  with  tooth 
extraction  in  patients  with 
hemophilia 


aFood  and  Drug  Administration  classification  of  new  drugs:  1 signifies  a new  molecular  entity;  A represents  an  important  therapeutic  gain;  B represents  a modest  therapeutic  gain , C represents 
little  or  no  therapeutic  gam 


tritional  state)  and  Vitamin  K should  be 
administered  as  indicated.  Disulfiram- 
like  reactions  may  occur  when  alcohol  is 
ingested  within  72  hours  of  cefotetan 
administration  and  patients  should  be 
cautioned  accordingly.  Cefotetan  and 
other  cephalosporins  having  the  MTT 
side  chain  have  also  been  reported  to 
have  adverse  effects  on  the  testes  of 
prepubertal  rats;  however,  the  relevance 
of  these  findings  to  humans  is  not 
known. 

All  the  cephalosporins  have  the  po- 
tential to  cause  hypersensitivity  reac- 
tions, superinfection,  and  antibiotic- 
associated  colitis,  and  therapy  with 
cefotetan  must  be  monitored  accord- 
ingly. In  some  situations  such  as  con- 
firmed or  suspected  sepsis  or  other  seri- 
ous infections  in  which  the  causative 
organism  has  not  been  identified,  cefo- 
tetan may  be  used  concomitantly  with 
an  aminoglycoside  [e.g.,  gentamicin 
(Garamycin)].  However,  the  two  agents 
must  be  administered  separately  and 
not  admixed  in  the  same  solution,  so  as 
to  avoid  a physicochemical  incompati- 
bility that  could  result  in  a reduction  in 
antibiotic  activity. 

The  half-life  of  cefotetan  is  longer 
than  that  of  most  other  cephalosporins 
and  doses  are  usually  administered  at 
12-hour  intervals.  Its  less  frequent  ad- 


ministration in  comparison  with  that  of 
cefoxitin  (which  is  usually  administered 
at  six-  to  eight-hour  intervals)  may  per- 
mit cost  savings.  When  used  for  surgi- 
cal prophylaxis,  a single  dose  of  cefote- 
tan is  usually  highly  effective,  and  this 
has  been  suggested  to  provide  a cost  ad- 
vantage. However,  in  many  surgical 
procedures  (with  delayed  or  prolonged 
procedures  being  the  exception),  the 
shorter-acting  cephalosporins  can  also 
be  used  in  a single  dose  for  prophylaxis. 

The  usual  adult  dosage  of  cefotetan  is 
1 to  2 grams  administered  intramuscu- 
larly or  intravenously  every  12  hours 
for  five  to  ten  days.  It  is  recommended 
that  the  daily  dosage  not  exceed  6 
grams.  For  surgical  prophylaxis  a 1 to  2 
gram  dose  is  administered  once,  intra- 
venously, 30  to  60  minutes  before  sur- 
gery. Because  most  of  the  dose  of  cefote- 
tan is  excreted  unchanged  by  the 
kidneys,  the  dosage  should  be  reduced 
in  patients  with  impaired  renal  function 
and  the  product  literature  should  be 
consulted  for  the  dosing  guidelines. 

Cefotetan  is  supplied  in  vials  contain- 
ing an  equivalent  of  1 gram  (in  10  and 
100  ml  vials)  and  2 grams  (in  20  and  100 
ml  vials)  cefotetan  activity.  The  formu- 
lation contains  approximately  3.5  mEq 
(80  mg)  of  sodium  per  gram  of  cefotetan 
activity. 


Antibacterial  Agent 

Norfloxacin  (Noroxin-Merck,  Sharp 
and  Dohme)  is  the  first  fluoroquinolone 
derivative  to  be  approved  for  marketing 
in  the  United  States  and  it  exhibits  a 
broad  antibacterial  spectrum  of  action. 
Although  related  to  the  quinolone  anti- 
infective  agents  such  as  nalidixic  acid 
(NegGram),  the  new  agent  is  much 
more  active  against  gram-positive  bac- 
teria as  well  as  certain  gram-negative 
bacteria  such  as  Pseudomonas  aeru- 
ginosa. It  inhibits  bacterial  DNA  syn- 
thesis, primarily  by  inhibiting  DNA 
gyrase,  and  is  bactericidal. 

The  development  of  the  fluoroquino- 
lones is  an  important  advance  in  the 
treatment  of  infectious  disease.  Their 
broad  spectrum  of  action  and  high  level 
of  activity,  low  incidence  of  adverse  ef- 
fects, and  effectiveness  following  oral 
administration,  provide  significant  ad- 
vantages over  the  treatments  currently 
used  for  many  infections.  Although,  at 
present,  the  only  labeled  indication  for 
norfloxacin  is  urinary  tract  infection,  it 
can  be  anticipated  that  the  list  of  indi- 
cations for  this  agent  and  its  analogs 
which  are  yet  to  be  approved,  will  rap- 
idly expand. 

Norfloxacin  is  indicated  for  the  treat- 
ment of  adults  with  complicated  and 
uncomplicated  urinary  tract  infections 
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Table  4 

Labeled  Indications  for  Cefotetan  Disodium 

Urinary  tract  infections  caused  by  E.  coli,  Klebsiella  species  (including  K.  pneumoniae),  Pro- 
teus mirabilis  and  Proteus  sp  including  Proteus  vulgaris,  Providencia  rettgeri,  and  Morganella 
morganii). 

Lower  respiratory  tract  infections  caused  by  Streptococcus  pneumoniae,  Staphylococcus 
aureus  (penicillinase-  and  nonpenicillinase-producing  strains,  Haemophilus  influenzae  (includ- 
ing ampicillin-resistant  strains),  Klebsiella  species  (including  K.  pneumoniae),  and  E.  coli. 

Skin  and  skin  structure  infections  caused  by  Staphylococcus  aureus  (penicillinase-  and  non- 
penicillinase producing  strains),  Staphylococcus  epidermidis,  Streptococcus  pyogenes,  and 
Streptococcus  species  (excluding  enterococci),  and  E.  coli. 

Gynecologic  infections  caused  by  Staphylococcus  aureus  (including  penicillinase-  and 
nonpenicillinase-producing  strains),  Staphylococcus  epidermidis,  Streptococcus  species  (ex- 
cluding enterococci),  E.  coli,  Proteus  mirabilis,  Neisseria  gonorrhoeae,  Bacteroides  species  (ex- 
cluding B.  distasonis,  B.  ovatus,  B.  thetaiotaomicron),  Fusobacterium  species,  and  gramposi- 
tive anaerobic  cocci  (including  Peptococcus  and  Peptostreptococcus  species). 

Intra-abdominal  infections  caused  by  E.  coli,  Klebsiella  species  (including  K.  pneumoniae), 
Streptococcus  species  (excluding  enterococci),  and  Bacteroides  species  (excluding  B.  dista- 
sonis, B.  ovatus,  B.  thetaiotaomicron). 

Bone  and  joint  infections  caused  by  Staphylococcus  aureus. 

Surgical  prophylaxis  in  patients  undergoing  surgical  procedures  that  are  classified  as  clean 
contaminated  or  potentially  contaminated  (e.g.,  cesarean  section,  abdominal  or  vaginal  hyster- 
ectomy, transurethral  surgery,  biliary  tract  surgery,  and  gastrointestinal  surgery). 


Table  3 

Classification  of  Cephalosporins 
Currently  Marketed  in  the  U.S. 

Parenteral 

First-generation 
Cefazolin  (Ancef,  Kefzol) 

Cephalothin  (Keflin,  Seffin) 

Cephapirin  (Cefadyl) 

Cephradine  (Velosef) 

Second-generation 
Cefamandole  (Mandol) 

Cefonicid  (Monocid) 

Ceforanide  (Precef) 

Cefotetan  (Cefotan) 

Cefoxitin  (Mefoxin) 

Cefuroxime  (Zinacef,  Kefurox) 

Third-generation 
Cefoperazone  (Cefobid) 

Cefotaxime  (Claforan) 

Ceftazidime  (Fortaz,  Tazicef,  Tazidime) 
Cefiizoxime  (Cefizox) 

Ceftriaxone  (Rocephin) 

Moxalactam  (Moxam) 

Oral* 

Cefaclor  (Ceclor) 

Cefadroxil  (Duricef,  Ultracef) 

Cephalexin  (Keflex) 

Cephradine  (Anspor,  Velosef)  ** 


■ The  spectrum  of  action  of  the  orally-administered  cephalo- 
sporins is  generally  similar  to  that  of  the  first-generation, 
parenterally-administered  agents;  however,  cefaclor  is  of- 
ten classified  as  a second-generation  agent  because  of  its 
higher  level  of  activity  against  gram-negative  organisms. 
'Cephradine  is  available  in  both  parenteral  and  oral  dosage 
forms. 


caused  by  susceptible  strains  of  Es- 
cherichia coli,  Klebsiella  pneumoniae, 
Enterobacter  cloacae,  Proteus  mirabilis, 
indole-positive  Proteus  species  ( Proteus 
vulgaris,  Providencia  rettgeri, 
Morganella  morganii),  Pseudomonas 
aeruginosa,  Citrobacter  freundii, 
Staphylococcus  aureus,  Staphylococcus 
epidermidis,  and  group  D streptococci. 
Its  spectrum  of  action  includes  the  bac- 
teria most  often  responsible  for  urinary 
tract  infections,  and  is  broader  than 
that  of  the  other  orally-administered 
anti-infective  agents  like  amoxicillin 
(e.g.,  Amoxil),  cephalexin  (Keflex),  and 
trimethoprim-sulfamethoxazole  (Bac- 
trim, Septra)  which  are  often  used  in 
treating  UTIs.  The  new  agent  will  be  es- 
pecially useful  in  infections  caused  by 
bacteria  such  as  Pseudomonas  aeru- 
ginosa which  are  not  susceptible  to 
most  other  antibiotics,  and  its  effective- 
ness following  oral  administration  may 
permit  earlier  discharge  from  the  hospi- 
tal of  selected  patients  for  whom  paren- 
teral antibiotic  therapy  would  have 
been  the  only  alternative  prior  to  the 
availability  of  norfloxacin. 

Norfloxacin  also  appears  to  be  highly 


effective  in  the  treatment  of  infections 
such  as  gonococcal  urethritis  and  gas- 
trointestinal infections;  however,  these 
are  not  labeled  indications  at  the 
present  time.  The  fluoroquinolones  are 
also  being  studied  in  a number  of  other 
types  of  infections  although  other  ana- 
logs such  as  ciprofloxacin  and  enoxacin 
are  likely  to  be  more  effective  than 
norfloxacin  in  some  of  these  conditions. 

Most  patients  tolerate  norfloxacin 
well  and  adverse  effects  are  uncommon. 
Those  reactions  reported  most  often  in- 
clude nausea  (2.8%),  headache  (2.7%), 
and  dizziness  (1.8%).  Because  the  drug 
can  cause  central  nervous  system  ef- 
fects, patients  should  evaluate  how 
they  respond  to  the  medication  before 
engaging  in  activities  requiring  mental 
alertness  or  coordination.  Although  not 
likely  to  occur,  a potential  for  crystallu- 
ria  exists  and  patients  should  drink  suf- 
ficient fluids  to  ensure  a proper  state  of 
hydration  and  adequate  urinary  output. 

Norfloxacin  and  related  drugs  have 
caused  arthropathy  in  immature  ani- 
mals. Whether  patients  are  at  risk  with 
respect  to  this  possibility  is  not  known; 
however,  it  is  recommended  that 
norfloxacin  not  be  used  in  children  or 
pregnant  women. 

Several  drug  interactions  involving 
norfloxacin  have  been  reported  and 
therapy  must  be  adjusted  and/or  moni- 


tored accordingly.  Nitrofurantoin  (Fura- 
dantin,  Macrodantin)  may  antagonize 
the  antibacterial  action  of  norfloxacin 
and  concomitant  use  is  not  recom- 
mended. Reduced  urinary  excretion  of 
norfloxacin  has  been  reported  during 
concomitant  administration  of  probene- 
cid (Benemid).  Patients  should  be  ad- 
vised not  to  take  antacids  with  the  med- 
ication or  within  two  hours  after 
dosing. 

One  of  the  concerns  with  the  use  of 
nalidixic  acid  has  been  the  rapid  devel- 
opment of  resistance  in  some  patients. 
However,  during  therapy  with  norflox- 
acin, resistance  has  developed  in  less 
than  1 percent  of  the  patients  treated. 

Following  oral  administration,  ap- 
proximately 30-40  percent  of  a dose  of 
norfloxacin  is  absorbed.  The  presence  of 
food  may  decrease  absorption.  The 
drug  is  eliminated  through  metabolism, 
biliary  excretion,  and  renal  excretion. 

Norfloxacin  should  be  administered 
at  least  one  hour  before  or  two  hours  af- 
ter a mead  with  a glass  of  water.  The  rec- 
ommended dosage  is  400  mg  twice  daily 
for  seven  to  ten  days  for  an  uncompli- 
cated UTI  and  for  10-21  days  for  a com- 
plicated UTI.  The  maximum  dosage 
should  not  exceed  800  mg/day.  In  pa- 
tients with  a creatinine  clearance  rate  of 
30  ml/min/1.73  m2  or  less,  the  recom- 
mended dosage  is  400  mg  once  daily. 
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Tablets  are  available  in  a 400  mg  po- 
tency. The  cost  of  norfloxacin  therapy  is 
considerably  higher  than  that  of  amox- 
icillin or  trimethoprim -sulfamethoxazole. 
However,  the  new  agent  will  be  cost- 
effective  in  situations  in  which  it  can  be 
used  as  an  alternative  to  a parenterally- 
administered  antibiotic  and  when  its 
use  permits  earlier  discharge  from  the 
hospital. 

Antiviral  agent 

Ribavirin  (Virazole-ICN)  is  a syn- 
thetic analog  of  guanosine,  a naturally 
occurring  chemical  required  by  cells  for 
RNA  and  protein  production,  that  is  in- 
dicated for  the  aerosol  treatment  of 
carefully  selected  hospitalized  infants 
and  young  children  with  severe  lower 
respiratory  tract  infections  due  to  respi- 
ratory syncytial  virus  (RSV).  The  new 
agent  is  the  first  to  be  approved  in  this 
country  for  this  infection  which  can  be 
life-threatening  in  some  patients,  and  it 
represents  an  important  addition  to  the 
small  group  of  antiviral  agents  already 
available. 

In  the  United  States  over  800,000  in- 
fants experience  RSV  infections  each 
year.  Fortunately,  in  most,  the  infection 
is  not  localized  in  the  lower  respiratory 
tract  or  it  is  mild,  self-limited,  and  does 
not  require  hospitalization  or  antiviral 
treatment.  However,  approximately 
100,000  of  these  patients  require  hospi- 
talization and  about  5 percent  of  them 
die,  making  this  one  of  the  most  impor- 
tant causes  of  respiratory  disease  and 
death  in  infants  under  one  year  of  age. 
The  presence  of  an  underlying  condition 
such  as  prematurity  or  cardiopulmo- 
nary disease  may  increase  the  severity 
of  the  infection  and  its  risk  to  the  pa- 
tient. 

Many  infants  and  children  with  mild 
lower  respiratory  tract  involvement  will 
be  hospitalized  for  only  brief  periods 
and  need  not  be  treated  with  ribavirin. 
However,  the  new  agent  is  indicated  in 
selected  patients  with  severe  infections 
and,  in  some  cases,  may  be  life-saving. 


Treatment  with  ribavirin  should  be  ac- 
companied with  standard  respiratory 
and  fluid  management.  Since  RSV  in- 
fection is  usually  mild  and  self-limited 
in  adults  and  older  children,  ribavirin 
aerosol  is  not  indicated  in  these  pa- 
tients. 

Ribavirin  has  a broad  spectrum  of  an- 
tiviral activity  and  may  also  be  useful 
in  other  viral  infections  such  as  influ- 
enza, parainfluenza,  chicken  pox,  mea- 
sles, herpes  simplex,  and  lassa  fever. 
However,  the  experience  with  the  use  of 
oral  or  parenteral  dosage  forms  of  ri- 
bavirin for  these  infections  is  limited 
and  these  are  not  labeled  indications  for 
the  new  agent. 

Ribavirin  has  been  reported  to  inhibit 
the  replication  of  the  human  immunode- 
ficiency virus  (HIV),  the  causative 
agent  of  acquired  immune  deficiency 
syndrome  (AIDS),  and  its  potential  use 
for  this  condition  has  received  wide- 
spread publicity.  An  oral  formulation  of 
ribavirin  is  being  evaluated  for  this  use 
and  clinical  studies  are  currently  being 
conducted.  The  aerosol  formulation 
presently  available  is  not  indicated  for 
AIDS. 

Ribavirin  is  teratogenic  in  animals,  so 
its  potential  use  for  other  viral  infec- 
tions in  adults  warrants  recognition  of 
this  risk.  The  drug  is  contraindicated  in 
women  who  are  or  may  become  preg- 
nant during  treatment. 

Following  aerosol  administration,  ri- 
bavirin is  detected  in  the  systemic  cir- 
culation in  low  concentrations.  Adverse 
reactions  reported  with  its  use  have  in- 
cluded bacterial  pneumonia, 
pneumothorax,  apnea,  hypotension, 
cardiac  arrest,  and  digitalis  toxicity.  Be- 
cause many  patients  in  clinical  trials 
have  life-threatening  underlying  dis- 
eases, the  extent  to  which  ribavirin  was 
responsible  for  causing  these  effects  is 
unclear. 

Deterioration  of  respiratory  function 
has  been  associated  with  ribavirin  use 
in  infants,  and  also  in  adults  with 
chronic  obstructive  lung  disease  or 
asthma.  Respiratory  function  must  be 
closely  monitored  during  treatment. 

Other  reactions  include  rash,  conjunc- 


tivitis, and  reticulocytosis.  Although 
anemia  is  not  likely  to  be  associated 
with  use  of  the  aerosol  formulation,  it 
has  occurred  frequently  with  the  inves- 
tigational oral  and  intravenous  dosage 
forms. 

For  infants  and  young  children  with 
RSV  infection,  ribavirin  is  administered 
using  a small  particle  aerosol  generator 
(SPAG),  Model  SPAG-2,  which  is  capa- 
ble of  delivering  a uniform  aerosol  of 
very  fine  particles  into  the  bronchioles 
of  the  lower  respiratory  tract.  Other 
aerosol  generating  devices  should  not 
be  used  nor  should  ribavirin  be  adminis- 
tered together  with  other  aerosolized 
medications.  It  is  recommended  that 
the  drug  not  be  used  in  infants  requir- 
ing assisted  ventilation,  because  the 
drug  may  precipitate  on  the  valves  and 
tubing  of  the  respirator  and  interfere 
with  safe  and  effective  ventilation. 

The  aerosol  is  delivered  to  an  infant 
oxygen  hood  from  the  SPAG-2  aerosol 
generator.  Administration  by  face  mask 
or  oxygen  tent  may  be  necessary  if  a 
hood  cannot  be  employed.  Treatment  is 
carried  out  for  12  to  18  hours  per  day 
for  at  least  three  days  and  no  more  than 
seven  days.  Treatment  should  be  ac- 
companied by  standard  respiratory  and 
fluid  management. 

Ribavirin  is  supplied  in  100  ml  vials 
containing  6 grams  of  the  drug.  The 
drug  is  reconstituted  and  diluted  to  a 
final  volume  of  300  ml  with  sterile  wa- 
ter for  injection  or  sterile  water  for  inha- 
lation (no  preservatives  added)  to 
achieve  a final  concentration  of  20  mg/ 
ml.  Solutions  which  have  been  placed  in 
the  SPAG-2  unit  should  be  discarded  at 
least  every  24  hours. 

Antifungal  agent 

Butoconazole  nitrate  (Femstat- 
Syntex)  is  the  newest  imidazole  anti- 
fungal agent  and  is  indicated  for  the 
treatment  of  vulvovaginal  mycotic  in- 
fections caused  by  Candida  species. 
Available  in  a cream  dosage  form  that  is 
administered  intravaginally,  butocona- 
zole is  as  effective  as  the  other  imida- 
zole derivatives,  clotrimazole  (Gyne- 
Lotrimin  and  Mycelex-G)  and 
miconazole  (Monistat),  as  well  as  nys- 
tatin (Mycostatin,  Nilstat). 

Like  the  other  locally  administered 
antifungal  agents,  butoconazole  is  well 
tolerated.  Some  patients  have  experi- 
enced vulvar/vaginal  burning  (2.3%) 
and/or  vulvar  itching  (0.9%),  but  only 
1.6%  of  the  patients  in  the  clinical  stud- 
ies discontinued  treatment  because  of 
adverse  effects. 


Part  two  of  this  review  of  new  drugs,  introduced  recently  and 
currently  or  soon  to  be  available,  will  appear  in  the  June  issue. 
Antihypertensives  and  antiarrhythmic  agents,  analgesics  and 
anti-inflammatory  agents,  and  other  drugs  will  be  covered. 
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Table  5 

Drugs  Most  Commonly  Used  for  Vaginal  Candidiasis 


Dosage  form 
for  vaginal 

Duration 

Generic  name 

Butoconazole 

Trade  name 

administration 

Potency 

of  therapy* 

nitrate 

Femstat 

Cream 

2% 

3 days 

Clotrimazole 

Gyne-Lotrimin 

Cream 

1% 

7-14  days 

Mycelex-G 

Tablets 

100  mg 

3 days 

(2  tablets/day) 
or  7 days 
(1  tablet/day) 

Tablets 

500  mg 

one  dose 

Miconazole 

nitrate 

Monistat-7 

Cream 

2% 

7 days 

Suppository 

100  mg 

7 days 

Monistat-3 

Suppository 

200  mg 

3 days 

Nystatin 

Mycostatin 

Tablets 

100,000 

14  days 

Nilstat 

units 

• The  recommended  duration  of  therapy  when  used  during  pregnancy  is  longer  for  some  formulations. 


The  imidazoles  and  nystatin  appear 
unlikely  to  cause  problems  when  admin- 
istered during  pregnancy;  however,  it  is 
recommended  that  butoconazole  be  ad- 
ministered in  the  second  and  third  tri- 
mesters only  and  this  precaution  would 
also  apply  to  the  use  of  clotrimazole  and 
miconazole.  The  experience  with  nys- 
tatin is  more  extensive  and  some  recom- 
mend the  use  of  this  agent  in  preference 
to  an  imidazole  when  a fungal  infection 
occurs  during  the  first  trimester. 

The  agents  most  commonly  used  in 
the  treatment  of  vaginal  fungal  infec- 
tions are  available  in  several  dosage 
forms  that  are  administered  for  periods 
ranging  from  one  to  14  days  (Table  5). 
The  recommended  dosage  of  butocona- 
zole is  one  applicator’s  measure  of 
cream  (approximately  5 grams)  intrava- 
ginally  at  bedtime  for  three  days.  If  nec- 
essary, treatment  can  be  extended  for 
an  additional  three  days,  and  a six-day 
course  of  therapy  is  recommended  in 
pregnant  patients  (i.e.,  in  the  second 
and  third  trimesters). 

Patients  should  be  advised  to  use  the 
number  of  doses  prescribed  even  if 
symptoms  disappear  or  menstruation 
begins.  If  the  patient  is  engaging  in  sex- 
ual intercourse,  the  partner  should  wear 
a condom. 

The  cream  formulation  which  is  mar- 
keted contains  butoconazole  in  a 2 per- 
cent concentration. 

(Pediculicide 

Permethrin  (Nix-Burroughs  Well- 
come) is  a mixture  of  the  cis  and  trans 
isomers  of  a synthetic  pyrethroid  that 
exhibits  pediculicidal  and  ovicidal  activ- 
ity against  the  head  louse.  Pyrethroids 
!are  synthetic  analogs  of  the  pyrethrins 
which  are  extracted  from  the  chrysan- 
themum flower.  Formulations  of 
[pyrethrins  (e.g.,  A-200  Pyrinate,  Rid) 
have  been  used  for  a number  of  years  in 
the  treatment  of  lice  infestations  and 
[also  as  insecticides.  Although  pyreth- 
jroids  have  been  used  for  some  time  for 
[agricultural  purposes,  permethrin  is  the 
{first  pyrethroid  to  be  formulated  for  hu- 
man use. 

Permethrin  is  indicated  for  the  single- 
application  treatment  of  infestation 
with  Pediculus  humanus  var.  capitis 
[the  head  louse)  and  its  nits  (eggs).  The 
aew  agent  is  highly  effective  and  97  to 
99  percent  of  patients  in  the  clinical 
studies  were  lice-free  14  days  after  a sin- 
gle application.  This  high  cure  rate  has 
(been  attributed  to  the  ability  of  per- 
methrin to  kill  both  lice  and  eggs,  as 
!well  as  to  its  residual  persistence  on  the 


hair  which  may  help  prevent  reinfesta- 
tion. Efficacy  and  safety  have  been 
demonstrated  in  adults  and  in  children 
two  years  of  age  and  older;  however, 
there  has  been  little  experience  with  its 
use  in  children  less  than  two  years  of 
age. 

In  comparative  studies,  the  new 
agent  has  been  more  effective  than  for- 
mulations of  lindane  (Kwell  shampoo) 
and  pyrethrins  (Rid  liquid).  Although 
data  are  insufficient  to  compare  the  effi- 
cacy of  all  of  the  pyrethrins-containing 
formulations  to  that  of  permethrin,  it 
can  be  concluded  that  the  new  agent  is 
at  least  as  effective  and  probably  more 
effective  than  previously  marketed 
agents.  At  this  time  permethrin  is  indi- 
cated only  for  the  treatment  of  head  lice 
infestations  and  not  for  body  lice  and 
pubic  (crab)  lice  infestations.  Unlike  lin- 
dane, permethrin  is  not  indicated  in  the 
treatment  of  scabies. 

Permethrin  should  not  be  used  by  in- 
dividuals with  a history  of  allergy  to 
any  pyrethrin  or  pyrethroid,  or  to  chry- 
santhemums. Adverse  reactions  are 
usually  transient  and  include  itching 
(5.9%),  mild  burning  or  stinging,  tin- 
gling, numbness,  or  scalp  discomfort 
(3.4%),  and  mild  erythema,  edema  or 
rash  of  the  scalp  (2.1%).  Patients  should 
be  advised  that  permethrin  may  tempo- 
rarily aggravate  the  pruritus,  ery- 
thema, and  edema  that  often  accom- 
pany head  lice  infestations  and  they 
should  contact  their  physician  if  irrita- 
tion persists.  Minimal  absorption  of 


permethrin  occurs  after  application, 
and  systemic  effects  are  unlikely. 

Before  permethrin  is  applied,  the  hair 
should  be  washed  with  shampoo,  rinsed 
with  water,  and  towel  dried.  The  per- 
methrin cream  rinse  formulation  is  then 
applied  in  a sufficient  volume  (25  to  50 
ml)  to  saturate  the  hair  and  scalp.  The 
medication  should  remain  on  the  hair 
for  10  minutes  before  being  rinsed  off 
with  water.  Even  with  this  rinsing  and 
subsequent  normal  shampooing,  some 
of  the  medication  is  retained  on  the  hair 
shafts  and  provides  a therapeutic  effect 
for  up  to  two  weeks.  Less  than  1 per- 
cent of  patients  have  required  retreat- 
ment; however,  if  live  lice  are  observed 
after  at  least  seven  days  following  the 
initial  application,  a second  application 
can  be  given. 

Because  of  the  persistent  activity  of 
permethrin,  the  removal  of  the  nits 
(eggs)  is  not  necessary  for  therapeutic 
efficacy.  However,  this  may  be  desirable 
for  cosmetic  reasons  and  for  complying 
with  many  school  systems’  “nit-free” 
policies,  and  a specially  designed  comb 
is  supplied  with  the  medication  to  facili- 
tate the  removal  of  the  nits. 

Permethrin,  in  a 1 percent  concentra- 
tion, is  available  in  a cream  rinse  formu- 
lation in  plastic  squeeze  bottles  contain- 
ing 2 fluid  ounces.  It  is  available  only 
by  prescription  whereas  formulations  of 
pyrethrins  are  available  without  a pre- 
scription. 

This  article  will  be  continued  next 
month. 


Pennsylvania  Medicine,  May  1987  75 


medical  feature 


Alternative  therapies  for  bladder 


Matthew  Marshall  Jr.,  MD 
Stuart  E.  Price  Jr.,  MD 
David  H.  Bamhouse,  MD 
James  R.  Powell,  MD 

Cystectomy  has  been  considered  the 
cornerstone  of  treatment  for  high 
grade  superficial  or  invasive  carcinoma, 
because  of  the  lethal  nature  of  the  dis- 
ease. This  has  interfered  with  prospec- 
tive randomized  studies  and  has  tended 
to  relegate  alternative  therapies  to  pa- 
tients considered  too  poor  a risk  for  cys- 
tectomy, or  those  who  refused  cystec- 
tomy. 

The  observed  survival  of  some  of  our 
patients  treated  less  aggressively  led  us 
to  review  the  medical  records  of  149 
consecutive  patients  treated  for  carci- 
noma of  the  bladder  at  the  Western 
Pennsylvania  Hospital,  Pittsburgh, 
during  the  five  year  period  from  1978  to 
1982.  Overall  results  of  treatment  were 


similar  to  other  reports.  The  survival  of 
58  patients  whose  tumors  were  high 
grade  (III  or  greater)  or  were  invasive 
(B)  was  not  greater  following  cystec- 
tomy than  after  partial  cystectomy  or 
transurethral  resection.  It  was  con- 
cluded that  our  studies  do  not  show 
that  overall  survival  of  patients  with 
localized  high  grade  superficial  or  inva- 
sive carcinoma  of  the  bladder  is  en- 
hanced by  cystectomy  when  less  ag- 
gressive treatments  have  a reasonable 
chance  of  eradicating  the  tumor. 

Introduction 

In  1975,  we  considered  pre-operative 
radiation  therapy  and  cystectomy  to  be 
the  treatment  of  choice  for  high  grade 


initial 
stage  and 
grade 

Table  1 

Comparison  of  Survival  by  Stage  and  Grade 

number  survived  died  of  died  of 

of  without  ca.  of  other 

patients  ca.  bladder  disease 

living  with 
ca.  of 
bladder 

O-A  1-2 

77* 

51  (66%) 

5 (7%) 

13  (17%) 

8 (10%) 

A 3 or  higher 

31 

23  (74%) 

5 (16%) 

2 (7%) 

1 (3%) 

B 2 or  higher 

27 

12  (44%) 

7 (26%) 

6 (23%) 

2 (7%) 

C 

23 

2 (8%) 

20  (86%) 

0 

1 (4%) 

* 9 progressed  to  enter  A3  or  B group 

Table  2 

Survival  of  Patients  Treated  by  Cystectomy 

initial 

number 

survived 

died  of 

died  of 

living  with 

stage  and 

of 

without 

ca.  of 

other 

ca.  of 

grade 

patients 

ca. 

bladder 

disease 

bladder 

O-A  1-2 

1 

1 (100%) 

A 3 or  higher 

7 

6 (85%) 

1 (15%) 

0 

0 

B 2 or  higher 

11 

6 (54%) 

3 (27%) 

2 

0 

c . 

4 

0 

4 (100%) 

Table  3 

Survival  Statistics  for  Patients  Treated  by  Cystectomy  or  Ileal  Loop 

When  Residual  Carcinoma  was  Present  and  Absent  at  Time  of  Surgery 

number 

survival 

died 

died 

of 

without 

with 

of  other 

patients 

carcinoma 

carcinoma 

disease 

without  residual  carcinoma 

6 

5 (84%) 

1 (16%) 

0 

cystectomy  with  residual  carcinoma 

12 

7 (58%) 

3 (25%) 

2 (1 7%) 

carcinoma 


and/or  invasive  carcinoma  of  the  blad-  u 
der.1  Although  randomized  pre-treat-  p| 
ment  studies  had  not  been  performed,  i 
the  trend  at  that  time  was  an  early  ag- 
gressive approach  toward  removal  of  J 
the  carcinoma  and  accessible  areas  of 
potential  spread.  j 

The  lethal  potential  of  high  grade  car-  J 
cinoma  led  to  a dogmatic  justification  « 
for  cystectomy  rather  than  to  justifica-  c 
tion  based  on  controlled  prospective  p 
studies.  Controls  were  those  patients  o 
who  were  too  poor  a risk  or  refused  cys-  » 
tectomy.  Other  controls  were  based  on  p 
other  observers’  reports.  However,  cys-  r 
tectomy  was  not  without  considerable  i 
immediate  or  long  term  morbidity  and  r 
potential  operative  or  delayed  mortal-  i 
ity.  i 

Advances  in  intravesical  and  sys-  l 
temic  chemotherapy  as  well  as  radia-  ! 
tion  therapy  continued.2  1,4  5,6  7 We  noted  j 
some  patients  not  considered  suitable  ■ 
for  cystectomy  or  who  refused  cystec- 
tomy did  well.  This  influenced  us  to  of-  i 
fer  our  patients  wider  treatment  choices  ; 
influenced  by  their  medical  condition  I 
and  their  attitudes  toward  the  advan-  l 
tage  of  a reduced  morbidity.  Whitmore  | 
and  Droller's  observations  encouraged  i 
this  approach.6 ' 

This  study  was  done  primarily  to  de- 
termine whether  our  results  with  less 
radical  treatment  of  high  grade  or  inva- 
sive carcinoma  have  been  comparable 
to  those  obtained  by  combined  ileal 
loop,  radiation,  and  cystectomy.  A Blue 
Shield  study  showing  that  we  were  high 
utilitizers  of  Thiotepa  (Lederle  Labora- 
tories) suggested  we  might  have  suffi- 
cient material  to  make  a report  worth- 
while. 

Less  invasive  and  higher  stage  tu- 
mors are  included  in  the  study  for  com- 
pleteness. While  this  is  not  a random- 
ized prospective  review,  it  does  offer  a 
comparison  of  diverse  treatment  modal- 
ities performed  by  the  same  urologists 


The  authors  are  from  the  division  of  urology 
of  the  department  of  surgery  at  Western 
Pennsylvania  Hospital,  Pittsburgh. 
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in  the  same  time  frame  with  the  same 
physicians  grading  and  staging  the  tu- 
mors. 

Materials  and  methods 

The  medical  records  of  patients  ad- 
mitted to  a single  urologic  service  from 
January  1,  1978,  to  December  31,  1982, 
with  a diagnosis  of  transitional  cell  car- 
cinoma of  the  bladder  were  reviewed.  If 
previous  admissions  for  bladder  carci- 
noma were  recorded,  those  records  also 
were  reviewed.  Therefore,  the  follow-up 
period  from  the  first  recorded  tumor 
ranged  from  one  to  20  years.  Patients 
with  metastic  disease  suitable  for  no 
more  than  palliative  care  and  eleven 
who  were  followed  for  less  than  one  year 
were  not  included.  Thus,  the  records  of 
treatment  of  149  patients  at  the  West- 
ern Pennsylvania  Hospital  over  a five 
year  period  form  the  basis  for  this 
study. 

The  group  was  made  up  of  108  males, 
ages  30  to  90  years  (average  74  years), 
and  41  females,  ages  34  to  97  (average 
68  years).  Seventy-seven  were  originally 
Grade  I or  II,  Stage  O or  A— 68  did  not 
progress;  nine  patients  had  a tumor  re- 
currence of  higher  grade  or  stage.  These 
nine  were  included  in  the  group  of  58  pa- 
tients, 27  with  invasive  carcinoma  but 
localized  to  the  muscle  (Stage  B),  and  31 
with  superficial  (Stage  A)  but  high 
grade  carcinoma  (Grade  III  or  higher). 
A total  of  23  patients  had  Stage  C or  D 
disease. 

Survival  without  carcinoma  in  this  se- 
ries means  the  last  biopsy  and  last  ob- 
servation did  not  show  carcinoma. 
Analysis  of  the  data  was  based  on  the 
tumor  stage,  determined  by  the  same 
urologists,  and  the  grade,  which  was  de- 
termined by  a single  group  of  patholo- 
gists serving  the  Western  Pennsylvania 
Hospital. 

Treatment  for  Stage  B and  Grade  III 
or  higher  stage  A carcinoma 

Eighteen  patients  underwent  cystec- 
tomy. A partial  cystectomy  was  per- 
formed on  seven  patients.  Thirty-one 
patients  underwent  transurethral  resec- 


tion. Two  patients  received  radiation 
alone.  Periodic  Thiotepa  instillation 
was  initially  reserved  for  recurrent  tu- 
mors but  later  was  used  to  supplement 
resection.  The  usual  dosage  was  30  mg 
retained  for  two  hours.  The  frequency 
and  duration  of  administration  varied, 
but  was  usually  once  a month  for  at 
least  six  months  and  frequently  more 
than  a year.  A few  patients  received 
Adriamycin  (Adria  Laboratories)  or  mi- 
tomycin. Follow-up  cystoscopies  and 
biopsies  of  patients  whose  bladders 
were  not  removed  were  carried  out  for 
at  least  one  year  in  all  patients. 

Results 

Table  1 compares  overall  survival  by 
stage  and  grade.  It  shows  comparable 
results  to  other  series.  Table  2 compares 
survival  stage  and  grade  of  the  disease 
in  patients  treated  by  cystectomy.  Sur- 
vival following  cystectomy  is  not  signif- 
icantly different  than  overall  results,  as 
noted  in  Table  1.  Table  3 outlines  the 
survival  statistics  when  residual  carci- 
noma was  present  or  absent  after  ra- 
diation at  the  time  of  cystectomy.  One 
of  six  patients  died  of  carcinoma  of  the 
bladder  when  no  carcinoma  was 


present,  while  three  of  twelve  died  when 
it  was  present.  This  seems  to  confirm 
the  fact  that  the  better  the  tumor  is 
eliminated  locally,  the  better  the  prog- 
nosis. Table  4 compares  the  results  of 
transurethral  resection  with  and  with- 
out continuing  intravesical  Thiotepa  in- 
stillations. 

In  the  group  of  19  patients  with 
Stage  A,  Grade  III  or  higher  treated  by 
transurethral  resection,  four  received 
supplemental  radiation  and  fourteen  re- 
ceived Thiotepa  instillations.  There  was 
one  death  from  carcinoma  and  one  pa- 
tient living  with  carcinoma.  These  gen- 
erally good  results  were  not  signifi- 
cantly different  than  the  one  death  from 
carcinoma  among  seven  similar  pa- 
tients treated  by  cystectomy.  In  the 
group  of  twelve  Stage  B,  Grade  II  or 
higher  carcinoma  treated  by  trans- 
urethral resection,  four  received  supple- 
mental radiation  and  nine  received 
Thiotepa  instillations.  Five  of  these  pa- 
tients survived;  all  of  these  received 
Thiotepa  instillations.  These  results  are 
similar  to  the  six  of  eleven  similar  pa- 
tients treated  by  cystectomy.  While 
seven  patients  received  radiation,  in 
three  it  was  only  palliative.  Table  5 


Table  4 

Comparison  of  Patients  Treated  with  Transurethral  Resection  of  Invasive  Carcinoma 
With  and  Without  Thiotepa  Treatment  died  of 

no.  of  supplemental  survival  died  of  living  with  other 
grade  and  stage  patients  radiation  without  ca.  carcinoma  carcinoma  disease 


without  Thiotepa 

A III  or  higher 

5 

2 

5 (100%) 

0 

0 

0 

B II  or  higher 

3 

1 

0 

2 (67%) 

1 (33%) 

0 

with  Thiotepa 

A III  or  higher 

14 

2 

10  (72%) 

1 (7%) 

1 (7%) 

2 (14%) 

B II  or  higher 

9 

3 

5 (55%) 

1 (11%) 

1 (11%) 

2 (22%) 

Total: 

31 

8 (26%) 

20  (65%) 

4 (13%) 

3 (10%) 

4 (12%) 

Table  5 

Survival  Statistics  for  Patients  With  Segmental  Resection  of  Invasive  Carcinoma 
Stage  B or  Stage  A,  Grade  III  or  Higher 


number  of 
patients 

survival 

died  of 
carcinoma 

living  with 
carcinoma 

died  of  other 
disease 

7 

4 

2 

0 

1 
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Continuing  Education  Programs 

Problems  in  Maternal  Fetal  Medicine 

Wednesday,  May  13,  1987 

First  Annual  Summer  Update  in  Clinical  Medicine 

Wednesday-Friday 

June  17-19,  1987 

Hilton  Head,  South  Carolina 

Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 
September  11  and  12,  1987 

Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 
November  13  and  14,  1987 

Second  Annual  Christmas  Symposium  in  Pediatric 
Immunological  and  Respiratory  Illnesses  and 
Therapies  (S.P.I.R.l.T) 

Monday-Wednesday,  December  28-30,  1987 
Disney  World,  Florida 

As  an  organization  accredited  for  continuing  medical  education, 
Geisinger  Medical  Center  certifies  that  these  activities  meet  the  criteria 
for  credit  hours  in  Category  1 of  the  Physician's  Recognition  Award  of 
the  American  Medical  Association.  Please  refer  to  each  individual  pro- 
gram flyer  for  registration  fees,  starting  times,  and  number  of  credit 
hours.  For  further  information  or  for  copies  of  individual  programs,  call 
Sharon  Hanley,  Program  Registrar,  collect,  at  717-271-6692.  There  is  a 
24-hour  answering  service  available.  You  may  also  write  to  her  at  120 
Pleasant  Street,  Danville,  PA  17822. 


MONDAY  TO  FRIDAY 
OCTOBER  5-9, 1987 

FIVE  DAY 
EMERGENCY  » 

t Hf  jf  Bellevue  Hospital  Center 

I t Emergency  Services 

BOARD  REVIEW 
COURSE 


An  intensive,  five-day  course  providing: 

• a concentrated  review  and  update  of  Emergency  Medicine  topics 

• analysis  of  relevant  articles  from  the  past  six  years  of  Emergency 
Medicine  literature 

• interaction  regarding  clinical  controversies  in  management 
techniques 

• sessions  in  written  test-taking,  and  oral  problem  solving  in  ED 
medicine 

• group  sessions  to  assist  participants  with  Oral  Board  preparation 

• review  of  sample  multiple  choice  questions  with  emphasis  on 
test  taking  techniques 

• special  opportunity  for  1 on  1 sessions  with  Board  certified  fac- 
ulty to  be  provided  on  an  ongoing  basis  throughout  the  course 

TUITION  $600 

Accreditation:  36  5 AMA  Category  I credit  hours 

For  further  information:  NYU  Post-Graduate  Medical  School, 

550  First  Avenue,  New  York,  N.Y.  10016  (212)  340-5295 
(24-hour  service)  PM5/87 
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summarizes  the  results  of  segmental  re- 
section in  seven  patients.  These  results 
were  similar  to  results  by  other  meth- 
ods of  treatment. 

Lower  grade  carcinomas 
As  expected,  patients  with  low  grade 
tumors  generally  did  well  (Table  1).  Of 
the  77  patients,  43  received  no  addi- 
tional treatment  other  than  resection, 
and  34  received  intravesical  Thiotepa 
instillation.  Only  one  Stage  O carci- 
noma progressed.  After  a ten  year  inter- 
val, the  patient  developed  a fulminating 
IV  B carcinoma  and  died.  Eight  2A  tu- 
mors progressed  and  two  patients  died. 
One  progressed  to  IV  D in  a year  and 
the  patient  died.  One  patient  developed 
a carcinoma  of  the  ureter  sixteen  years 
later  and  died.  Two  2A  patients  died 
without  evident  progression  in  the  blad- 
der, eight  and  twenty  years  after  onset. 

Higher  stage  carcinoma 
Only  two  of  23  patients  with  Stage  C 
carcinoma  or  greater  are  alive  without 
carcinoma  (Table  1).  One  is  asymptoma- 


tic four  years  after  radiation  therapy 
and  one  is  asymptomatic  three  years 
after  resection,  radiation,  and  intrave- 
nous Cysplatinum  and  Adriamycin 
therapy. 

Comments 

The  survival  of  patients  with  carci- 
noma of  the  bladder  treated  by  this  uro- 
logic  service  appeared  to  be  comparable 
to  other  major  series.7 

Our  study  confirms  the  observations 
of  Whitmore,  that  effectiveness  of  local 
control  of  invasive  carcinoma  is  ex- 
tremely significant  in  determining  the 
ultimate  outcome.6  He  also  pointed  out 
that  there  is  not  clear  evidence  that  sur- 
vival by  grade  and  stage  has  improved 
during  the  past  thirty  years. 

We  agree  less  radical  treatment  is  ap- 
propriate when  there  is  a reasonable 
possibility  that  the  tumor  may  be  elimi- 
nated without  cystectomy.7  Better 
results  seem  dependent  upon  the  good 
fortune  to  discover  and  eliminate  inva- 
sive carcinomas  while  they  are  localized 
and  in  the  absence  of  highly  anaplastic 
characteristics.  The  morbidity  and  the 
satisfaction  of  having  one’s  bladder  are 
difficult  to  quantify,  but  can  hardly  be 


disregarded  because  they  are  hard  to 
measure.  Therefore,  cancer  control  with 
as  little  as  possible  morbidity  and  dis- 
ruption of  normal  physiologic  function 
is  a sensible  goal.  We  conclude  that 
overall  survival  of  patients  with  local- 
ized high  grade  superficial  or  invasive 
carcinoma  of  the  bladder  is  not  neces- 
sarily enhanced  by  cystectomy  when 
less  aggressive  treatment  may  reason- 
ably be  expected  to  eradicate  the  tu- 
mor. □ I 
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A peripheral 
jvasodilator 

for  treatment  of 

leg  cramps 
icold  feet 
itinnitus 
discomfort  on 
standing 


3 strengths 


Gradual  Release 

LIPO-NICIN®/30O  mg. 

Each  time-release  capsule  con- 
lains: 

'licotcmc  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6)  . ...10  mg. 
n a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
Available:  Bottles  of  100, 500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6)  . .10  mg. 

DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-.1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100.  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  (o  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


JEFFERSON  MEDICAL  COLLEGE 
THOMAS  JEFFERSON  UNIVERSITY 
IN  HISTORIC  PHILADELPHIA 


THE  DEPARTMENT  OF 
OTOLARYNGOLOGY 
AND  THE  OFFICE  OF 
CONTINUING  MEDICAL  EDUCATION 

present 

THE  USE  OF  THE  COz  LASER  FOR 
HEAD  AND  NECK  SURGERY 

at  Jefferson  Medical  College 
Philadelphia,  PA. 

A two  day  workshop  given  on  the  following  dates: 


May  29-30,  1987 
and 

October  9-10,  1987 

ANESTHESIOLOGISTS: 

• limited  to  28  participants 

• 8 credit  hours  in  Category  1 

• participation  in  Day  1 of  each  two  day  workshop 

• fee:  $300.00 

OTOLARYNGOLOGISTS: 

• limited  to  12  participants 

• 16  credit  hours  in  Category  I 

• participation  in  Day  I and  Day  II,  including  four  (4)  hours 
of  laboratory  exercises. 

• fee:  $850.00 

Registration  fee  includes  course  syllabus,  continental 
breakfasts,  coffee  breaks,  luncheons  and  an  evening 
banquet. 

For  information  regarding  registration  call: 

Office  of  Continuing  Medical  Education 
(215)  928-6992 

For  information  regarding  course  content  call: 

LOUIS  D.  LOWRY,  M.D.,  PROGRAM  DIRECTOR 
STEVEN  R.  CHESNICK,  M.D.,  CO-DIRECTOR 
AT  (215)  928-6784 


Tear  out  and  mail  to: 

THE  USE  OF  THE  C02  LASER  FOR  HEAD 
AND  NECK  SURGERY 
Jefferson  Medical  College 
Office  of  Continuing  Medical  Education 
1025  Walnut  Street  • Philadelphia,  PA.  19107 


Name  _ 
Address 


Write  for  literature  and  samples 

BROlVJJfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  IPDIlj 


City 


State 


Zip  Code 


classified  advertising 


PHYSICIANS  WANTED 
Pennsylvania  — Emergency  physician  sys- 
tem. Needs  several  fulltime  emergency  physi- 
cians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee-for- 
service”  basis.  Contact:  (412)  228-3400  for 
interview  appointment. 

Neurosurgeon  — Excellent  opportunity  for 
Board  certified  or  Board  eligible  neurosur- 
geon to  establish  a private  practice  affiliated 
with  a medium-sized,  progressive,  acute-care 
hospital  located  in  northeastern  Pennsylva- 
nia. Significant  growth  opportunities  avail- 
able. Generally  located  between  two  major 
cities  and  in  close  proximity  to  a variety  of  ski 
resorts.  Send  curriculum  vitae  and  references 
to  Box  138,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

General  surgeon,  Board  eligible  or  certified 
to  join  surgeon  in  private  practice.  Experi- 
ence in  traumatology  and  peripheral  vascular 
surgery  desirable.  Southcentral  Pennsylva- 
nia. Reply  to  Box  174,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne,  PA  17043. 

Physician  — emergency  career  opportunity 
in  the  northeast  Pocono  area.  Must  be  experi- 
enced, at  least  Board  eligible,  and  ACLS / 
ATLS  certified.  Salary  range  $80K  + mal- 


practice and  benefits.  Call  (717)  825-5333  or 
send  resume  to:  AES,  Box  2510,  Wilkes- 
Barre,  PA  18701. 

ER  physicians  — Full-time/part-time  posi- 
tions available  NJ,  PA,  NY.  Emergency  medi- 
cine experience  preferred.  Guaranteed  com- 
pensation and  paid  malpractice.  For  more 
information  call  (215)  521-5100  (within  PA), 
1 -800-TRAUMA  6 (outside  PA),  or  send  CV  to 
Trauma  Service  Group  PC,  Scott  Plaza, 
Buildinq  Two,  Suite  114,  Philadelphia,  PA 
19113. 

Primary  care  physicians  — Multi-state  prac- 
tice association  seeks  BE/BC  primary  care 
physicians  for  unique  opportunities  in  PA,  NJ, 
New  England,  MD,  FL,  and  other  areas  of  the 
U.S.  Most  positions  offer  Monday-Friday  8 
a.m.  to  5 p.m.  schedules  with  up  to  five  weeks 
paid  time  off.  Paid  malpractice.  Contact  or 
send  CV  to  Liberty  Healthcare  Corporation, 
399  Market  Street,  Suite  400,  Philadelphia, 
PA  19106;  (215)  592-7400  or  outside  PA 
1-800-331-7122. 

Internists  — Board  eligible  or  Board  certified 
to  join  the  staff  of  a 180-bed  hospital  in  Penn- 
sylvania. Interest  in  cardiology  is  preferred. 
Educational  opportunities  available  as  well  as 
abundant  outdoor  recreation.  Send  CV  to  Box 


189,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Dermatologist  — Practice  opportunity  avail- 
able for  a Board  certified  or  Board  eligible 
physician  in  eastern  Pennsylvania.  Send  CV 
to  Box  194,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Otolaryngologist  — Pennsylvania  health 
care  center  seeking  the  services  of  a full  time 
ENT  specialist  to  establish  practice  in  our  ser-  s 
vice  area.  Multiple  recreational  and  educa-  | 
tional  opportunities  available.  Send  CV  to 
Box  193,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Psychiatrist  — A country  practice  awaits 
you.  Join  the  staff  of  a progressive  commu- 
nity hospital  and  long  term  care  facility.  Board 
certified  or  Board  eligible.  Our  Pennsylvania 
location  offers  some  of  the  finest  outdoor  rec- 
reation available.  Send  CV  to  Box  192,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Family  Practitioner  — Established  family 
practice  in  northeastern  Pennsylvania  seeks 
the  services  of  a Board  certified  or  Board  eli- 
gible family  practitioner.  Thirty  minutes  away 
from  the  Pocono  resort  area.  Send  CV  to  Box 


Medical  Practice  Sales 
and  Appraisals 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  Listed  are  a few  available 
practices: 

ALLERGY — Philadelphia  (2)  and  Kansas 
DERMATOLOGY — Pennsylvania  and  Kansas 
FAMILY  PRACTICE— Ohio,  New  Jersey,  Virginia,  and 
Delaware 

INTERNAL  MEDICINE— Pennsylvania,  Maryland,  and 
Arizona 

OPHTHALMOLOGY— Illinois 
PEDIATRICS — Pennsylvania 
RADIOLOGY — Pennsylvania  (2) 

UROLOGY— Arkansas 

If  interested  in  buying  or  selling  a medical 
practice,  contact  our  brokerage  division  at  The 

Health  Care  Group,  400  GSB  Building,  Bala 
Cynwyd,  PA  19004  or  call  (215)  667-8630. 


s m 

ffpg 

Health  Care  Group 

Four  Unique  Opportunities 
for  an  Obstetrician/Gynecologist 


PARTNERS 


MANAGEMENT  CONSULTANTS  • EXECUTIVE  RECRUITING 
7 WYNNEW00D  ROAD  • WYNNEW00D,  PENNSYLVANIA  19096 
PHONE  215/642-6900 

HEALTH  CARE 

Our  firm  specializes  in  the  recruitment  of  physicians.  We  presently 
have  four  opportunities  available  for  an  OBSTETRICIAN/GYNECOLOGIST: 

1.  An  0B/GYN  practice  affiliated  with  an  85-bed  Catholic  hospital,  having 
excellent  cross-coverage,  with  an  existing  patient  following  is  looking  to 
expand.  This  opportunity  is  located  in  a small  town  environment  in  the 
Southern  part  of  the  State  of  Indiana.  Modern  fully-equipped  offices, 
guaranteed  salary,  paid  insurances  including  malpractice,  and  overhead 
expenses,  as  well  as  moving  expenses,  AT  NO  COST  TO  YOU 

2.  Partnership  opportunity  within  two  years.  A very  lucrative  two- 
physician  group  is  looking  to  add  a third  0B/GYN.  Salary  with  incentives 
and  fringe  benefits,  located  in  Central  Pennsylvania. 

3.  Located  in  the  Philadelphia  suburbs.  Two  physician  0B/GYN  group 
looking  to  add  a third  to  their  highly  successful  partnership.  Salary,  in- 
centives and  many  benefits. 

4.  Multi-hospital  located  in  Philadelphia,  PA  is  looking  for  an  0B/GYN  for 
a clinical  opportunity  as  well  as  starting  own  practice  with  financial  sup- 
port from  the  hospital.  Guaranteed  salary,  malpractice  insurance  and 
free  rent. 
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Health  Care 
Personnel  Consulting... 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

"Dr.  New  & You." 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 


Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 


One  Belmont  Avenue 
Bala  Cynwyd,  PA  19004 
(215)  667-8630 

A Division  of 


Health  Care  Group 


Family  Practitioner 
General  Practitioner 
Pediatrician 
OB/GYN 


Needed  now  to  work  with  an  unique, 
internationally  respected  rural  health  system 
network  in  Kentucky  which  includes  a hospital, 
satellite  clinics,  a home  health  agency  and  a 
school  of  advanced  nursing.  This  is  an  Equal 
Opportunity  Employer.  A regional  medical 
center  is  within  20  miles.  The  practice 
environment  is  stimulating  - physicians  and 
Advanced  Registered  Nurse  Practitioners  work 
in  joint  practice  teams;  interaction  with  students 
is  encouraged;  the  rural  population  presents  a 
great  range  and  intensity  ot  medical  problems. 
The  setting  is  in  heavily-wooded  mountains  with 
a moderate  4-season  climate.  Seven  state  parks 
are  within  80  miles. 

Superior  compensation/benefits  package  includes 
a guaranteed  salary  with  incentives  and 
malpractice.  Call  Deborah  Pennington 
COLLECT  at  1-502-897-2556. 


FOCUS: 

ealthcane 


Emergency  physicians: 
You're  dedicated, 
hardworking  & smart. 
Are  you  being 
rewarded  for  it? 

You're  talented.  Ambitious.  And  fully  committed 
to  being  the  best.  But  can  you  achieve  your  professional 
goals  in  your  present  setting?  Are  you  interested  in 
better  opportunities  to  practice  medicine  in  a challenging 
environment? 

TSG  will  help  you  realize  your  goals.  With  10  years 
of  experience  in  placing  first-rate  physicians  in  first  rate 
hospitals,  we  offer  full-time  emergency  and  trauma 
positions  to  both  board  certified  and  board  prepared 
physicians.  Think  of  it:  career-stability,  flexible  hours, 
highest  rate  paid  and  as  much  responsibility  as  you  want. 

We'll  provide  the  support  you  need  through  incentive 
programs,  professional  education  and  career  development. 
Of  course,  we  provide  full  liability  coverage. 

Call  us  7 days  a week,  9am-9pm  to  discuss  your 
future.  If  you're  too  busy  to  call,  send  us  your  resume 
and  we'll  call  you. 


TRAUMA  SERVICE  GROUP,  P.C. 

An  Emergency  and  Trauma  Care  Consortium 

Suite  114,  Scott  Plaza  Two,  Philadelphia,  PA  19113 
215-521-5100  800-TRAUMA-6 


PHYSICIANS 


Stuart  Pharmaceuticals,  one  of  America’s  top  fif- 
teen pharmaceutical  organizations,  is  the  com- 
pany behind  the  introduction  of  Nolvadex®, 
Hibiclens®,  Tenormin®,  and,  most  recently, 
Cefotan™ 

We’re  a world  leader  in  a wide  range  of  therapeutic 
drugs  and  one  of  the  fastest  growing  phar- 
maceutical organizations  in  the  United  States. 
We’ve  created  an  environment  which  will  en- 
courage your  best  ideas  and  foster  your  personal 
and  professional  growth.  Our  Clinical  Research 
and  Medical  Affairs  Department  currently  seeks 
Physicians  with  or  without  industry  experience 
who  have  specialized  in  the  following  areas: 


• ENDOCRINOLOGY 

• NEUROLOGY 


• CARDIOLOGY 

• PULMONARY 


CNS 


Our  Wilmington  location  affords  you  and  your 
family  the  best  of  rural,  suburban  or  urban  living  in 
three  states.  And  all  within  a short  drive  from  our 
modern  headquarters.  We  invite  you  to  forward 
your  CV  in  confidence  to:  J.C.  Gearhart, 
Employment-PM 


STUART  PHARMACEUTICALS 

A Division  of  ICI  Americas,  Inc. 
Wilmington,  DE  19897 

We  are  an  equal  opportunity  employer 
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DIRECTOR  OF 
MEDICINE 

Mercy  Catholic  Medical  Center  is  actively  seeking  a highly  quali- 
fied person  to  serve  as  full  time  Director  of  the  Department  of 
Medicine  for  its  Fitzgerald  Mercy  Hospital.  Mercy  Catholic  Medical 
Center  is  located  in  Metropolitan  Philadelphia  and  is  a teaching 
affiliate  of  Jefferson  Medical  College  of  Thomas  Jefferson  Univer- 
sity. The  Medical  Center  has  fully  accredited  residency  and  fellow- 
ship programs  in  Internal  Medicine. 

The  Director  reports  to  the  Chairman,  Dept,  of  Medicine  and  will 
have  duties  and  responsibilities  for  patient  care,  clinical  policy 
formulation,  program  development,  budget  preparation  and  grad- 
uate and  undergraduate  medical  education. 

The  successful  candidate  must  be  Board-certified  in  Internal  Med- 
icine and  possess  a Medical  License  in  the  Commonwealth  of 
Pennsylvania,  along  with  experience  in  teaching  and  administra- 
tion of  programs  in  undergraduate,  graduate  and  continuing  medi- 
cal education.  Experience  and  capabilities  to  engage  in  rigorous 
quality  assurance  programs  are  required. 

Position  offers  excellent  benefits  and  salary  commensurate  with 
experience.  Qualified  applicants  may  submit  curriculum  vitae  and 
salary  requirements,  in  confidence,  to: 

Joseph  F.  Malonoski 
Vice  President 
Human  Resources 

MERCY  CATHOLIC  MEDICAL  CENTER 

Fitzgerald  Mercy  Hospital 
Lansdowne  Avenue  & Baily  Road 
Darby,  PA  19023 

Equal  Opportunity  Employer 


191,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Urologist  — Pennsylvania  hospital  with  ser- 
vice area  of  40,000  needs  the  service  of  a full 
time  urologist.  Candidates  should  be  Board 
certified  or  Board  eligible.  Ideal  location  for 
family  with  good  schools  and  many  educa- 
tional and  recreational  opportunities.  Send 
CV  to  Box  190,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Family  practice  — Board  certified  family 
practitioner  seeking  associate  in  well  estab- 
lished practice  in  this  semi-rural  community  of 
15,000,  thirty  miles  north  of  Pittsburgh,  PA. 
Enjoy  country  living  with  proximity  to  a major 
city.  Position  available  July  1987.  No  obstet- 
rics. Call  (412)  758-8528  or  send  CV  to  An- 
thony B.  Colangelo,  MD,  510  Park  Avenue, 
Ellwood  City,  PA  16117. 

Northwest  Pennsylvania  — seeking  part- 
time  physicians  for  moderate  volume  emer- 
gency department.  Malpractice  insurance 
provided.  Contact  Emergency  Consultants, 
Inc.,  2240  S.  Airport  Road,  Room  27,  Tra- 
verse City,  Ml  49684;  1-800-253-1795,  or  in 
Michigan  1-800-632-3496. 

Medical  practice  opportunity  available  im- 
mediately for  qualified  family  practitioner  in 
hospital-owned  office  building  located  in 
small  central  Pennsylvania  town.  Existing 
family  physicians  retiring;  population  base  of 
25,000;  clsoe  to  hospital  and  universities. 
Send  CV  to  Michael  Daniloff,  President, 
Evangelical  Community  Hospital,  Lewisburg, 
PA  17837. 


BC/BE  obstetrician-gynecologist  — North- 
eastern Pennsylvania.  American  educated  to 
join  three-man  group.  Community  of  35,000 
with  service  area  of  100,000.  One  hour  from 
Pocono  Mountains,  Philadelphia,  and  New 
York  City  along  1-78  corridor.  Salary  leading  to 
partnership.  Reply  to  Box  204,  Pennsylvania 
Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Family  practitioner  wanted  to  join  large 
practice.  Salary  and  fringe  benefits  competi- 
tive. Board  certified  or  Board  eligible.  Reply 
to  Box  206,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Pediatrician  — Central  Pennsylvania  medi- 
cal center  seeking  Board  certified  or  Board  el- 
igible pediatrician.  Please  send  resume  to 
Box  210  Pennnsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Emergency  medicine  positions  — Full/part 
time  emergency  medicine  physicians  sought 
by  multi  state  professional  association  for 
openings  in  metropolitan  NY,  PA,  MD,  DC, 
FL,  New  England,  and  throughout  US.  Con- 
tact or  send  CV  to  Liberty  Healthcare  Corpo- 
ration, 399  Market  Street,  Suite  400,  Philadel- 
phia, PA  19106;  (215)  592-7400  or  outside  PA 
1-800-331-7122. 

Emergency  room  physician  — for  growing 
emergency  department  in  northeast  Pennsyl- 
vania. Full-time  position  for  Board  certified/ 
eligible  emergency  physician.  Competitive 
salary  and  benefits  package.  Contact  Robert 
Lynn,  (215)  258-7361,  or  send  curriculum  vi- 


tae to  MESA,  PO.  Box  2346,  Lehigh  Valley,  i 
Pennsylvania  18001.  | 

Medical  director  of  outpatient  services  — 
The  Meadows  Psychiatric  Center  and  the 
Pennsylvania  State  University  are  jointly  re- 
cruiting a Board  certified  or  eligible  psychia- 
trist. The  position  entails  the  development  of 
outpatient  services  for  the  Meadows  Psychi- 
atric Center,  a recently  developed  94-bed  pri- 
vate psychiatric  hospital,  and  consultation  to 
the  Psychological  Clinic  at  Penn  State  Uni-  , 
versity.  The  Psychological  Clinic  is  a center 
for  doctoral  and  postdoctoral  training  in  clini- 
cal psychology  that  serves  the  local  commu- 
nity as  an  outpatient  mental  health  clinic.  Du- 
ties will  include  patient  care,  supervision  of 
students  and  staff,  teaching,  some  adminis- 
tration, and  participation  in  research  projects. 
The  community  is  a delightful  mix  of  cosmo- 
politan activity  with  the  benefits  of  country 
life.  Salary  and  fringe  benefits  are  substan- 
tial. Send  curriculum  vitae  or  call  Magnus  La- 
kovics,  MD,  Medical  Director,  Meadows  Psy- 
chiatric Center,  Earlystown  Road,  Box  259, 
R.D.  1,  Centre  Hall,  Pennsylvania  16828 
(814)  364-2161. 

Primary  care  — BC/BE  to  join  group  of  four 
doctors  who  enjoy  working  Monday-Friday 
8:30-5:00.  Optional  on-call  coverage  if  de- 
sired. Benefits  include  4 weeks  vacation,  one 
week  CME,  10  holidays,  plus  malpractice 
coverage.  Facility  located  one  hour  from 
Pittsburgh  suburbs.  Call  (215)  592-7400,  or 
1-800-331-7122  outside  PA,  or  send  CV  to 
Liberty  Healthcare  Corporation,  399  Market 
Street,  Suite  400,  Philadelphia,  PA  19106. 

Part-time  and  temporary  positions  — 
Choose  from  part-time  and  temporary  prac- 
tice  opportunities  located  throughout  Penn- 
sylvania in  the  new  Locum  Tenens  Section  of 
the  Pennsylvania  Medical  Society’s  Physi- 
cian Placement  Service.  For  more  informa- 
tion, contact  Ruth  Wilson,  PMS  Physician 
Placement  Service,  20  Erford  Road,  Le- 
moyne, PA  17043;  (717)  763-7151. 

OB-GYN  — physicians  needed  for  expanding 
hospital-based  services  in  central  and  north- 
east Philadelphia.  Competitive  salary  plus  bo- 
nus; full  or  part-time.  Call  (215)  667-1280  or 
write:  Consolidated  Medical  Corporation,  3 
Bala  Plaza  West,  Suite  125,  Bala  Cynwyd,  PA 
19004. 

State  College,  PA  — 94  bed  private  psychiat- 
ric hospital  seeks  general  psychiatrist  and/or 
adolescent  and  child  psychiatrist  for  positions 
as  staff  psychiatrist  with  inpatient  and  outpa- 
tient responsibilities.  The  hospital  is  in  its 
third  year  of  operation  and  is  expanding  clini- 
cal services.  The  community  is  the  home  of  * 
Penn  State  University.  It  offers  a cosmopoli- 
tan atmosphere  in  an  area  free  of  traffic,  pol-  j 
lution,  and  crime;  yet  offering  numerous  cul- 
tural, athletic,  and  outdoor  activities.  The  i 
hospital  clinical  programs  are  eclectic  with  a 
strong  dynamic  orientation.  Salary  arrange- 
ments are  competitive.  Please  call  (814)  364-  i 
2161,  or  send  your  CV  to  Magnus  Lakovics, 
MD,  Medical  Director,  The  Meadows  Psychi-  , 
atric  Center,  R.D.  #1,  Box  259,  Earlystown 
Road,  Centre  Hall,  PA  16828. 

Internist  (general)  and  other  subspecialists. 
Must  be  highly  qualified  for  highly  desirable 
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AIRFORCE 

MEDjCINE 

AN  ATTRACTIVE  ALTERNATIVE 
TO  PRIVATE  PRACTICE 

Are  you  sick  of  the  paperwork  baffle?  Are  you  more  familiar  with 
the  latest  computer  technologies  instead  of  those  of  your  specialty?  Are 
supply  and  equipment  problems  getting  you  down? 

Join  the  Air  Force  medical  team.  Concentrate  on  your  medical 
practice.  Leave  the  paperwork  hassle  to  others.  We  use  the  group 
practice  system  of  health  care.  It  allows  maximum  patient/physician 
contact  with  a minimum  of  administrative  responsibilities. 

You'll  get  to  use  those  skills  you've  gained  through  the  years  of 
education;  to  stay  up  with  new  methods  and  techniques;  and,  if 
qualified,  to  specialize. 

Our  superior  employment  and  benefits  package  make  Air  Force 
medicine  an  attractive  alternative  to  private  practice.  Find  out  how  you 
can  be  a part  of  the  Air  Force  health  care  team.  Call 

In  Pittsburgh — Maj  Phyllis  E.  Allen  In  Philadelphia — TSgt  James  Simmons 

412-687-7314  collect  609-667-9208  collect 


In  Harrisburg— 1-800-USAF-REC 


private  medical  center  positions.  Send  CV  to 
Box  215,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Family  practice  physician  BE/BC  wanted  — 
Senior  member  of  well-managed,  two- 
physician  family  practice  corporation  retiring 
August  1.  Well  established  practice  in  south 
suburban  Dayton,  Ohio.  Better-than-compet- 
itive  salary,  benefits,  and  profit  sharing.  Part- 
nership opportunity.  Ten  physician  co-op  for 
night/weekend  call.  Satellite  hospital  1.5  and 
teaching  parent  hospital  7 miles  from  office. 
Full  specialty  back-up.  No  obstetrics.  On  site 
laboratory  and  X-ray.  Outstanding  cultural, 
educational,  and  recreational  opportunities 
including  those  in  nearby  Cincinnati  with  ma- 
jor league  sports.  Contact  Verne  H.  Dodson, 
MD,  1012  East  Central  Avenue,  Miamisburg, 
Ohio  45342.  Phone:  (513)  866-1012. 

Camp  physicians  — Camp  Chen-A-Wanda, 
fine  northeast  Pennsylvania  co-ed  sleepaway 
camp.  One  or  two  weeks  available  in  July  or 
August.  Excellent  living  accommodations  for 
physician  and  family.  Combine  vacation  with 
little  work.  Three  RNs  on  duty.  Call  (516)  643- 
5878  collect  (evenings). 

Emergency  room  physicians  — Community 
hospital  center  in  rural  east-central  Pennsyl- 
vania has  an  opportunity  for  a full-time  and  a 
part-time  emergency  room  physician.  Appli- 
cants should  be  Board  certified  or  eligible.  We 
prefer  physicians  who  have  completed  an 
emergency  room  residency  and  have  some 
ER  experience,  but  will  consider  family  prac- 
tice or  internal  medicine  specialists  with  ER 
interest.  Send  CV  to  Box  211,  Pennsylvania 
Medicine,  20  Erford  Road,  Lemoyne,  °A 
17043. 

Position  opening  for  assistant  medical  direc- 
tor — American  Red  Cross  Blood  Services, 
Johnstown  Region,  seeks  the  professional 
services  of  a PA  licensed  physician  with  spe- 
cialty in  hematology  or  clinical  pathology,  and 
sub-specialty  in  blood  banking.  This  position 
will  provide  medical  services  and  coverage 


Classified  Advertising 

Rates:  $30  per  insertion  for  the  first  30 
words  or  part  thereof;  80  cents  for  each 
additional  word;  $5  per  insertion  for  a box 
number.  Payment  should  be  in  advance. 
No  agency  commission  is  paid  on  classi- 
fied advertising. 

Box  Numbers:  Advertisers  using  box 
numbers  forbid  disclosure  of  their  iden- 
tity. - Written  inquiries  are  forwarded  to 
such  advertisers,  but  no  information  can 
be  revealed  by  the  publisher. 

Word  Count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  num- 
bers or  groups  of  numbers,  hyphenated 
words,  and  abbreviations. 

Advertising  which  contains  discrimi- 
natory language  is  not  acceptable  for 
publication. 
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for  this  large  regional,  progressive  medical  fa- 
cility which  is  expanding  into  areas  of  allied 
health  services;  bone,  tissue  and  semen 
banking.  Competitive  wage  and  benefit  pack- 
age. Interested  individuals  please  submit  cur- 
riculum vitae  to  David  K.  Krise,  Human  Re- 
source Director,  American  Red  Cross,  P.O. 
Box  1000,  Johnstown,  PA  15907-1000.  An 
Equal  Opportunity  Employer. 

Physician  — an  energetic,  Board  certified  or 
Board  eligible  internist  is  needed  to  work  in  a 
midtown  Philadelphia  multi-specialty  group. 
The  position  offers  salary,  incentives,  and  full 
benefits.  Send  curriculum  vitae  to:  D-12,  P.O. 
Box  506,  Philadelphia,  PA  19105.  Equal  Op- 
portunity Employer. 

Internist  — Board  certified  or  eligible  to  join 
two  general  internists.  Active  office  and  hos- 
pital practice,  primary  care  and  consultative. 
Subspecialty  interest  welcomed.  Community 
of  10,000  in  Cumberland  Valley.  Send  CV  to 
Box  216,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Free  vacation.  Camp  doctors  needed.  Work 
three  hours  daily.  Receive:  salary,  accommo- 
dations, meals,  family  included,  unlimited 
camp  use,  insurance  provided.  Locations: 
Poconos,  New  York,  New  Jersey,  Maine.  Min- 
imum commitment  one  week.  (215)  248-3159. 


POSITIONS  WANTED 

Seeking  position  in  gastroenterology/ 
internal  medicine.  Available  now.  Board  certi- 
fied in  internal  medicine.  Board  eligible  in 
gastroenterology.  British  and  U S.  trained.  Li- 
censed in  Pennsylvania.  Contact  S.  P.  Na- 
than, South  Baltimore  General  Hospital,  3001 
S.  Hanover  Street,  Baltimore,  MD  21230; 
(301)  355-5502. 

Board  certified  internist  seeking  July  1987 
position  in  single  specialty  or  multi  specialty 
group.  Respond  to  Box  214,  Pennsylvania 
Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

A Board  certified  physician  desires  to  buy 
general/family/internal  medicine  practice  in 
Allegheny/neighboring  counties.  Please  reply 
to  Box  213,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Emergency  physician,  65  years  old,  with 
nine  years  ER  practice,  seeks  position  in  Alle- 
gheny county  and  vicinity.  Write  to  Box  212, 
Pennsylvania  Medicine,  20  Erford  Road,  Le- 
moyne, PA  17043. 

Part-time  and  temporary  practice  opportuni- 
ties — List  your  part-time  or  temporary  prac- 
tice opportunity  in  the  new  Locum  Tenens 
section  of  the  Pennsylvania  Medical  Society’s 
Physician  Placement  Service.  For  more  infor- 
mation, contact  Ruth  Wilson,  PMS  Physician 
Placement  Service,  20  Erford  Road,  Le- 
moyne, PA  17043;  (717)  763-7151. 

IM/GP  available,  for  2 to  3 month  periods,  in 
a busy  office  practice  or  clinic  Will  consider 
permanent  arrangement  or  partnership. 
Twenty  years  experience  in  the  U.S.,  Ireland, 
and  England.  Licensed,  PA,  NY,  NJ,  CT.  Re- 
ply to  Box  1034,  Greens  Farms,  CT  06436. 


FOR  SALE 

8,000  foot  medical  facility  in  NE  Philadel- 
phia for  sale,  office  space  immediately  avail- 
able. Owner  (internist)  desires  to  stay  as  ten- 
ant, or  sell  practice  over  (300K);  equipment, 
furnishings  also.  Reply  to  Box  201,  Pennsyl- 
vania Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

50%  off  previously  owned  medical,  labora- 
tory, X-ray,  ultra-sound  equipment.  We  buy, 
sell,  broker,  repair.  Appraisals  by  Certified 
Surgical  Consultants.  Medical  Equipment  Re- 
sale and  Repair,  24026  Haggerty,  Farmington 
Hills,  Ml  48018.  1-800-247-5826  or  (313)  477- 
6880. 

Practice  available  — Board  certified  ophthal- 
mologist retiring  from  28-year-old  lucrative 
practice.  High  surgical  volume  potential. 
Western  Pennsylvania  community  service 
area  of  150,000.  Will  introduce.  Send  CV, 
photograph,  and  personal  references  with 
first  inquiry  to  Box  207,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

For  sale  — X-ray  equipment,  $5,000;  Excel- 
lent condition.  Picker  Galaxy  Table,  200  MA 
generator,  cassette  holder,  100  kilowatt,  floor 
to  ceiling  tube  stand,  reciprocating  grid  in  ta- 
ble, 15  years  old.  AFP  14  XL  processor, 
$3,000;  90  second  automatic  cold  water,  6 
month  - 1 year  old,  excellent  condition.  Both 
for  $7,000.  Contact  Diane  Geraci,  RN,  Mack 
Trucks,  Inc.,  Telephone  (215)  439-3085;  (215) 
439-3343. 

Selection  of  practices  for  sale  — Find  out 
more  about  medical  practices  for  sale 
throughout  Pennsylvania  or  list  your  practice 
in  the  Practices  for  Sale  Section  of  the  Penn- 
sylvania Medical  Society’s  Physician  Place- 
ment Service.  For  more  information,  contact 
Ruth  Wilson,  PMS  Physician  Placement  Ser- 
vice, 20  Erford  Road,  Lemoyne,  PA  17043; 
(717)  763-7151. 

FOR  RENT 

Doctor’s  office  available  in  West  Chester 
area.  New  office,  completely  furnished.  Ac- 
commodations for  special  needs  will  be  con- 
sidered. Off  street  parking  available.  Please 
call  office  manager  (215)  527-4878  weekdays 
9-5. 

MISCELLANEOUS 

Holter  monitor  — Quality  scanning  for  reel  or 
cassette-type  recorders  by  qualified  techni- 
cians and  certified  cardiologists’  interpreta- 
tion, scan  price  $35.  Recorders  loaned, 
leased,  or  purchase  new  dual-channel  holter 
recorder,  $750,  with  two  year  warranty.  For 
more  information,  call  collect,  Advanced 
Medical  and  Research  Center,  Inc.,  (313) 
373-1199. 

Discount  holter  scanning  services  starting 
at  $35  — Spacelabs  holter  recorders  avail- 
able from  $1,275.  Smallest  and  lightest  hol- 
ters  update.  Fast  service  (24-48  hours)  turn- 
over. Hook-up  kits  starting  at  $4.95.  Special 
introductory  offer  of  three  free  tests  at  the 
purchase  or  lease  of  the  holter.  Stress  test 
electrodes  available  at  34C.  Scanning  paper 
available  at  $18.95.  Cardiologist  over-read 
available  at  $15.  If  interested  call  (301)  870- 
3626. 
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PMS  BOARD  OF  TRUSTEES 
ENDORSES  REFORM  PLAN 

The  Society’s  1987  Professional  Liability  Initiative,  a three-pronged  legislative 
approach,  was  endorsed  by  the  Board  of  Trustees  May  13.  The  Task  Force  on  Pro- 
fessional Liability  Initiative,  chaired  by  John  W.  Lawrence,  MD,  proposed  the 
strategy  as  follows:  (1)  Active  participation  on  the  Civil  Justice  Coalition  and  sup- 
port of  its  legislation;  (2)  Introduction  of  legislation  aimed  specifically  at  solving 
the  medical  professional  Lability  problem;  and  (3)  Support  for  SB  82,  Senator 
Clarence  Bell’s  bill  amending  the  Pennsylvania  Constitution  to  permit  initiative 
petition  and  referendum  issues  on  the  ballot  for  a vote  by  the  citizens. 

PMS  BOARD  CHAIRMAN  DANYO 
NAMES  BUILDING  COMMITTEE 

John  Helwig  Jr.,  Philadelphia,  has  been  appointed  chairman  of  a Building  Com- 
mittee established  by  the  Board  of  Trustees  to  determine  the  financial  implica- 
tions and  the  size  of  a new  headquarters  building.  A 12-acre  parcel  of  land  across 
from  the  Sheraton  East  Hotel  in  Harrisburg  is  under  consideration.  J.  Joseph  Danyo, 
MD,  chairman  of  the  Board,  appointed  the  following  committee  members  to  serve 
with  Dr.  Helwig:  Drs.  David  L.  Miller,  Jonathan  E.  Rhoads  Jr.,  Gerald  L.  Andriole, 
Robert  L.  Lasher,  Walter  M.  Greissinger,  Henry  H.  Fetterman,  and  David  S.  Masland. 

PMS  BOARD  AUTHORIZES 
TWO  NEW  COMMISSIONS 

Two  areas  of  concern  will  receive  the  attention  of  new  commissions  within  the 
PMS  structure  by  action  of  the  Board  on  May  13.  On  recommendation  of  the  Council 
on  Education  and  Science,  the  Board  approved  a Commission  on  Public  Health 
under  that  council,  with  oversight  in  the  areas  of  smoking,  drunk  driving,  mater- 
nal and  child  health,  and  medical  care  in  prisons,  to  be  activated  in  1988.  Also 
established,  to  begin  activities  immediately,  is  a Commission  on  Health  Care  Cost 
Containment  within  the  Council  on  Medical  Economics. 

HEALTH  COST  COUNCIL 
SELECTS  DATA  SYSTEM 

The  Pennsylvania  Health  Care  Cost  Containment  Council  voted  May  7 to  select : 
Mediqual  Inc.  to  perform  severity  of  illness  measurements  for  all  hospitalized  1 
patients.  The  Massachusetts  company’s  Medical  Illness  Severity  Grouping  System  i 
(Medisgrps,  also  known  as  the  Brewster-Jacobs  System)  was  chosen  over  other 
systems  proposed  to  compare  hospital  medical  care  in  terms  of  quality  as  well 
as  efficiency.  The  council  also  adopted  the  UB-82  and  HCFA  1500  billing  forms 
for  use  by  all  health  care  providers  to  submit  the  data  specified  in  the  law.  Lewin 
Associates  of  Washington,  DC,  was  chosen  to  perform  the  indigent  care  study 
required  by  the  law. 

SOCIETY  LENDS  SUPPORT 
TO  CON  REPEAL  PROPOSAL 

J.  Joseph  Danyo,  MD,  chairman  of  the  PMS  Board  of  Trustees,  voiced  PMS  support 
for  HB  1328,  a measure  to  repeal  Pennsylvania’s  certificate  of  need  law,  at  a news 
conference  May  18.  Dr.  Danyo  said  PMS  supports  repeal  because  it  “will  ease  the 
burdensome  government  regulation  of  our  health  care  system  and  help  to  restore 
free  market  competition.”  A report  of  the  Legislative  Budget  and  Finance  Com- 
mittee released  in  February  calls  for  continuation  of  a limited  form  of  government 
review  prior  to  major  construction  or  expansion  of  health  care  facilities. 

HEALTH,  WELFARE 
DEPUTIES  NAMED 

Victor  F.  Greco,  MD  thoracic  surgeon  from  Drums,  Luzerne  County,  was  appointed 
deputy  secretary  for  community  health  to  Secretary  N.  Mark  Richards,  MD  Dr. 
Greco  will  oversee  six  state  health  offices  and  62  local  state  health  centers.  Dr. 
Greco  is  a member  of  the  PMS  Board  of  Trustees.  Heading  the  Office  of  Medical 
Assistance  in  the  Department  of  Public  Welfare  is  Eileen  M.  Schoen,  who  becomes 
deputy  secretary  after  15  years  of  service  with  DPW.  Most  recently  she  served 
as  director  of  the  Bureau  of  Provider  Relations. 

PAMPAC  SCORES  FIRST 
IN  MEMBERSHIP  GAIN 

The  Pennsylvania  Medical  Political  Action  Committee  (PaMPAC)  was  first  among 
state  medical  PACs  for  membership  increase  in  1986,  the  American  Medical 
Political  Action  Committee  announced.  PaMPAC  placed  third  in  the  overall  gains. 
The  New  York  and  California  PACs  were  first  and  second  respectively  in  this  com- 
bination category. 
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In  the  automotive  establishment  as 
ad  & Track  has  observed,  engineers  are 
Je  more  than  quiet  servants  of  the  system!’ 

Quite  the  opposite  mentality  prevails 
:he  Bavarian  Motor  Works. 

Here  the  system  exists  to  serve  engi- 
srs  who  have  a passion  for  extraordinary 
ying  machines.  And  there  is  no  better 
>of  than  the  new  BMW735i. 

For  seven  years,  or  twice  as  long  as 
)st  car  companies  would  tolerate,  BMW 
gineers  were  free  to  pursue  their  dream  of 
} definitive  luxury  performance  car. 

Because  the  Chairman  of  the  Board  at 
WV  is  an  engineer  and  a driving  enthusiast 
nself,  their  efforts  were  supported  with 
less  than  $1  billion. 

in  turn,  they  repaid  the  investment  by 
:ating  a car  so  “radically  different  and 
lovative”  (Automobile)  that  it  compresses 


several  generations  of  automotive  develop- 
ment into  one. 

They  gave  the  735i  a state-of-the-art 
computer-managed  engine  and  patented 
independent  suspension  that  help  it  outpace, 
outhandle  and  outride  the  competition 
with  such  finesse,  Germany’s  leading  news- 
weekly calls  the  new  BMW  “a  symphony 
versus  an  oompah  band.” 

They  endowed  it  with  a special  high- 
performance  electronic  transmission  that  lets 
you  choose  automatic  sporting  or  economy 
modes,  as  well  as  manual  shifting. 

They  designed  uniquely  supportive 
leather  seating  with  a push-button  memory 
that  commands  eight-way  adjustments  for 
any  of  three  drivers.  While  dual-control  air 
conditioning  enables  both  driver  and  front 
seat  passenger  to  adjust  the  temperature 
to  their  individual  preference. 


For  safety’s  sake,  they  equipped  the 
new  BMW  735i  with  a faster;  surer  antilock 
braking  system.  Ellipsoid  headlights  that 
cast  30%  more  light.  And  a prodigiously 
strong  body  that  exceeds  U.S.  crashworthi- 
ness standards  by  15%. 

Even  features  that  are  admittedly  less 
than  vital-the  keylock  that  lets  you  close 
windows  and  sunroof  from  outside  the  car; 
for  example-are  startling. 

For  most  car  companies,  one  or  two 
such  achievements  would  be  more  than 
enough  to  provide  the  required  annual  pa- 
tina of  newness. 

All  of  them  and  a great  many  others 
can  be  experienced  at  your  authorized  BMW 
dealer;  however  Where  the  excep- 
tionally advanced  735i  awaits 
a test  drive  at  your  convenience. 

THE  ULTIMATE  DRIVING  MACHINE. 


87  BMW  of  North  America,  Inc  The  BMW  trademark  and  logo  are  registered. 


SEE  YOUR  AUTHORIZED  BMW  DEALER  FOR  ATHORQUGH  TEST  DRIVE. 
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Prospective  payment — lady  or  tiger? 


“He  could  open  either  door  he  pleased.  ...  If  he 
opened  the  one,  there  came  out  of  it  a hungry  ti- 
ger, the  fiercest  and  most  cruel  that  could  be  pro- 
cured, which  immediately  sprang  upon  him,  and 
tore  him  to  pieces,  as  a punishment  for  his  guilt 
. . . But  if  the  accused  person  opened  the  other 
door,  there  came  forth  from  it  a lady,  the  most  suit- 
able to  his  years  and  station  that  his  Majesty 
could  select  among  his  fair  subjects. ...  So  I leave 
it  with  all  of  you:  Which  came  out  of  the  opened 
door— the  lady  or  the  tiger?”  (The  Lady  or  the  Ti- 
ger, 1884,  Frank  Richard  Stockton). 

True  to  democratic  tradition,  the  American 
health  care  system  has  always  bestowed  special 
attention  on  the  concept  of  justice  in  medical  care, 
i.e.,  all  people  should  be  able  to  obtain  adequate 
care  regardless  of  the  ability  to  pay.  Physicians 
recognize  and  champion  the  importance  of  quality 
in  health  care.  Together,  these  two  tenets,  justice 
and  quality,  have  achieved  for  American  health 
care  a place  among  the  best  the  world  has  to  offer. 

In  recent  years,  the  focus  seems  to  have  shifted 
as  the  cost  of  health  care  has  risen  to  the  point 
where  government  and  industry  have  felt  the  need 
to  change  the  economic  incentives.  The  Prospec- 
tive Payment  System  under  DRGs  and  prepaid 
health  plans,  such  as  HMOs  or  PPOs,  have  altered 
those  incentives  from  the  traditional  fee-for- 
service  to  capitation  or  defined/limited  payment 
by  diagnosis.  The  transition  of  economic  incen- 
tives has  seemed  to  accomplish  what  was  in- 
tended as  the  average  length  of  stay  for  hospital- 
ization dropped  from  9.9  days  in  fiscal  1983  to  8.7 
days  by  the  third  quarter  of  1985.  Today,  the  aver- 
age length  of  stay  is  under  seven  days.  Many  be- 
lieve that  it  has  reached  the  lowest  point. 

Out  of  prospective  payment  has  risen  a most 
difficult  ethical  question.  How  much  influence 
ought  cost  containment  to  have  on  the  provision 
of  medical  care?  Should  cost  enter  into  a medical 
decision  at  all?  Senator  John  Heinz  reported  that 
his  investigations  in  connection  with  the  Commit- 
tee on  Aging  indicate  that  DRGs  have  resulted  in 
patients  being  discharged  from  the  hospital 
“quicker  and  sicker.”  He  also  reported  that  hospi- 
tals appear  to  be  exerting  pressure  on  physicians 
to  exercise  cost-based  decisions  in  the  treatment 
of  patients.  In  an  AMA  DRG  monitoring  project 
begun  in  June  1984,  it  was  reported  that  (1)  66% 
of  physicians  surveyed  believed  that  quality  had 
deteriorated;  (2)  85%  believed  that  reimbursement 
is  inadequate  for  one  or  more  DRGs;  (3)  65%  rec- 
ognized a decrease  in  hospital  lengths  of  stay; 

(4)  45%  reported  pressure  to  discharge  earlier;  and 

(5)  42%  felt  that  relations  with  hospital  adminis- 
tration had  deteriorated. 


Litigation  relative  to  premature  discharge  from 
a hospital  when  the  medical  condition  did  not  jus- 
tify discharge  (when  medical  judgment  dictated 
that  continued  hospitalization  was  advisable)  sur- 
faced in  the  case  of  Wickline  vs.  the  State  of  Cali- 
fornia. In  this  case,  the  patient  had  been  treated 
conservatively  for  back  and  leg  problems  and 
when  therapy  failed,  was  referred  to  a specialist  in 
peripheral  vascular  surgery.  The  surgeon’s  diagno- 
sis was  occlusion  of  the  abdominal  aorta  just 
above  the  bifurcation  due  to  arteriosclerosis,  and 
he  advised  surgical  correction  by  teflon  graft. 
Having  secured  all  necessary  certification  re- 
quired for  hospital  admission  and  subsequent  sur- 
gery through  Medi-Cal,  the  state  of  California’s 
medical  assistance  program,  the  patient  was  ad- 
mitted to  the  hospital  and  surgery  was  performed. 
On  the  same  day  of  the  graft  surgery,  the  patient 
required  additional  surgery  to  remove  a clot.  Five 
days  later  a lumbar  sympathectomy  was  per- 
formed for  pain.  The  patient  was  scheduled  for 
discharge,  but  because  of  the  circumstances  sur- 
rounding the  case  the  physician[s]  requested  an 
eight-day  extension  of  the  hospital  stay.  A nurse 
reviewer  at  the  hospital  and  a physician-con- 
sultant at  Medi-Cal  denied  the  eight-day  exten- 
sion and  approved  instead  a four-day  extension. 
The  patient  was  discharged  at  the  end  of  the 
fourth  day.  While  at  home  recuperating,  the  pa- 
tient’s condition  deteriorated  and  emergency  read- 
mission was  required  nine  days  later  because  of 
clotting  and  graft  site  infection.  Attempts  to  re- 
store circulation  to  the  right  leg  were  unsuccessful 
and  a BK  amputation  was  performed,  folowed  by 
an  AK  amputation  nine  days  later. 

The  Wickline  case  is  important  because  it  ap- 
pears to  have  set  a precedent  regarding  liability  of 
third  party  payers  and  sends  a clear  warning  to 
physicians.  Cost  containment  is  no  excuse  for  pro- 
viding substandard  care.  Third  party  payer  utili- 
zation review  programs  must  exercise  caution  in 
rendering  cost-containment  decisions.  If  it  can  be 
shown  that  cost  dominated  or  overrode  medical 
judgment,  the  third  party  may  be  accountable. 

In  light  of  the  Wickline  case  and  in  view  of  ris- 
ing pressures  from  hospitals  and  third  party  pay- 
ers to  contain  costs,  physicians  are  going  to  find  it 
increasingly  difficult  to  practice  quality  medicine. 
Perhaps  the  best  advice  is  to  continue  to  provide 
medical  care  consistent  with  the  accepted  commu- 
nity standard  regardless  of  cost,  and,  in  fact,  to 
avoid  any  and  all  reference  to  cost.  Then  we  can 
but  hope  that,  when  the  door  is  opened,  the  lady 
will  emerge! 

David  A.  Smith,  MD 

Medical  Editor 
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In  mild  to  moderate  hypertension 

THE  FIRST 
ONCE  DAILY 


CALCIUM 

CHANNEL 

BLOCKER... 


NEW 


ONCE  DAILY  |_^^J 

isoptinSk 


(veropomil  HCI/Knoll) 

240  mg  scored,  sustained -release  tablets 


JAMES  B. 

38,  black  male,  heavy  smoker. 
Prescribed  a diuretic  by  an- 
other physician  last  year  for 
hypertension. 

YOUR  CONCERNS 
Presents  with  "smoker's 
cough."  Workup  reveals  a BP 
of  150/107. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN"  (verapamil 
HCI/Knoll)  because. . . 

— Black  hypertensives  often 
have  low  plasma  renin  ac- 
tivity and  generally  do  not 
respond  favorably  to  beta 
blockers. 

— Beta  blockers  may 
increase  the  likelihood  of 
bronchospasm. 


THOMAS  G. 

70,  asthmatic.  In  the  past,  BP 
adequately  controlled  with 
25  mg  hydrochlorothiazide 
daily. 

YOUR  CONCERNS 
Today  patient  presents  with 
symptoms  of  gout.  Workup 
reveals  high  uric  acid  level, 
low  serum  potassium,  and  BP 
elevated  to  180/98. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN”  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
will  not  decrease  serum  po- 
tassium levels  or  elevate  uric 
acid  levels. 

— Unlike  beta  blockers, 
ISOPTIN  can  be  used  safely  in 
asthma  and  COPD  patients. 


ALICE  W. 

65,  diabetic,  overweight.  Her 
BP  has  elevated  to  190/98. 

YOUR  CONCERNS 
She's  on  daily  insulin. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HER  BP 
ISOPTIN*  (verapamil 
HCI/Knoll)  because... 

— Unlike  most  beta  blockers 
and  diuretics,  ISOPTIN  has  no 
adverse  effects  on  serum 
glucose  levels. 

— Unlike  most  beta  blockers, 
ISOPTIN  does  not  mask  the 
symptoms  of  hypoglycemia. 


JOHN  K. 

42,  Annual  physical  uncov- 
ered diastolic  BP  of  102 . . . 
confirmed  on  three  successive 
office  visits.  Unresponsive  to 
nonpharmacologic 
intervention. 

YOUR  CONCERNS 
Salesman,  spends  many  hours 
of  his  working  day  in  car. . . 
total  cholesterol  level  300, 
HDL  35. 

A LOGICAL  CHOICE  FOR 
CONTROL  OF  HIS  BP 
ISOPTIN"  (verapamil 
HCI/Knoll)  because... 

— Unlike  diuretics,  ISOPTIN 
does  not  cause  urinary 
urgency. 

— Unlike  either  beta  blockers 
or  diuretics,  ISOPTIN  will  not 
adversely  affect  his  already 
seriously  compromised  lipid 
profile. 

— Unlike  with  propranolol, 
fatigue  and  impotence  are 
rarely  reported. 


Antihypertensive  therapy  you 
and  your  patients  can  live  with 


*A  product  of  Knoll  research. 

© 1986,  BASF  K & F Corporation 


Knoll  Pharmaceuticals 
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Whippany,  New  Jersey  07981 
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Brief  Summary 


In  mild  to  moderate  hypertension 
THE  FIRST  ONCE  DAILY 
CALCIUM  CHANNEL  BLOCKER 

ISOPTIN®  SR 
(verapamil  HCI/Knoll) 

240  mg  scored,  sustained-release  tablets 

CONTRAINDICATIONS:  1)  Severe  left  ventricular  dysfunction  (see  WARNINGS),  2)  Hypotension 
(less  than  90  mmHg  systolic  pressure)  or  cardiogenic  shock,  3)  Sick  sinus  syndrome  or  2nd  or 
3rd  degree  AV  block  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker). 

WARNINGS:  Heart  Failure:  ISOPTIN  should  be  avoided  in  patients  with  severe  left  ventricular 
dysfunction  (see  DRUG  INTERACTIONS).  Patients  with  milder  ventricular  dysfunction  should,  if 
possible,  be  controlled  before  verapamil  treatment.  Hypotension:  ISOPTIN  (verapamil  HCI)  may 
produce  occasional  symptomatic  hypotension.  Elevated  Liver  Enzymes:  Elevations  of  trans- 
aminases with  and  without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have 
been  reported  Periodic  monitoring  of  liver  function  in  patients  receiving  verapamil  is  therefore 
prudent.  Accessory  Bypass  Tract  (Wolff-Parkinson-White):  Patients  with  paroxysmal  and/or 
chronic  atrial  flutter  or  atrial  fibrillation  and  a coexisting  accessory  AV  pathway  have  developed 
increased  antegrade  conduction  across  the  accessory  pathway  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  intravenous  verapamil.  While  this 
has  not  been  reported  with  oral  verapamil,  it  should  be  considered  a potential  risk.  Treatment  is 
usually  D C. -cardioversion  Atrioventricular  Block:  The  effect  of  verapamil  on  AV  conduction  and 
the  SA  node  may  cause  asymptomatic  1st  degree  AV  block  and  transient  bradycardia  Higher 
degrees  of  AV  block,  while  infrequent  (0  8%),  may  require  a reduction  in  dosage  or,  in  rare 
instances,  discontinuation  of  verapamil  HCI.  Patients  with  Hypertrophic  Cardiomyopathy 
(IHSS):  Although  verapamil  has  been  used  in  the  therapy  of  patients  with  IHSS,  severe 
cardiovascular  decompensation  and  death  have  been  noted  in  this  patient  population. 

PRECAUTIONS:  Impaired  Hepatic  or  Renal  Function:  Verapamil  is  highly  metabolized  by  the 
liver  with  about  70%  of  an  administered  dose  excreted  in  the  urine  In  patients  with  impaired 
hepatic  or  renal  function  verapamil  should  be  administered  cautiously  and  the  patients 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  excessive  phar- 
macological effects  (see  OVERDOSAGE). 

Drug  Interactions:  Beta  Blockers:  Concomitant  use  of  ISOPTIN  and  oral  beta-adrenergic 
blocking  agents  may  be  beneficial  in  certain  patients  with  chronic  stable  angina  or  hypertension, 
but  available  information  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent 
treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction  abnormalities 
Digitalis:  Clinical  use  of  verapamil  in  digitalized  patients  has  shown  the  combination  to  be  well 
tolerated  If  digoxin  doses  are  properly  adjusted  However,  chronic  verapamil  treatment  increases 
serum  digoxin  levels  by  50  to  75%  during  the  first  week  of  therapy  and  this  can  result  in  digitalis 
toxicity.  Upon  discontinuation  of  ISOPTIN  (verapamil  HCI),  the  patient  should  be  reassessed  to 
avoid  underdigitalization.  Antihypertensive  Agents:  Verapamil  administered  concomitantly  with 
oral  antihypertensive  agents  (e  g . vasodilators,  angiotensin-converting  enzyme  inhibitors, 
diuretics,  beta  blockers,  prazosin)  will  usually  have  an  additive  effect  on  lowering  blood 
pressure.  Patients  receiving  these  combinations  should  be  appropriately  monitored  Dis- 
opyramide:  Disopyramide  should  not  be  administered  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Quinidine:  In  patients  with  hypertrophic  cardiomyopathy  (IHSS), 
concomitant  use  of  verapamil  and  quinidine  resulted  in  significant  hypotension.  There  has  been 
a report  of  increased  quinidine  levels  during  verapamil  therapy  Nitrates:  The  pharmacologic 
profile  of  verapamil  and  nitrates  as  well  as  clinical  experience  suggest  beneficial  interactions 
Cimetidine:  Two  clinical  trials  have  shown  a lack  of  significant  verapamil  interaction  with 
cimetidine  A third  study  showed  cimetidine  reduced  verapamil  clearance  and  increased 
elimination  to  1/2.  Anesthetic  Agents:  Verapamil  may  potentiate  the  activity  of  neuromuscular 
blocking  agents  and  inhalation  anesthetics.  Carbamazepine  Verapamil  may  increase  car- 
bamazepine  concentrations  during  combined  therapy.  Rifampin:  Therapy  with  rifampin  may 
markedly  reduce  oral  verapamil  bioavailability  Lithium:  Verapamil  may  lower  lithium  levels  in 
patient  on  chronic  oral  lithium  therapy.  Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility: 
There  was  no  evidence  of  a carcinogenic  potential  of  verapamil  administered  to  rats  for  two 
years.  Verapamil  was  not  mutagenic  in  the  Ames  test.  Studies  in  female  rats  did  not  show 
impaired  fertility.  Effects  on  male  fertility  have  not  been  determined  Pregnancy  (Category  C) 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ISOPTIN  crosses  the 
placental  barrier  and  can  be  detected  in  umbilical  vein  blood  at  delivery.  This  drug  should  be 
used  during  pregnancy,  labor,  and  delivery,  only  if  clearly  needed.  Nursing  Mothers:  ISOPTIN  is 
excreted  in  human  milk,  therefore,  nursing  should  be  discontinued  while  verapamil  is 
administered  Pediatric  Use:  Safety  and  efficacy  of  ISOPTIN  in  children  below  the  age  of  18  years 
have  not  been  established 

ADVERSE  REACTIONS:  Constipation  8.4%,  dizziness  3.5%,  nausea  2.7%,  hypotension  2.5%, 
edema  2.1%,  headache  1 9%.  CHF/pulmonary  edema  1.8%,  fatigue  1.7%,  bradycardia  1 4%, 
3°  AV  block  0 8%,  flushing  0.1%,  elevated  liver  enzymes  (see  WARNINGS).  The  following 
reactions,  reported  in  less  than  1.0%  of  patients,  occurred  under  conditions  (open  trials, 
marketing  experience)  where  a causal  relationship  is  uncertain:  they  are  mentioned  to  alert  the 
physician  to  a possible  relationship:  angina  pectoris,  arthralgia  and  rash,  AV  block,  blurred 
vision,  cerebrovascular  accident,  chest  pain,  claudication,  confusion,  diarrhea,  dry  mouth, 
dyspnea,  ecchymosis  or  bruising,  equilibrium  disorders,  exanthema,  gastrointestinal  distress, 
gingival  hyperplasia,  gynecomastia,  hair  loss,  hyperkeratosis,  impotence,  increased  urination, 
insomnia,  macules,  muscle  cramps,  myocardial  infarction,  palpitations,  paresthesia,  psychotic 
symptoms,  purpura  (vasculitis),  shakiness,  somnolence,  spotty  menstruation,  sweating, 
syncope,  urticaria  Treatment  of  Acute  Cardiovascular  Adverse  Reactions:  Whenever  severe 
hypotension  or  complete  AV  block  occur  following  oral  administration  of  verapamil,  the 
appropriate  emergency  measures  should  be  applied  immediately,  e g. . intravenously  admin- 
istered isoproterenol  HCI,  levarterenol  bitartrate,  atropine  (all  in  the  usual  doses),  or  calcium 
gluconate  (10%  solution).  If  further  support  is  necessary,  inotropic  agents  (dopamine  or 
dobutamine)  may  be  administered  Actual  treatment  and  dosage  should  depend  on  the  severity 
and  the  clinical  situation  and  the  ludgment  and  experience  of  the  treating  physician. 

OVERDOSAGE:  Treatment  of  overdosage  should  be  supportive.  Beta-adrenergic  stimulation  or 
parenteral  administration  of  calcium  solutions  may  increase  calcium  ion  flux  across  the  slow 
channel,  and  have  been  used  effectively  in  treatment  of  deliberate  overdosage  with  verapamil 
Clinically  significant  hypotensive  reactions  or  fixed  high  degree  AV  block  should  be  treated  with 
vasopressor  agents  or  cardiac  pacing,  respectively.  Asystole  should  be  handled  by  the  usual 


measures  including  cardiopulmonary  resuscitation. 
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While  you  Ye 
taking  care  of 
your  patients, 

who's  taking  care  of 
your  business? 

You're  an  M.D.f  nor  on  M.D.A.  Yer 
today's  medical  practice  olmost  re- 
quires o business  expert  to  maximize 
office  productivity.  Deal  with  the  maze 
of  billing  and  reimbursement  prob- 
lems. And  maintain  profits  in  the  face 
of  ever-increosing  expenses. 

We  ore  the  business  experts.  We're 
the  business  professionals  of  MEDIQ 
Healthcare  Resources.  A group  of 
practice  management  specialists  that 
will  maximize  the  growth  of  your 
practice  in  today's  changing  health- 
care market. 

Our  specialists  work  with  you  — and 
your  staff  to  set  up  efficient  procedures 
ond  guarantee  significant  improve- 
ment in: 

■ Billing/reimbursements/ 
collections 

■ Morketing/Potient  Relations 

■ Operating  Expenses 

In  addition  to  practice  manage- 
ment, we  also  offer: 

■ Feosobility  Studies 

■ Physician  Office  Appraisals/ 
Evaluations 

■ Joint  Ventures 

For  o free,  no-obligation  assessment 
of  your  practice's  needs,  call  Kathleen 
Harkins  today  at  609-665-9300. 
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New  secretary  of  health  stresses  prevention 


A commitment  to  cooperative  effort 
between  the  health  department  and  the 
physicians  of  the  state  and  a determina- 
tion to  place  preventive  medicine  in  the 
forefront  in  the  effort  to  control  the  cost 
of  medical  care  will  mark  the  tenure  of 
N.  Mark  Richards,  MD,  as  secretary  of 
health. 

Interviewed  in  April,  Dr.  Richards 
listed  these  priorities  for  action:  form- 
ing an  AIDS  information  unit,  restruc- 
turing of  the  state’s  Bureau  of  Epidemi- 
ology, investigating  and  responding  to  a 
number  of  public  health  issues,  and  car- 
rying on  reviews  for  the  certificate  of 
need  program.  Dr.  Richards,  who  was 
sworn  in  March  20,  1987,  previously 
served  eight  years  as  director  of  the  Al- 
legheny County  Health  Department. 

A graduate  of  Oberlin  College  in 
Ohio,  he  earned  a master’s  degree  in 
physiology  and  his  medical  degree  at 
the  University  of  Wisconsin.  Following 
an  internship  at  Rush  Presbyterian-St. 
Luke’s  Hospital  in  Chicago,  and  a resi- 
dency in  medicine  at  Duke  University 
Medical  Center  in  North  Carolina,  Dr. 
Richards  completed  training  in  infec- 
tious diseases  and  then  joined  the  fac- 
ulty at  the  Abraham  Lincoln  School  of 
Medicine  of  the  University  of  Illinois, 
where  he  taught  for  eight  years. 

He  came  to  Allegheny  County  in  1978 
as  deputy  director  of  medical  services 
for  the  county’s  health  department,  and 
was  appointed  director  of  the  depart- 
ment the  following  year.  Since  coming 
to  Allegheny  County,  he  has  held  the  po- 
sitions of  clinical  assistant  professor  of 
medicine  at  the  University  of  Pitts- 
burgh, and  adjunct  assistant  professor 
in  Pitt’s  Graduate  School  of  Public 
Health. 

During  his  tenure  with  the  Allegheny 
County  Health  Department,  Dr.  Rich- 
ards served  as  a member  of  the  Pitts- 
burgh Mayor’s  Consortium  Commis- 
sion on  Healthy  Families,  the  Mayor’s 
Consortium  to  Improve  Outcomes  of 
Pregnancy,  and  the  Mon  Valley  Com- 
mission to  Enhance  the  Economic  De- 
velopment of  the  Steel  Valley  Communi- 
ties. For  the  Pittsburgh  Board  of  Public 
Education,  he  was  cochairman  of  a task 
force  to  develop  an  AIDS  (acquired  im- 
mune deficiency  syndrome)  policy  for 


the  public  schools,  and  in  Allegheny 
County  he  participated  on  an  interde- 
partmental task  force  to  develop  policy 
for  management  of  personnel  with 
AIDS.  He  was  a member  of  the  former 
Health  Systems  Agency  of  Southwest- 


ern Pennsylvania,  as  well  as  the  Re- 
gional Health  Planning  Advisory  Com- 
mission. 

Also,  he  was  involved  in  many  state- 
wide organizations,  including  the  Penn- 
sylvania Advisory  Board  of  Health,  the 
state’s  Advisory  Committee  for  Respi- 
ratory Diseases,  and  the  Advisory  Task 
Force  on  Community  Health  Delivery 
Systems.  He  was  chairman  of  the  Secre- 
tary of  Health’s  Advisory  Task  Force 
for  the  Preventive  Health  and  Health 
Services  Block  Grant,  and  chairman  of 
the  Pennsylvania  County  Health  Offi- 
cers Group. 

On  the  national  level,  he  is  a commis- 
sioned officer  of  the  U.S.  Food  and 
Drug  Administration,  and  a past  re- 
gional clinical  consultant  for  the  U.S. 
Public  Health  Service. 

The  past  president  of  both  the  Penn- 
sylvania Public  Health  Association  and 
the  Western  Pennsylvania  Public 
Health  Council,  Dr.  Richards  is  a mem- 
ber of  several  professional  societies,  in- 
cluding the  American  Association  for 
the  Advancement  of  Science,  the  Amer- 
ican Public  Health  Association,  the 
American  Thoracic  Society,  and  the 
Pennsylvania  Medical  Society. 

In  the  following  interview,  Dr.  Rich- 
ards gives  his  answers  to  questions  on  a 
number  of  issues,  asked  by  Pennsylva- 
nia Medicine’s  staff. 


Dr.  Richards,  you  have  said  AIDS  is 
the  top  priority  of  the  Health  Depart- 
ment. What  steps  are  you  taking  in  this 
area? 

The  department  has  had  a number  of 
people  working  on  AIDS  issues  for 
some  time.  These  people  have  not  been 
grouped  in  a single  AIDS  unit  and  none 
of  them  have  been  working  on  AIDS  as 
a full-time  occupation.  So,  to  focus  our 
attention,  I will  create  an  office  for 
AIDS  issues,  which  will  have  a full-time 
staff.  We  are  now  developing  an  organi- 
zational chart  and  a budget  for  that 
unit.  We’ve  seen  some  of  the  first  pro- 
posals and  are  seeking  to  identify 
sources  of  money. 

We  realize  AIDS  is  a broad  issue,  re- 
quiring responses  from  many  depart- 
ments of  government,  not  just  the 
health  department.  I will  be  the  chair- 
man of  an  interdepartmental  working 
group  composed  of  the  secretaries  of 
several  other  departments  to  identify 
actions  to  be  completed  in  cooperation 
with  us  or  by  the  others  alone;  to  iden- 
tify areas  of  need,  and  then  to  work  out 
relationships  for  implementing  ideas 
that  are  appropriate,  and  to  identify  re- 
sources. Some  of  the  departments  par- 
ticipating will  be  the  Department  of  Ed- 
ucation, the  Bureau  of  Corrections,  the 
Department  of  Labor  and  Industry,  the 
Insurance  Department,  and  possibly 
others. 

We  will  continue  the  activitites  initi- 
ated to  this  point,  such  as  surveillance 
for  AIDS  and  HIV  (human  immunode- 
ficiency virus).  We  will  continue  the  edu- 
cation initiative  and  plan  to  expand 
that. 

Why  do  you  feel  AIDS  is  the  top  pri- 
ority? 

First,  we  recognize  there  are  many 
more  cases  of  other  diseases  than  there 
are  of  AIDS.  There  are  many  more  pa- 
tients with  stroke,  with  hypertension, 
and  with  cardiopulmonary  disease  than 
there  are  with  AIDS.  The  number  of  pa- 
tients with  AIDS,  however,  is  increas- 
ing rapidly.  The  virus  first  appeared  in 
the  United  States  in  1977.  So,  within 
the  space  of  nine  years,  AIDS  has 
moved  into  the  list  of  top  diseases  that 
result  in  years  of  life  lost.  That,  of 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


4 r Data  General 
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Foster  Plaza  VII,  661  Andersen  Drive,  Pittsburgh,  PA  15220 
1-800-443-9488 


course,  is  one  way  of  prioritizing  public 
health  problems— to  identify  how  much 
premature  death  is  associated  with  a 
disease.  AIDS  is  now  one  of  the  leading 
causes  of  premature  death,  in  part  be- 
cause of  the  number  of  cases,  and  also 
in  part  because  it  affects  young  people. 
When  a young  person  dies,  there  are  a 
lot  of  years  of  life  lost.  So,  number  one, 
it  is  increasing  rapidly,  and  number  two, 
it  is  within  that  list  we  use  to  prioritize 
our  efforts.  Third,  there  are  some  things 
that  can  be  done  to  control  the  spread 
of  this  disease,  which  makes  it  a public 
health  matter.  These  are  the  reasons  we 
think  we  need  to  give  great  emphasis  to 
AIDS.  I should  add  that  we  are  not  go- 
ing to  reduce  our  efforts  in  other  areas. 
We  see  this  as  a new  effort  and  not  a 
replacement  of  other  programs. 

Pennsylvania  has  the  seventh  largest 
number  of  AIDS  cases.  So,  we  are  an 
important  state  in  terms  of  this  disease. 

Do  you  expect  there  will  be  legisla- 
tion introduced  related  to  AIDS  in  the 
area  of  confidentiality  or  in  other  areas? 

I’m  certain  there  will  be.  Other  states 
already  have  legislation  introduced.  I 
have  provided  two  seminars  for  the 
House  and  the  Senate  Health  and  Wel- 
fare Committees,  because  I want  them 
to  share  my  understanding  of  what 
AIDS  is  and  what  issues  might  require 
legislation.  I will  do  the  same  for  the 
rest  of  the  legislature  as  time  permits. 
Legislators  are  under  great  pressure  to 
act  in  this  area,  and  they  want  to  learn 
more  about  the  illness. 

There  are  several  areas  where  legisla- 
tion will  be  helpful.  Confidentiality  is 
one  of  them.  One  of  the  issues  is  the  po- 
tential for  discrimination  against  homo- 
sexuals, the  largest  risk  group  for 
AIDS.  If  people  are  forced  to  identify 
their  sexual  preference  to  insurance 


companies,  to  landlords,  to  employers, 
there  is  a serious  potential  for  discrimi- 
nation against  homosexuals.  Also  be- 
cause of  the  potential  for  discrimina- 
tion, people  are  hesitant  to  be  tested  for 
AIDS,  to  be  identified  as  having  HIV 
infection.  We  need  an  examination  of 
our  confidentiality  laws  to  make  sure 
that  the  rights  of  homosexuals  and 
members  of  other  risk  groups  are  pro- 
tected and  are  balanced  against  the 
rights  of  society  to  protect  itself 
against  infections. 

We  will  be  working  closely  with  inter- 
ested legislators  to  help  design  legisla- 
tion that  might  be  appropriate  to  the 
needs  all  these  groups  have;  it’s  not  go- 
ing to  be  simple.  Some  other  states 
have  passed  laws  we  can  use  as  mod- 
els—and  there  are  states  that  have  in- 
troduced poor  laws,  which  can  be  used 
as  models  to  avoid. 

You  have  said  you  will  expand  the  di- 
vision of  epidemiology.  What  will  be  the 
activities  of  the  new  people? 

First,  I want  to  appoint  a state  epi- 
demiologist. The  Bureau  of  Epidemiol- 
ogy is  headed  by  the  state  epi- 
demiologist. That  appointment  is  cru- 
cial because  the  responsibility  for  epide- 
miologic functions  rests  with  that  per- 
son. Appended  to  that  office  should  be 
an  epidemiologist  who  is  responsible  for 
the  use  of  the  large  data  sets  the  depart- 
ment has.  That  one  person  should  be  re- 
sponsible for  the  maintenance  and  aug- 
mentation of  those  data  sets,  because 
the  sets  together  can  be  more  useful 
than  each  one  individually. 

There  are  some  programs  which  have 
had  minimal  epidemiologic  support, 
and  I want  to  increase  the  support  in 
the  person  of  a trained  epidemiologist. 
As  an  example,  the  maternal  and  child 
health  programs  could  benefit  from  ad- 


ditional information  on  the  occurrence 
of  infant  mortality  and  teenage  preg- 
nancy and  the  risk  factors  associated 
with  these  problems.  Dedicating  an  epi-  ! 
demiologist  to  the  maternal  and  child 
health  programs  would  allow  that  kind 
of  research.  Several  other  programs 
warrant  this  kind  of  attention.  These 
epidemiologists  would  report  to  the 
state  epidemiologist  for  technical  super- 
vision and  quality  control,  and  they 
would  report  to  the  programs  they 
work  in  for  assignments  and  sources  of 
information. 

Also,  I want  to  make  sure  the  district 
epidemiologists  have  optimum  techni- 
cal support.  I’m  thinking  seriously 
about  having  them  report  directly  to 
the  state  epidemiologist.  Their  work  as- 
signments still  would  be  given  to  them 
by  the  district  executive  directors,  but 
after  getting  their  assignments,  they  ] 
would  do  the  work  in  conjunction  with 
the  state  epidemiologist. 

What  other  public  health  issues  in 
Pennsylvania  are  high  priorities? 

The  leading  cause  of  preventible 
death  is  tobacco  use.  I refer  primarily  to 
cigarette  smoking,  although  the  use  of 
snuff  by  children  is  increasing.  This  is 
of  concern  to  us.  I will  establish  an  of- 
fice of  tobacco  use  in  the  department, 
which  can  address  this  serious  problem 
in  a more  comprehensive  way  than  be- 
fore. These  issues  need  to  have  even 
more  visibility. 

You  may  know  that  tobacco  compa- 
nies have  tried  to  induce  nicotine  addic- 
tion in  kids  by  the  use  of  chewing  to- 
bacco, because  of  the  nationwide  effort 
to  reduce  smoking.  They  have  pro- 
moted snuff  to  a great  degree.  They 
have  used  advertising  and  product 
redefinition— right  now  there's  a kind  of 
snuff  available  that  has  a low  amount  of 
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CARDIZEM:  FEW  SIDE  EFFECTS 

diltiazem  HCI/Marion  .......  # 4.  . 

Antianginal  action  includes  dilatation  of 
coronary  arteries,  a decrease  in  vascular  resis- 
tance/afterioad,  and  a reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina 1 

Compatible  with  other  antianginals2  3 

A safe  choice  for  angina  patients  with  coexisting 
hypertension,  asthma,  COPD,or  PVD45 

See  Warnings  and  Precautions. 

Please  see  brief  summary  of  prescribing  information  on  the  next  page. 


CARDIZEM  FEW  SIDE  EFFECTS 

dilllazem  HCI/Marion  IN  ANTIANGINAl  THERAPY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM ' 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (I ) patients  with  sick 
sinus  syndrome  except  in  tbe  presence  ot  a functioning 
ventricular  pacemaker  (2)  patients  with  second-  or 
tbird-degree  AM  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AM  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AM  block  (six  ot  1, 243  patients  for 
048%)  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with 
Prinzmetal  's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a single  dose  of  60  mg  of 
diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited  Caution  should  be  exercised  when  using 
the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOT,  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  hove  been  reversible  upon 
discontinuation  ot  drug  therapy  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some.  (See  PRECAUTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  As  with  any  new  dmg  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  dmg  was 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AM  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
semm  digoxin  levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ot 
Fertility.  A 24-month  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats 
Pregnancy.  Category  C Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
ot  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 
There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  it  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels.  It  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 
Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  trials,  the  incidence  ot 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 
The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  ot  calcium  influx  inhibition 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established.  The  most  common  occurrences  as  well 
as  their  frequency  ot  presentation  are  edema  (2.4%), 
headache  (2  I %),  nausea  (19%),  dizziness  (1.5%), 
rash  (1  3%),  asthenia  (12%)  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1 % ) 

Angina  arrhythmia,  AM  block  (first 
degree),  AM  block  (second  or  third 
degree  — see  conduction  warning) 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope. 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nen/ousness , 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Petechiae,  pruritus,  photosensitivity, 
urticaria 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difficulties 
The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM 
alopecia,  gingival  hyperplasia,  erythema  multitorme,  and 
leukopenia.  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing 
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nicotine,  just  enough  to  get  kids  hooked 
but  not  enough  to  make  them  sick  the 
first  time  they  use  it,  and  it’s  marketed 
to  children. 

In  our  two  largest  cities,  Philadelphia 
and  Pittsburgh,  there  are  high  infant 
mortality  rates  and  high  rates  of  teen- 
age pregnancy,  problems  which  also  ex- 
ist across  the  state.  We  have  maternal 
and  child  health  programs,  but  these 
programs  must  be  redefined  from  an  ep- 
idemiologic point  of  view.  We  need  to 
understand  why  the  statistics  coming 
out  of  the  two  largest  cities  are  differ- 
ent in  some  respects;  and  we  need  an 
analysis  of  what’s  happening  on  these 
issues  in  rural  Pennsylvania.  We  need  to 
make  sure  that  services  provided  within 
our  districts  are  the  best  we  can  give. 

The  cancer  program  has  the  potential 
to  be  a very  important  tool,  not  only  for 
Pennsylvania,  but  as  a database  for  use 
nationally,  because  we  have  a cancer 
register  that  gives  morbidity  as  well  as 
mortality  data.  It  will  be  my  interest  to 
promote  the  cancer  control  program  in 
a way  that  allows  it  to  fulfill  its  prom- 
ise. 

Another  matter  needing  attention  is 
development  of  our  field  services.  Our 
staff  is  less  than  I would  like  to  have  it 
in  terms  of  being  able  to  provide  public 
health  services.  Some  means  must  be 
found  to  provide  more  public  health  ser- 
vices in  some  rural  counties. 

Certificate  of  need  legislation  will  be 
introduced  in  Pennsylvania  this  year. 
What  will  be  your  position  on  this  con- 
troversial issue? 

We  are  generally  in  support  of  the  re- 
port of  the  State  Legislative  Budget 
and  Finance  Committee,  which  recom- 
mends the  continuation  of  the  state’s 
certificate  of  need  program  for  the  next 
three  to  five  years,  permitting  time  for 
some  more  competitive  forces  to  be- 
come effective  as  the  result  of  data 
gathered  by  the  Health  Care  Cost  Con- 
tainment Council.  I believe  the  report  is 
well  thought  out,  and  substantially  I 
support  it.  Some  of  the  regulations  that 
would  influence  competition  among  fa- 
cilities are  becoming  effective  this  year. 
It  is  too  soon  to  guess  what  their  influ- 
ence will  be.  Three  years  down  the  road, 
we  should  have  a much  better  under- 
standing of  the  effectiveness  of  ap- 
proaches aimed  at  improving  competi- 
tion; we  need  something  in  the  interim. 
We  would  support  continuing  the 
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A revolutionary  new  approach  to  medical  billing  is  now  avail- 
able in  Pennsylvania.  With  Telebill  you  can  send  paperless  insur- 
ance claims  over  a standard  office  phone  without  a computer. 
Until  now  electronic  claim  submission  was  expensive,  complex, 
and  was  limited  to  a small  number  of  insurance  carriers.  NTC  has 
developed  a medical  billing  data  network  which  makes  it  possible 
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place the  conventional  card  system  found  in  most  medical  offices. 
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is  the  largest  processer  of  private  practice  insurance  claims  in  New 
England.  Telebill  is  the  first  product  designed  specifically  for  the 
health  care  provider’s  unique  billing  needs.  At  $3495.00,  it  is 
priced  for  the  small  solo  practice,  but  it  will  handle  the  volume  of 
a busy  medical  group. 


To  receive  a Telebill  brochure  or  to  schedule  a short  Telebill 
demonstration  in  your  office  write  National  Teledata  Corporation, 
7 Great  Valley  Parkway  East,  Malvern,  PA  19355  or  Phone  1-800- 
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state’s  CON  reviews  in  a streamlined 
form  for  three  to  five  years. 

What  is  the  Health  Department’s 
role  in  continuing  to  administer  the 
CON  program? 

That  general  function  has  not 
changed.  If  legislation  permits,  the  de- 
partment may  streamline  the  review 
process.  Now  that  the  health  systems 
agencies  (HSAs)  have  gone  out  of 
business— only  the  northern  tier 
agency,  the  NY-Penn  HSA,  still  is 
functioning— the  department  is  the  pri- 
mary reviewer.  The  workload  on  our 
staff  is  tremendous  at  this  point,  and 
one  of  the  consequences  is  that  the  op- 
portunity for  public  input  has  been 
sharply  reduced.  I think  that  is  a seri- 
ous problem. 

What  was  the  Health  Department’s 
response  to  the  report  on  certificate  of 
need  issued  by  the  State  Legislative 
Budget  and  Finance  Committee? 

On  the  issue  of  obtaining  local  input 
for  CON  decisions,  the  report  recom- 
mended local  voluntary  groups  be  set 


up  to  do  this.  We  think  a lot  of  care  has 
to  be  given  to  make  sure  that  local 
groups,  if  they  are  used,  are  not  biased. 
It  would  be  easy  for  a group  of  hospi- 
tals to  produce  volunteers  to  set  up  re- 
views, and  the  biases  there  would  be  un- 
tenable; therefore  it  is  not  clear  to  me 
that  voluntary  groups  are  appropriate. 
Southwestern  Pennsylvania  has  made 
recommendations  and  has  developed  a 
very  useful  mechanism— the  group 
would  be  volunteer,  but  there  would  be 
controls  to  keep  it  relatively  free  of  bias. 
The  southwestern  Pennsylvania  region 
has  a long  tradition  of  health  planning 
and  people  there  have  been  thinking 
this  through  since  1982— what  would 
happen  when  the  HSA  goes  out  of  busi- 
ness. We  could  recommend  the  develop- 
ment of  such  review  processes  else- 
where in  the  state,  too. 

Financing  the  CON  program  is  an- 
other concern.  One  way  would  be  to  ask 
the  state  itself  to  provide  the  money.  We 
can  make  such  a proposal,  to  see  what 
happens.  Another  way  to  finance  the 
program  would  be  to  have  the  propos- 
ers pay  fees.  It’s  already  very  expensive 
to  produce  a CON  review.  At  this  point, 
I don’t  know  how  much  more  it  would 
cost  a proposer  to  submit  an  applica- 


tion if  we  had  to  rely  solely  on  fees;  I’d 
like  to  avoid  that  situation  if  possible. 

The  services  we  will  review  will  de- 
pend on  how  the  program  is  stream- 
lined. I think  it’s  essential  that  we  focus 
on  those  projects  that  are  likely  to  af- 
fect cost  and  not  spend  a lot  of  time  on 
those  that  are  minimally  important.  We 
would  have  to  reduce  the  number  of 
projects  we  review  and  focus  only  on 
the  most  costly  ones.  This  is  the  subject 
of  current  discussion  by  the  health  de- 
partment staff,  the  legislature,  and  the 
governor’s  office  of  planning  and  policy. 

I can’t  guess  as  to  how  effective  com- 
petition is  going  to  be.  Within  three  to 
five  years  we’re  likely  to  have  a much 
better  understanding  of  the  effective- 
ness of  competition  on  controlling  cost. 

You  sit  on  the  Health  Care  Cost  Con- 
tainment Council.  Do  you  feel  the  plan 
of  action  of  this  body  has  the  potential 
to  help  control  costs? 

Yes.  I don’t  understand  how  much 
control,  but  there  is  certainly  potential 
for  some. 

I distinguish  between  the  use  of  the 
word  “health”  and  “medical”  in  the 
council’s  name.  Prevention  also  has  an 
extraordinary  role  to  play  in  controlling 
the  costs  of  medical  care.  It  is  more  cost 
effective  to  apply  some  of  the  preven- 
tion programs,  and  I think  that  the 
council  has  to  consider  the  role  that  pre- 
vention of  disease  can  have  in  control- 
ling costs.  I think  the  act  and  the  coun- 
cil are  misnamed:  it  should  be  medical 
cost  care  containment,  with  additional 
emphasis  on  preventive  programs 
within  this  department  and  others. 

The  other  issue  the  council  must  look 
at  is  long-term  care  versus  hospital 
costs.  If  costs  are  controlled  by  earlier 
discharges  with  placement  of  these  peo- 
ple in  rehabilitation  facilities,  then  long- 
term care  costs  will  begin  to  rise.  And  if 
the  costs  of  long-term  care  rise  equally 
with  the  decrease  in  costs  for  hospitals, 
then  we  haven’t  gotten  anywhere.  I 
think  these  areas  must  be  addressed  in 
concert. 

Regarding  preventive  public  health 
programs,  I see  these  as  a part  of  the 
continuum  of  the  treatment  of  disease. 
I see  public  health  programs  as  a part 
of  the  practice  of  medicine.  Our  depart- 
ment must  work  closely  with  the  State 
Medical  Society  and  health  practi- 
tioners—we’re  all  working  toward  the 
same  ends  from  different  approaches. 
It's  important  to  me  that  we  work  to- 
gether closely,  for  the  good  of  patients, 
and  I intend  to  do  that. 
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Fringe  benefits 
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System  maintenance 
Forms 

Office  space 
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As  professionals  with  a successful  record,  we  will  process  all  patient  and  third-party 
billings,  and  manage  your  accounts  receivable  function  Eliminate  your  biggest  head- 
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Of  course,  the  rate  will  vary  from  practice  to  practice,  but  again,  we  have  not  charged  in 
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Congress  explores  reimbursement  alternatives 

Thomas  W.  Reinke,  MBA 
William  C.  Garrow,  MBA,  CPA 
David  H.  Glusman,  CPA 


Congress  has  devised  a stop  gap  mea- 
sure to  control  rising  Medicare  expendi- 
tures for  physician  services  and  deal 
with  what  may  be  considered  excessive 
payment  for  specific  procedures. 

Under  the  “inherent  reasonableness 
authority”  established  in  the  Omnibus 
Budget  Reconciliation  Act  of  1986,  the 
Health  Care  Financing  Administration 
(HCFA)  has  the  authority  to  reduce 
payments  or  limit  reimbursement  in- 
creases by  basing  payments  for  services 
on  considerations  other  than  the  actual, 
customary  or  prevailing  charges.  For 
example,  reimbursement  may  now  be 
based  upon  the  cost  of  producing  a ser- 
vice or  a comparison  of  Medicare  pay- 
ments to  those  from  other  payers.  Some 
specific  factors  which  may  trigger  a 
change  in  payment  include: 

1.  An  increase  in  the  price  of  the  ser- 
vice that  cannot  be  explained  by  infla- 
tion or  technology. 

2.  The  charges  do  not  reflect  changing 
technology  or  reduction  in  the  costs  of 
providing  the  service. 

3.  The  marketplace  for  the  service  is 
not  competitive. 

4.  There  are  significantly  different  pre- 
vailing charges  in  geographic  areas 
with  similar  costs  for  providing  the  ser- 
vice. 

The  underlying  principal  of  the  new 
authority  is  that  Medicare  reimburse- 
ment for  physician  services  should  be 
rational,  fair,  or  reasonable.  The  new  au- 
thority has  been  described  as  a short 
term  tactic  to  help  the  government 
meet  its  1988  budget  targets  which  re- 
quire greater  control  over  Medicare  ex- 
penditures. The  legislation  also  serves 
as  an  immediate  tool  for  dealing  with 
excessive  reimbursement  for  specific 
services  while  permanent  alternatives 


to  fee  based  reimbursement  are  ex- 
plored. 

HCFA  has  broad  authority  to  adjust 
payments;  however,  there  are  safe- 
guards in  the  legislation  to  prevent  ar- 
bitrary reductions.  HCFA  cannot  ad- 
just payment  rates  without  first 
considering  the  impact  of  such  changes 
on  quality,  access,  and  beneficiary  liabil- 
ity. Similarly,  HCFA  must  consult  with 
physicians  likely  to  be  affected  by  the 
adjustments.  Before  any  reductions  are 
actually  implemented,  the  changes 
must  be  published  as  a proposed  notice 
specifying  the  nature  of  the  change,  the 
data  on  which  the  decision  was  based, 
and  the  impact  of  the  proposed  change. 
The  Physician  Payment  Review  Com- 
mission, a group  established  by  Con- 
gress to  study  and  review  physician  re- 
imbursement matters,  must  also  have 
an  opportunity  to  comment  on  the  pro- 
posed adjustment. 

Any  reductions  in  payments  will  ap- 
ply to  both  Medicare  participating  and 
non-participating  physicians.  Partici- 
pating physicians  would  see  the  reduc- 
tions in  the  Medicare  reimbursement 
checks  they  receive.  The  reductions  to 
nonparticipating  physicians  would  be 
implemented  through  limits  on  charges. 
Nonparticipating  physicians  have  ceil- 
ings placed  on  charges  known  as  the 
Maximum  Allowable  Actual  Charge 
(MAAC).  Any  reductions  due  to  inher- 
ent reasonableness  would  be  imposed 
through  reduction  of  the  MAAC  for  the 
service  in  question. 

To  begin  implementation  of  the  inher- 
ent reasonableness  authority,  the  HCFA 
must  review  ten  of  the  most  costly  pro- 
cedures paid  under  part  B by  no  later 
than  October  1,  1987.  In  addition,  the 
new  regulations  have  already  been  put 


into  effect  for  payments  for  cataract 
surgical  procedures.  On  January  1, 
1987,  the  maximum  allowable  prevail- 
ing charge  for  both  participating  and 
nonparticipating  physicians  providing 
cataract  surgery  was  cut  by  10%.  An 
additional  2%  reduction  will  become  ef- 
fective January  1,  1988.  The  reductions 
cannot  be  lower  than  a floor  of  75%  of 
the  weighted  national  average  prevail- 
ing charge. 

Cognitive  vs.  procedural  services 
An  interesting  aspect  of  inherent  rea- 
sonableness is  that  it  also  responds  to  a 
problem  with  the  Medicare  physician 
reimbursement  methodology  which 
does  not  allow  revisions  to  prevailing 
charges  due  to  productivity  improve- 
ments or  changes  in  service  delivery  re- 
sulting from  new  medical  technologies. 
The  reductions  for  cataract  surgery  ser- 
vices are  an  example  where  new  tech- 
nology may  be  used  as  an  argument  for 
cutting  reimbursement. 

The  larger  issue  here  is  the  relative 
merit  and  value  of  cognitive  services 
versus  procedural  services.  For  a num- 
ber of  years,  physicians  in  the  special- 
ties relying  heavily  upon  cognitive 
skills  have  complained  that  their  ser- 
vices are  undervalued  vis  a vis  proce- 
dural services  which  tend  to  be  reim- 
bursed at  higher  rates  because  they 
appear  to  be  more  difficult.  Under  in- 
herent reasonableness,  a more  equitable 
balance  may  be  stuck  between  cogni- 
tive and  procedural  services. 

Long  term  solution 
HCFA  is  exploring  a number  of  alter- 
natives as  the  long  term  solution  to  the 
problem  of  controling  costs  for  physi- 
cian services.  The  idea  of  physician 
DRGs  (diagnosis-related  groups)  has 
been  around  for  a number  of  years  and 
is  being  considered  in  revised  form.  The 


The  authors  are  associated  with  Shotz,  Miller 
& Glusman,  PC,  a Philadelphia  certified  ac- 
couting  firm. 


Pennsylvania  Medicine  has  been  requested  to  add  the  name  of  J.R.  Mazero,  MD,  to 
the  article  “Acute  exertional  rhabdomyolysis  in  a runner  with  elevated  serum  car- 
diac isoenzyme  (CK-MB),’’  published  in  the  April  1987  issue.  Dr.  Mazero  is  medical 
director  at  Latrobe  Area  Hospital  and  clinical  associate  professor  of  family  medi- 
cine at  Jefferson  Medical  College. 
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a referring  physician,  it’s  more 
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The  staff  of  The  Pitts- 
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pline. Through  your  association 


with  The  Laser  Center,  you’ll 
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concept  of  physician  DRGs  is  patterned 
after  hospital  DRGs,  where  reimburse- 
ment is  based  on  care  for  an  episode  of 
illness.  A number  of  problems  have 
been  identified  including  the  difficulty 
in  establishing  DRGs  for  outpatient 
services,  expecially  long  term,  chronic 
illnesses;  and  difficulty  in  administer- 
ing the  reimbursement  when  multiple 
physicians  are  involved  in  the  care  of  a 
patient. 

Physician  DRGs  appear  to  have 
fallen  to  the  middle  or  back  of  the  pack 
in  terms  of  preferred  alternatives.  Ac- 
cording to  Sherry  Terrell,  a branch  chief 
at  HCFA,  the  Department  of  Health 
and  Human  Services  is  no  longer  sup- 
porting the  implementation  of  physi- 
cian DRGs.  The  American  Medical  As- 
sociation has  also  taken  a stand  against 
them,  instead  supporting  plans  which 
base  reimbursement  on  indemnifica- 
tion. 

In  spite  of  the  opposition  to  physician 
DRGs,  the  White  House  Budget  Office 
proposed  including  the  Medicare  reim- 
bursement to  radiologists,  anesthesiolo- 
gists, and  pathologists  (RAPs)  in  the  to- 


tal payment  hospitals  receive  for  an 
inpatient  DRG.  Opposition  has  come 
from  providers  because  the  plan  may  re- 
duce physician  reimbursement  and 
cause  friction  between  hospitals  who 
must  distribute  the  payment,  and  phy- 
sicians. Further  study  and  review  of 
this  proposal  will  come  from  the  Physi- 
cian Payment  Review  Commission,  an 
advisory  group  to  Congress. 

Another  option,  primarily  favored  by 
the  Department  of  Health  and  Human 
Services,  is  expansion  of  capitation  ar- 
rangements. The  government  is  step- 
ping up  its  efforts  to  control  physician 
costs  by  encouraging  Medicare  recipi- 
ents to  enroll  in  HMOs.  In  a speech  to 
HMO  operators,  HHS  secretary,  Dr. 
Otis  R.  Bowen,  called  for  a dramatic  de- 
parture in  the  Medicare  system.  He 
stated  that  Medicare  participants 
should  have  a selection  of  health  insur- 
ance plans  including  a choice  of  prepaid 
plans.  To  achieve  this  Dr.  Bowen  and 
other  federal  officials  plan  to  introduce 
financial  incentives  to  stimulate  the 
growth  of  Medicare  HMOs. 

HMOs  are  based  on  negotiated  fees  in 
the  form  of  capitation  payments  to  pro- 
viders and  offer  the  advantage  of  shift- 
ing the  financial  risk  for  high  utilization 


from  the  insurer  to  the  provider. 

The  option  that  appears  to  be  in  favor 
with  both  the  government  and  the 
AMA  is  fee  schedules.  Congress  has 
mandated  the  development  of  fee  sched- 
ules and  as  the  first  step  in  this  process 
the  HCFA  has  initiated  studies  for  the 
development  of  a relative  value  scale 
(RVS).  The  RVS  will  be  used  to  rank  the 
difficulty  of  procedures  and  will  be  used 
with  other  information  to  set  payment 
levels.  At  this  point  regional  fee  sched- 
ules appear  to  be  more  popular  than 
a uniform,  national  fee  schedule.  Har- 
vard University  and  the  AMA  are  coop- 
erating in  a $2  million,  three  year  study 
to  produce  a relative  value  scale  for  200 
medical  and  surgical  procedures.  The 
AMA  is  participating  in  the  design  of 
the  study’s  methodology  and  supplying 
information  on  costs  of  providing  ser- 
vices, assessing  and  comparing  the 
technical  difficulty  of  the  different  ser- 
vices. 

According  to  an  AMA  staff  member, 
the  association’s  office  stance  on  new 
reimbursement  methods  is  in  favor  of 
indemnity  options,  incorporating  re- 
gional differences  in  practice  patterns 
and  costs  of  delivering  services.  The 
AMA  decided  to  particpate  in  the  RVS 
schedule  because  it  recognized  that 
changes  in  reimbursement  mechanisms 
were  imminent  and  because  a resource 
based  RVS  would  help  to  address  the 
cognitive  versus  procedural  services  is- 
sue, one  which  has  merit  in  the  associa- 
tion’s eyes. 

The  Physician  Payment  Review  Com- 
mision  (PPRC)  is  also  involved  in  fee 
schedule  development.  It  is  supposed  to 
report  to  Congress  on  the  progress  in 
this  area.  According  to  PPRC  Chair- 
man, Philip  Lee,  MD,  the  group  hopes 
to  “get  itself  well  informed”  on  the  sub- 
ject of  relative  value  scales.  He  added 
that  there  are  a number  of  approaches 
to  development  of  an  RVS  including: 

1.  Historical  charge  based  information, 

2.  Analysis  of  costs, 

3.  Consensus  decisions  by  panels  of 
physicians,  and 

4.  Fees  negotiated  by  the  government 
and  physicians. 

Although  fee  schedules  are  currently 
receiving  a lot  of  attention,  it  will  be 
some  time  before  they  could  be  imple- 
mented. The  relative  value  scale  must 
precede  the  fee  schedule  and  the  RVS 
will  be  available  by  1988  or  1989  at  the 
earliest.  Even  then  Dr.  Lee  does  not  see 
any  movement  away  from  present  reim- 
bursement methodologies  until  1995. 
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PMS  leaders  hear  of  change  in  medical  practice 


Discussions  on  health  care  by  na- 
tional speakers,  a series  of  workshops, 
and  a legislative  reception  were  part  of 
the  Society’s  PMS  Leadership  Confer- 
ence April  21  and  22  at  the  Hershey 
Lodge  and  Conference  Center.  Approxi- 
mately 350  physicians  and  guests  at- 
tended the  program,  which  focused  on 
the  physician’s  role  in  today’s  changing 
world  of  medicine. 

Changing  environment 

Author,  lecturer,  and  consultant  Wil- 
liam R.  Fifer,  MD,  opened  the  confer- 
ence with  a talk  on  “Playing  the  New 
Health  Care  Game.”  Dr.  Fifer  outlined 
five  major  changes  in  the  health  care  en- 
vironment that  are  affecting  the  prac- 
tice of  medicine:  an  increasing  supply  of 
physicians;  hospitals  consolidating  to 
maintain  market  shares;  informed  buy- 
ers who  are  demanding  data;  an  increas- 
ing variety  of  medical  entrepreneurs; 
and  the  growth  of  organizations  that 
are  fusions  between  insurance  entities 
and  providers. 

“Our  profession  must  remember  that 
it  is  a profession,”  Dr.  Fifer  said.  “We 
are  set  aside  from  other  occupations  by 
virtue  of  the  fact  that  we  are  self  gov- 
erning, self  disciplining,  and  that  we 
need  only  feedback  to  continue  to  im- 
prove our  performance.” 


Only  physicians  have  the  knowledge 
to  “analyze  medical  practice  in  a critical 
sense,”  he  said,  calling  on  the  Society’s 
members  to  maintain  control  of  medi- 
cine by  joining  together,  being  patients’ 
advocates,  allocating  resources  wisely, 
and  maintaining  quality.  Dr.  Fifer  is 
president  of  the  Minneapolis  health  con- 
sulting firm  of  Clayton,  Fifer  Associ- 
ates. 

Panel  sessions 

Following  Dr.  Fifer’s  talk,  a mock 
“Meet  the  Press”  question  and  answer 
period  featured  state  Secretary  of 
Health  N.  Mark  Richards,  MD,  Secre- 
tary of  Public  Welfare  John  White,  and 
Insurance  Commissioner  Constance  B. 
Foster. 

Dr.  Richards  said  he  supports  the  reg- 
ulations from  the  medical  boards  aimed 
at  preventing  abuse  of  amphetamines. 
“The  need  for  these  regulations  is 
great,”  he  said.  “A  physician  using 
these  drugs  appropriately  is  not  going 
to  be  overburdened  with  paperwork,” 
adding  that  patients  who  need  these 
drugs  for  legitimate  uses  will  be  most 
concerned  about  getting  an  appropriate 
cure.  He  said  he  did  not  feel  confiden- 
tiality was  an  issue  because  “the  state 
has  requested  confidential  information 
for  other  purposes,  and  confidentiality 


has  not  been  breached.” 

Dr.  Richards  also  said  he  supports  the 
report  of  the  Legislative  Budget  and  Fi- 
nance Committee  which  recommended 
continuing  the  certificate  of  need  pro- 
gram for  health  planning.  He  named  as 
priorities  expanding  the  health  depart- 
ment’s division  of  epidemiology  and  es- 
tablishing an  AIDS  (acquired  immune 
deficiency  syndrome)  information  unit. 

White  said  the  most  critical  problem 
for  the  Pennsylvania  Medical  Assis- 
tance program  is  “how  to  best  deliver 
services  to  people  who  most  need 
them."  He  cited  reduction  in  the  state’s 
infant  mortality  rate  and  insuring  qual- 
ity of  health  care  to  poor  people  as 
items  on  the  Department  of  Public  Wel- 
fare's agenda.  “It  is  imperative  that  we 
have  as  many  physicians  participating 
in  our  program  as  possible  so  that  we 
can  improve  on  the  availability  of  care 
to  poor  people  throughout  this  Com- 
monwealth,” White  said.  He  urged  phy- 
sicians to  work  with  his  department  to 
help  achieve  the  mutual  goal  of  higher 
reimbursement  levels  under  Medical 
Assistance. 

Foster  criticized  insurance  companies 
for  suppressing  rates  during  periods 
when  interest  rates  were  high.  “The 
double  effect  of  suppressed  rates,  which 
should  have  in  fact  been  going  up  as  a 
normal  underwriting  phenomenon  dur- 
ing that  time,  together  with  the  dra- 
matic reduction  in  the  investment  in- 
come, caused  the  insurance  companies 
to  ‘balance  the  scales’  with  dramatic 
rate  increases,  and  we  saw  a cutback  in 
the  availability  of  insurance,”  she  said. 
Foster  said  she  believes  this  was  the 
cause  of  the  last  liability  crisis.  She  said 
the  legislature  and  the  Insurance  De- 
partment are  “looking  for  ways  to 
soften  the  cycle”  of  fluctuating  interest 


Gordon  H.  Decked,  MD,  leads  a workshop  on  patient  communications  at  the  1987  Leadership  Conference.  Other  speakers,  from  left, 
are:  James  S.  Todd,  MD;  Timothy  J.  Michals,  MD;  John  W.  Lawrence,  MD;  R.  Robert  Tyson,  MD;  and  William  R.  Fifer,  MD. 
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BOARD  REVIEW  COURSE  IN 
CARDIOVASCULAR  DISEASE 


Presented  by 

PHILADELPHIA  HEART  INSTITUTE 

Presbyterian -University  of  Pennsylvania 
Medical  Center 

Co-sponsored  by  the  Council 
on  Clinical  Cardiology  of  the 

AMERICAN  HEART  ASSOCIATION 


September  28-October  1,  1987 

Sheraton  University  City  Hotel 
Philadelphia,  Pennsylvania 


Program  Directors: 

Bernard  L.  Segal,  M.D.  and  Richard  H.  Helfant,  M.D. 


Designed  to  prepare  the  physician  for  the  Board  Examination  in  Cardiovascular 
Disease,  the  course  will  offer  an  intensive  survey  and  update  regarding  our  current 
understanding  of  the  clinical  manifestations,  pathophysiology  and  treatment  of 
cardiovascular  disease. 


For  registration  information  contact: 

Linda  Camardo 
Philadelphia  Heart  Institute 

Presbyterian — University  of  Pennsylvania  Medical  Center 
39th  & Market  Streets,  Philadelphia,  PA  19104 

(215)  662-9084 


The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for  physicians.  The  University 
of  Pennsylvania  School  of  Medicine  designates  this  Continuing  Medical  Education  activity  for  34  credit 
hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 


rates  and  their  impact  on  malpractice 
insurance  premiums. 

She  said  she  was  “acutely  aware  of 
the  potential  savings  in  tort  reform” 
and  “aware  of  the  political  and  constitu- 
tional blockades  in  this  state  to  tort  re- 
form.” She  supports  reform  that  would 
make  “insurance  across  the  board  more 
affordable  and  available.” 

A discussion  session  on  balancing 
cost  and  quality  was  next.  Chairman  of 
the  Pennsylvania  Health  Care  Cost 
Containment  Council  Floyd  Warner; 
PMS  Representative  to  the  cost  con- 
tainment council  Timothy  J.  Michals, 
MD;  Pennsylvania  AFL-CIO  President 
Julius  Uehlein;  and  “Buy  Right”  con- 
sultant Robert  Holmen  debated 
whether  current  cost  containment  pro- 
grams are  threatening  the  quality  of 
care  being  offered. 

Warner  reviewed  the  Health  Care 
Cost  Containment  Council’s  start-up 
activities.  “We  pledge  to  you  that  we 
will  do  our  best  to  handle  the  data  we 
receive  professionally  and  wisely,”  he 
told  physicians. 

Dr.  Michals  spoke  about  the  new 
council  from  the  physician’s  perspec- 
tive. “As  the  leaders  of  Pennsylvania 


physicians,  we  must  become  familiar 
with  the  Health  Care  Cost  Containment 
Act— and  the  new  terminology  associ- 
ated with  it,”  he  said. 

Uehlein  said  quality  is  the  “number 
one  issue”  for  labor:  “At  no  time  will  we 
stand  by  and  allow  the  question  of  cost 
to  overcome  the  very  important  ele- 
ment of  quality.” 

Holmen,  as  associate  of  the  Center  for 
Policy  Studies  in  Minneapolis,  gave  an 
overview  of  the  Pennsylvania  Buy 
Right  Project,  the  three-year  education 
and  demonstration  project  for  contain- 
ing medical  care  costs,  endorsed  by  the 
Pennsylvania  Business  Roundtable, 
PMS,  and  the  Hospital  Association  of 
Pennsylvania.  The  project  is  being  con- 
ducted by  the  Center  for  Policy  Studies 
in  five  pilot  areas  across  the  state. 

Enhancing  communication 

Gordon  H.  Deckert,  MD,  professor 
and  lecturer  from  the  University  of 
Oklahoma,  gave  tips  for  thriving  in  a 
changing  environment  in  his  talk, 
“Winning  ...  it  starts  with  you.”  Dr. 
Deckert  said  the  two  qualities  needed 
for  survival  are  pertinacity— a refusal 
to  give  up— and  flexibility— the  ability 


to  adapt.  “If  we  wait  until  we  get  com- 
fortable with  something  to  effect 
change,  we  will  not  change,”  he  advised. 

John  W.  Lawrence,  MD,  chairman  of 
the  PMS  Council  on  Legislation, 
wrapped  up  the  general  session  with  a 
legislative  briefing.  A reception  honor- 
ing members  of  the  Pennsylvania  Gen- 
eral Assembly  capped  the  first  day  of 
the  conference,  giving  physician  leaders 
an  opportunity  to  discuss  concerns  per- 
sonally with  individual  legislators. 

The  second  day  opened  with  a break- 
fast meeting  featuring  former  AMA 
president  Edward  R.  Annis,  MD.  In  a 
talk  on  “Enhancing  the  Doctor-Patient 
Relationship,”  Dr.  Annis  stressed  lis- 
tening to  and  talking  with  patients  to 
find  out  about  their  concerns  and  reas- 
sure them  that  physicians  are  their  ad- 
vocates. “We  must  anticipate  the  future 
to  insure  that  short-term  measures  to 
control  costs  do  not  jeopardize  long- 
term quality  care.  We  need  allies — 
strong  allies.  They  are  available  if  we  re- 
establish the  strong  doctor-patient 
relationships  enjoyed  by  our  predeces- 
sors in  the  profession,”  he  said. 

Workshops  offered 

Following  breakfast,  five  one-hour 
workshops  were  conducted.  Topics  in- 
cluded “Building  an  Effective  County 
Medical  Society,”  “The  Regulatory 
Process— How  it  Works,”  and  “Tech- 
niques for  Improving  Patient  Commu- 
nications.” William  L.  Trombetta  JD, 
PhD,  presented  a workshop  on  factors 
to  look  at  when  deciding  about  partici- 
pation in  alternative  delivery  systems. 
Trombetta  is  a principal  consultant  for 
the  Health  Care  Group,  Bala  Cynwyd. 
Stephen  P.  Nash,  Esq.,  directed  a work- 
shop on  building  models  to  assure  phy- 
sicians’ leadership  in  balancing  eco- 
nomic and  clinical  perspectives  in 
emerging  health  plans.  He  is  the  presi- 
dent of  Nash  and  Company,  a Pitts- 
burgh firm  that  provides  planning  ser- 
vices to  the  health  care  industry. 

The  conference  closed  with  a lun- 
cheon. AMA  Deputy  Executive  Vice 
President  James  S.  Todd,  MD,  spoke  on 
leadership.  “Every  one  of  us  is  a leader 
in  one  sense  or  another,”  he  said.  “We 
need  to  hone  our  leadership  skills.  Each 
one  of  us,  individually  and  collectively, 
can  make  a significant  contribution  to 
what  happens  to  our  futures.” 

Audio  cassette  tapes  of  speakers  and 
workshops  are  available  for  $5  each. 
Call  the  PMS  Communications  Depart- 
ment at  (717)  763-7151  for  a complete 
listing  or  to  place  an  order. 


Posters  on  infection  control  wanted  for  symposium 

In  an  effort  to  stimulate  the  exchange  of  ideas  on  infection  control,  the  Pennsylvania 
chapters  of  the  Association  for  Practitioners  in  Infection  Control  (APIC)  have  issued  a 
call  for  posters.  A poster  session  will  be  part  of  the  Sixth  Annual  Pennsylvania  Infection 
Control  Symposium,  scheduled  for  October  29  and  30,  1987,  at  the  Marriott  Hotel,  Harris- 
burg. APIC  and  the  Pennsylvania  Department  of  Health  are  sponsors. 

Material  for  the  poster  session  may  include  research,  teaching  methods,  and  concepts 
or  devices.  The  deadline  for  submission  of  materials  is  September  1.  For  more  informa- 
tion, contact  Jessica  Lapey,  Pennsylvania  Infection  Control  Symposium,  Sacred  Heart 
Medical  Center,  Ninth  and  Wilson  Streets  Chester  19013;  telephone  (215)  494-0700,  ex- 
tension 4228. 
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This  patient  should  be 
in  bed,  not* 


With  MDRx  your  patients  don’t  have  to 
wait  in  line  at  the  pharmacy,  coughing  and 
sneezing,  just  to  get  their  prescriptions 
filled.  They  don’t  even  have  to  make  the 
extra  trip. 

MDRx  provides  you  with  everything 
necessary  to  dispense  the  medicines  that 
you  prescribe— right  in  your  own  office. 
From  MDRx’s  13,000  drug  formulary  you’re 
supplied  with  precisely  the  national  brand 
name  and  top-quality  generic  drugs  that 
you  require.  No  substitutions.  And,  since 
MDRx  medications  are  competitively 
priced,  your  patients  get  the  right  medi- 
cines at  the  right  price. 

All  pharmaceuticals  are  prepackaged, 
labeled  and  child  and  tamper  proof  to 
meet  FDA  and  DEA  requirements.  And, 
MDRx’s  unique,  4-part  label  makes  record 
keeping  simple.  For  you  and  your  patient. 

It  is  estimated  that  up  to  30%  of  all 
prescriptions  are  never  filled,  undermining 
drug  therapy.  MDRx  helps  enhance  patient 
compliance  with  a prescribed  medication 
regimen  because  your  patients  actually 
take  their  medications  with  them  when 
they  leave  your  office. 

There  are  many  benefits  to  dispensing 
the  medicines  that  you  prescribe.  Let  us 
introduce  you  to  MDRx’s  simplified  system 
of  quality  patient  care  and  service.  Call 
MDRx,  toll-free,  at  1-800-334-7215  for  more 
information.  Or  write  MDRx,  Inc.  at 
3330  N.  Second  St.,  Phoenix,  AZ  85012, 
(602)  235-9303. 


It’s  just  good  medicine. 


newsfronts 


Help  line’s  first  year:  1,200  calls  logged 


The  Pennsylvania  Medical  Society’s 
toll-free  medical  economics  help  line  is 
one  year  old.  During  the  first  year  the 
line  was  open,  approximately  1,200 
calls  were  received,  and  staff  members 
fielded  questions  about  billing,  reim- 


bursement, utilization,  and  policy. 

For  members  of  PMS,  the  line  pro- 
vides a link  with  staff  who  can  help  with 
problems  related  to  medical  economics. 
Callers  on  the  line  (1-800-228-7823)  are 
connected  to  William  Orner,  the  Socie- 


ty’s director  of  economic  affairs;  or 
Richard  Orlandi  or  Barbara  Layne, 
both  assistant  directors  of  economic  af- 
fairs. 

“The  line  is  answered  by  a ‘live  voice,’ 
not  a taped  message,”  emphasized  Or- 
landi. “The  calls  come  directly  to  our  of- 
fices; they  are  not  transferred  here— 
thus,  the  number  provides  a quick  and 
direct  source  of  help  for  physicians.  Of- 
ten we  can  answer  a caller’s  question  on 
the  spot.”  The  line  operates  Monday 
through  Friday  from  8 a.m.  until  12 
noon,  and  from  1 p.m.  to  4 p.m. 

In  the  first  year  of  operation,  calls 
from  all  across  the  state  came  in  at  an 
average  rate  of  100  per  month— or  four 
to  five  a day.  The  questions  most  often 
asked  concerned  the  federal  OBRA 
(Omnibus  Budget  Reconciliation  Act  of 
1986)  legislation,  Orlandi  said.  In  gen- 
eral, 60  percent  of  the  questions  asked 
are  related  to  Medicare  and  30  percent 
to  Blue  Shield  regulations.  Other  issues 
make  up  about  10  percent  of  calls,  he 
said. 

Some  of  the  questions  require  re- 
search. In  these  cases,  the  staff  member 
investigates  the  problem  and  reports 
back  to  the  caller  later.  “About  three  in 
ten  calls  require  additional  work.  Occa- 
sionally we  need  the  caller  to  send  us 
more  information,  or  we  must  contact 
one  of  the  carriers  to  get  information,” 
Orlandi  said,  adding  “our  rapport  with 
the  carriers  has  been  excellent.” 

Each  call  is  logged,  and  monthly  re- 
ports from  the  log  book  serve  as  “ba- 
rometers of  pertinent  issues,”  Orlandi 
said.  “If  we  receive  a large  number  of 
calls  on  any  one  issue,  we  can  then 
think  about  addressing  it  in  one  of  the 
Society’s  publications,  or  in  some  other 
way.” 

Last  December,  the  line  also  was  used 
to  gather  documentation  from  physi- 
cians who  experienced  problems  getting 
maximum  allowable  actual  charge 
(MAAC)  data  from  carriers  in  order  to 
make  Medicare  participation  decisions. 
This  information  was  furnished  to  the 
American  Medical  Association  for  use 
in  their  lawsuit  against  the  U.S.  De- 
partment of  Health  and  Human  Ser- 
vices. 

“We  are  thinking  about  other  ways 
the  help  line  can  be  useful,”  Orlandi 
said. 


Hospital  Medical  Staff  Section  meets 


The  Society’s  Hospital  Medical  Staff 
Section  (PMS-HMSS)  held  its  sixth  as- 
sembly meeting  April  21,  prior  to  the 
start  of  the  1987  Leadership  Confer- 
ence. More  than  75  representatives 
from  hospital  medical  staffs  across  the 
state  attended  the  program  at  the 
Hershey  Lodge  and  Convention  Center, 
Hershey. 

Chairman  of  the  section’s  governing 
council,  Lee  H.  McCormick,  MD, 
opened  the  meeting  with  an  update  on 
the  section’s  activities  and  goals.  He 
also  discussed  current  medical  staff  is- 
sues, including  the  activities  of  peer  re- 
view organizations,  hospital  advertis- 
ing, and  collection  and  dissemination  of 
data.  Pointing  out  that  there  are  both 
positive  and  negative  sides  to  changes 
now  taking  place,  Dr.  McCormick  urged 
physicians  to  “constantly  be  aware  of 
new  events  that  are  occurring,”  and  to 
“continue  to  be  involved”  in  working 
for  positive  changes.  Dr.  McCormick 


State  adds  to  formulary 

The  Pennsylvania  Department  of 
Health  has  added  11  drugs  to  the 
state’s  generic  drug  formulary. 

Jack  B.  Ogun,  director  of  the  Health 
Department’s  Division  of  Drugs,  De- 
vices, and  Cosmetics,  said  the  newly  ap- 
proved formulations  include  a generic 
version  of  Darvocet-N  (propoxyphene 
napylate  and  acetaminophen). 

Other  drugs  that  have  been  added  to 
the  list  are:  Lasix  (furosemide);  Dipro- 
sone  (betamethasone  diproprionate  lo- 
tion); Haldol  (haloperidol);  Sinequan 
(doxepin);  Demeral  (meperidine  hydro- 
chloride); Reglan  (metoclopramide  hy- 
drochloride); Doxidan  (docusate  cal- 
cium danthron);  Viorform  (iodochlorhy- 
droxyquin  cream);  Quinamm  (quinine 
sulphate);  and  Theolair  (theophylline 
oral  solution). 


also  serves  the  HMSS  as  its  representa- 
tive on  the  PMS  Board  of  Trustees. 

A presentation  on  “The  Medical  Staff 
and  PRO  Sanctions”  followed  the  chair- 
man’s address.  Christopher  A.  Damon, 
director  of  the  Department  of  Health 
Care  Review  for  the  AMA,  and  Donald 
E.  Harrop,  MD,  president  of  the  Key- 
stone Peer  Review  Organization  spoke 
during  this  part  of  the  program. 

Serving  with  Dr.  McCormick  on  the 
HMSS  governing  council  are  Edward 
H.  Dench  Jr.,  MD,  State  College;  Mi- 
chael J.  Prendergast,  MD,  York;  Fran- 
cis S.  Kleckner,  MD,  Allentown;  Wil- 
liam H.  Mahood,  MD,  Abington; 
J.  Walter  Valenteen,  MD,  Ridley  Park; 
and  James  G.  Pitcavage,  MD,  Sewick- 
ley. 

PMS  video  airs  in  east 

Another  public  television  station— 
WVIA  Channel  44,  Pittston— has 
agreed  to  air  “Preserving  Tradition, 
Embracing  Change,”  the  program  that 
explores  and  analyzes,  from  the  physi- 
cian’s perspective,  the  significant  issues 
facing  health  care  nationwide. 

Residents  of  Northeastern  Pennsyl- 
vania will  be  able  to  see  this  program  on 
Monday,  June  22,  at  10:30  p.m. 

This  29-minute  video,  narrated  by 
Martin  Landau,  examines  patient  ex- 
pectations, cost,  new  technology,  reim- 
bursement mechanisms,  uncompen- 
sated care,  medical  liability,  and  the 
government’s  affect  on  health  care  de- 
livery. It  has  been  customized  for  PMS 
from  an  original  produced  by  the  Okla- 
homa State  Medical  Society. 

Posters  promoting  this  program  are 
being  prepared  for  display  in  physi- 
cians’ offices  in  the  several  counties 
where  WVIA  is  received.  These  posters 
will  be  sent  to  physicians  in  these  coun- 
ties with  the  request  that  they  display 
them  in  their  reception  areas. 
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Pennsylvania 

Hospital 


Breast  Cancer: 
Detection  and  Management 

Presented  By:  THE  DEPARTMENT  OF  RADIOEOGY 

June  26,  1987 
4:00  to  6:30  PM 
Theater  I 

Pennsylvania  Hospital 
Eighth  and  Spruce  Streets 
Philadelphia,  PA 

Breast  Cancer  Detection 

Daniel  B.  Kopans,  MD 
Department  of  Radiology 
Massachusetts  General  Hospital 
Head,  Breast  Imaging  Section 

Management  of  Patients  with  Breast  Cancer 

Radiation  Oncology  John  R.  Glassburn,  MD 

Pennsylvania  Hospital 

Surgery  David  L.  Paskin,  MD 

Pennsylvania  Hospital 

Chemotherapy  David  M.  Mintzer,  MD 

Pennsylvania  Hospital 

Breast  Reconstruction  Harvey  M.  Rosen,  MD 

Pennsylvania  Hospital 

There  will  be  an  open  house  at  the  Breast  Imaging  Center  following  the 
presentations  and  a reception  in  the  Gallery  Pavilion  adjacent  to  the  Center. 

Approved  for  Category < 1 CME  credits 

For  further  information,  contact  Carolyn  E.  Parry,  MD,  829-3201 
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Student  trustee  values  organized  medicine 


Karen  K.  Davis 

“No  question  about  it,  I will  be  in  or- 
ganized medicine  throughout  my  ca- 
reer,” said  Bernie  F.  Kennetz,  a Pitt  stu- 
dent who  was  elected  to  represent  the 
Medical  School  Section  on  the  PMS 
Board  of  Trustees.  Although  he  is  only 
a freshman  in  medical  school,  Kennetz 
had  a desire  to  participate  in  organized 
medicine  from  the  time  he  enrolled  at 
the  University  of  Pittsburgh. 

“When  I was  accepted  at  Pitt,  I knew 
I wanted  to  be  involved  in  some  type  of 
activity,  but  I didn’t  know  what.  After 
my  acceptance,  the  university  sent  me 
an  information  packet  which  included 
literature  on  the  AMA  and  its  affiliated 
organizations.  That  was  my  introduc- 
tion to  organized  medicine,  and  I knew 
I was  going  to  be  a member,”  he  said. 

He  joined  the  county  and  state  soci- 
eties and  the  AMA.  As  a relatively  new 
medical  student  member,  he  attended 
his  section’s  meeting  during  the  PMS 
Annual  Meeting  last  October.  “I  sat  in 
on  the  meeting,  and  I enjoyed  the  inter- 
action and  the  debating.  When  the  topic 
of  elections  came  up,  I learned  that 
some  positions  were  open,  including  the 
position  of  medical  student  trustee.” 
Kennetz  expressed  interest,  was  nomi- 
nated, and  elected. 

Not  a typical  freshman 

“This  is  my  first  office,”  he  said. 
“Normally  a third  year  student  would 
be  elected  trustee,  after  first  sitting  on 
some  committees  in  the  Medical  Stu- 
dent Section.”  However,  in  his  election 
to  the  PMS  Board,  and  in  other  ways 
Kennetz  is  not  a typical  first  year  medi- 
cal student.  Before  entering  Pitt,  he 
taught  biology,  coached  football  and 
track,  worked  in  a research  center,  was 
a pilot  in  the  U.S.  Navy,  and  worked  in 
communications. 

Kennetz  grew  up  in  Pittsburgh  and 
graduated  from  Canevin  High  School 
there  in  1971.  He  left  the  city  to  earn  his 
bachelor’s  degree  in  biology  at  Ken- 
tucky Wesleyan  College  and  returned  to 
Pittsburgh  to  teach  at  South  Hills 
Catholic  High  School.  At  the  high 
school,  he  coached  football  and  track. 
“It  was  good  for  me  to  be  on  the  other 
side  of  the  desk,”  he  said  of  his  teaching 
experience.  “I  found  myself  saying 


things  I had  heard  as  a student— and 
they  were  actually  true!” 

Learning  to  fly 

Teaching  led  him  to  the  Navy.  “While 
I was  a teacher,  the  Navy  sent  bro- 
chures to  distribute  to  the  high  school 
students.  I thought  the  programs  pro- 
moted in  the  brochures  looked  interest- 
ing, so  I went  myself  get  more  informa- 
tion. The  recruiter  I talked  to  was  a 
pilot  for  the  Navy,  and  by  talking  to 
him  I became  interested  in  that  specific 
program.” 

Before  enlisting  in  the  Navy,  Kennetz 
worked  for  eight  months  in  the  cancer 
research  unit  of  Allegheny  General 
Hospital.  “I  really  liked  the  research 
work,  and  I was  thinking  about  contin- 
uing my  education  in  immunology.  At 
the  same  time  I had  taken  the  test  for 
the  Navy,  and  I received  word  that  I 
had  been  accepted  in  the  flight  pro- 
gram. This  represented  a division  in  the 
road  for  me.  I decided  in  favor  of  flying 
first  because  there  is  an  age  restriction 
for  flying  in  the  Navy.  So  I made  my 
decision,  with  the  idea  of  going  back  to 
school  after  the  Navy,  and  thinking  that 
one  day  I’d  want  to  go  into  medicine.” 

Kennetz  served  for  eight  years  in  the 
Navy.  Three  of  those  years  were  spent 
as  part  of  the  National  Science  Founda- 
tion Antarctic  Research  Program.  “We 
were  stationed  in  California  and  had  a 
detachment  for  six  months  out  of  the 
year  in  Christchurch,  New  Zealand. 
From  there  we  would  fly  to  Antarctica 
to  supply  the  various  stations.”  In  addi- 


tion, Kennetz  and  the  other  Navy  pilots 
flew  grid  patterns  to  take  air  samples 
that  led  to  the  discovery  of  the  break  in 
the  ozone  layer  above  Antarctica.  Dur- 
ing this  time  he  was  selected  to  be  a Na- 
val Exchange  Pilot.  “I  flew  for  a period 
of  time  with  the  Royal  New  Zealand  Air 
Force  and  one  of  their  pilots  was  chosen 
to  fly  with  the  U.S.  Navy.” 

Next,  his  orders  took  him  back  to 
Pensacola,  Florida,  where  Kennetz  was 
an  instructor  in  the  Navy’s  flight  pro- 
gram. In  Florida,  he  began  planning  for 
his  medical  education  by  completing  ad- 
ditional college  courses  and  taking  the 
Medical  College  Admission  Test 
(MCAT). 

In  his  spare  time,  he  modeled  for  a 
Florida  agency  and  appeared  in  a na- 
tional television  commercial,  did  some 
radio  spots,  and  hosted  several  variety 
shows  featuring  local  personalities. 
This  communications  work  led  him  to 
be  chosen  as  the  Navy’s  master  of  cere- 
monies for  the  Bob  Hope  Show,  when  it 
was  presented  to  naval  aviation  crews 
in  Pensacola.  “We  had  to  do  a lot  of 
ground  work  before  the  show  to  make 
sure  the  equipment  was  in  order  and  the 
stage  was  properly  set  up.  Then  during 
the  show  itself,  I introduced  the  acts,” 
Kennetz  recalled. 

Transition  to  medicine 

Making  the  transition  from  Navy  pi- 
lot to  medical  student  took  some  time, 
Kennetz  said.  “The  transition  was 
tough  for  me.  I had  to  go  from  being  a 
free  spirit  to  budding  down  to  study. 
Back  then  I would  check  out  an  air- 
plane to  fly  to  California  for  the  week- 
end; now  I find  I’m  taking  myself  into 
school  to  study  for  the  weekend! 

“It’s  still  early  for  me  to  have  impres- 
sions of  medical  school,  since  I 'm  only  a 
first  year  student.  The  volume  of  mate- 
rial to  be  learned  impresses  me  most. 
There  is  so  much  more  work  to  cover 
than  in  the  undergraduate  experience;  I 
have  to  spend  a lot  of  time  studying.” 

Medical  students  often  forgo  activi- 
ties in  order  to  master  the  large  volume 
of  information,  Kennetz  said,  citing  this 
as  one  reason  many  students  do  not 
participate  in  organized  medicine.  “It’s 
an  understandable  reason.  Each  person 
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ALLEY 

MEDICAL 

MANAGEMENT 


The  U.S.  health  care  system  is  undergoing  fundamental  and  lasting  change  driven  by 
cost-containment  pressures  exerted  by  public  programs,  private  businesses,  and  consumers. 
While  the  outlines  of  this  change  are  still  emerging,  it  will  result  in  major  shifts  in  the  financ- 
ing, delivery,  and  structure  of  the  health  care  system. 

The  most  important  characteristic  of  skillful  management  in  a changing  environment  is  the 
ability  to  anticipate  change.  VALLEY  MEDICAL  MANAGEMENT  is  a contract  management 
firm  engaged  in  the  administration  of  the  business  and  financial  affairs  of  medical  practices 
which  possesses  the  necessary  skill  to  perform  the  following  management  services. 

• Reimbursement  maximization  and  structure 

• Setting  up,  planning,  directing,  structuring,  and  marketing 

• Accounting 

• Physician  recruitment 

We  have  one  goal  in  mind,  and  that's  to  maximize  our  clients'  financial  security  and  per- 
sonal net  worth.  Call  us. 

166  HANOVER  ST.,  SUITE  103  WILKES-BARRE,  PA  18703  (717)  825-6234 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 

OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc..  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Pennsylvania  HERPECIN-L  is  available  at  all  Eckerd,  Rea  & Derick, 
Revco,  RiteAid  and  Thrift  and  other  select  pharmacies. 
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has  to  make  his  own  decision  about  how 
to  spend  his  time.'’ 

“Almost  daily  when  I pick  up  a news- 
paper, or  listen  to  the  radio,  I hear 
about  pending  legislation  that  will  af- 
fect physicians  in  the  future,”  he  went 
on.  “That  is  one  reason  why  I wanted  to 
join  organized  medicine,  and  why  I 
would  like  to  see  more  students  join. 
PMS  and  the  AM  A are  the  blocks  from 
which  we  move  together  in  the  legisla- 
tive area  and  in  other  areas  to  stay  in 


control  of  medicine.  It  is  imperative  to 
recruit  as  many  young  physicians  and 
medical  students  as  possible,  because 
those  who  join  when  they  are  young 
usually  continue  to  be  members 
throughout  their  lives.” 

As  a first  year  student,  Kennetz 
won’t  yet  predict  which  field  of  medi- 
cine he  will  choose.  He  does  foresee  that 
his  generation  of  physicians  will  have  to 
reconcile  ethics  and  technology.  “The 
ethics  problems  we  see  now  are  going  to 
become  even  more  prevalent— since 
technology  has  advanced  to  the  point 
where  people  can  be  kept  alive  by  ma- 


chines, possibly  with  a low  quality  of 
life.  We  are  hearing  a lot  about  cost  ef- 
fectiveness now.  When  do  you  stop 
medical  care?  Decisions  are  going  to 
have  to  be  made  on  issues  in  such  areas 
as  reproduction,  gene  research,  and  ter- 
mination of  life.” 

The  experience  he  is  getting  in  PMS 
will  help  him  to  adjust  to  the  inevitable 
changes  the  future  holds,  Kennetz  said, 
“I  want  to  get  my  feet  wet  now  and  see 
how  the  system  works,  so  that  later  on, 
as  a physician,  I may  be  able  to  control 
some  of  the  factors  that  affect  the  way  I 
will  practice  medicine.” 
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Doctor! 

Thinking  about  automating  your  office? 
Don’t  invest  in  old  technology,  discover 

Pulse  Point 

Orion’s  Total  Office  Management  System 

Put  these  outstanding  features  to  work  in  your  office 


* Patient  History 

* Office  Visit  Documentation 

* Insurance  Billing 

* Electronic  Claim  Transmission 

* Patient  Billing 

* Precalculated  Balance  Billing 

* Update  of  Insurance  Charges 

* Practice  Analysis  Reports 

* Check  Printing 

* Bank  Statement  Reconciliation 

* Daily  Bank  Deposit  Ticket 

* Medical  Database  Access 


* Electronic  Scheduling 

* Word  Processing 

* Accounts  Receivable 

* Accounts  Payable 

* Patient  Recall 

* Aged  Receivables 

* Access  Security 

* Financial  Analysis 

* Budgeting 

* Electronic  Code  Lists 

* Daily  Income  Statement 

* Multi-user  Network 


Orion’s  system  is  so  easy  to  use,  even  for  the  first  time  computer  user,  yet 
it  utilizes  the  most  powerful  microcomputer  system  available.  Our  training 
program  ensures  that  your  staff  will  be  comfortable  and  proficient.  All 
this  at  an  unbelievably  low  price.  Call  us  today!  Free  consultation  and 
demonstrations  at  your  office. 


Orion  Systems 
38  Dew  Drop  Road 
York,  PA  17403 
Phone:  (717)  757-7721 


ORION 
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hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 


The  original  hydrocodone  analges 


from  pain 

Just  one  part  of 
pain  relief  therapy. 

Vicodin®  provides  greater 


. 

COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS  | 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION 

EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE  X 

X 

X 

X 

X 

OXYCODONE  XX 

XX 

XX 

XX 

XX 

Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB.  The 
medical  approach  to  management  of  pain  caused  by  cancer.  Semin  Oncol  1975, 
2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 
management.  "Ann  Intern  Med"  1980;  93;  588-96. 

+ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codei  ne.1 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.2 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


Specify  " Dispense  as  written  " for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 


Drug  Abuse  and  Dependence : VICODIN ' is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III)  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  nypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery,  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease 
Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  hiqher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to -the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 

Revised,  April  1982. 

1.  Hopkmson  JH  III:  Curr  Ther Res  24:  503-516.  1978 

2.  Beaver,  WT  Arch  Intern  Med,  141:293-300,  1981. 

Knoll  Pharmaceuticals 

A Unit  of  BASF  K&F  Corporation 
Whippany,  New  Jersey  07981 


BASF  Group 
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ia  mean  you're  backed  up?  I'll  show  you  backed  up.' 


You  didn’t  go  through  all  those  years  of  medi- 
cal school  just  to  wait  on  tables.  Which  is  why 
Enochs  delivers  examining  room  furniture 
quicker  than  anyone  else.  We  deliver  when  we 
say  we’ll  deliver.  Honest.  In  fact,  we  do  every- 
thing we  can  to  make  sure  you're  taken  care  of. 
There  is  a difference  in  examining  room  furni- 
ture. And  examining  room  furniture  companies. 
Call  1-800-428-2305  today  for  the  nearest 
Enochs  dealer.  After  all,  buying  the  wrong 
examining  room  furniture  is  no  laughing  matter. 


Excel  #71 


ENOCHS 

Examining  room  furniture  worth  examining. 


Do  you  know  someone  who  needs  nursing  care 
in  their  home?  _ _ _ 

We  have  a 
special  person  to 
take  care  of  your 
special 
person. 

Up 

Medical  Personnel  Pool 


Are  your  patients  entitled  and/or  eligible  for 
Medicare  benefits’  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis- 
abled for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home 


LIBRIUM®  @ 

chlordiazepoxide  HCI/Roche 
5-mg,  10-mg,  25-mg  capsules 
Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders; 
short-term  relief  of  anxiety  symptoms,  acute  alcohol 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety.  Usually  not  required  for  anxiety  or 
tension  associated  with  stress  of  everyday  life.  Effi- 
cacy beyond  four  months  not  established  by  sys- 
tematic clinical  studies.  Periodic  reassessment  of 
therapy  recommended. 

Contraindications:  Known  hypersensitivity  to  the 
drug. 

Warnings:  Warn  patients  that  mental  and/or  physicc 
abilities  required  for  tasks  such  as  driving  or  operat- 
ing machinery  may  be  impaired,  as  may  be  mental 
alertness  in  children,  and  that  concomitant  use  with 
alcohol  or  CNS  depressants  may  have  an  additive 
effect.  Though  physical  and  psychological  depen- 
dence have  rarely  been  reported  on  recom- 
mended doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might 
increase  dosage  Withdrawal  symptoms  (including 
convulsions)  reported  after  abrupt  cessation  of 
extended  use  of  excessive  doses  are  similar  to  those 
seen  with  barbiturates.  Milder  symptoms  reported 
infrequently  when  continuous  therapy  is  abruptly 
ended.  Avoid  abrupt  discontinuation;  gradually 
taper  dosage. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  tc  or  do  become  pregnant. 
Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six.  limit  to  smallest  effective  dosage 
(initially  10  mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as  needed  dnd 
tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such 
as  MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  (e  g , excite- 
ment, stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of 
impending  depression,  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants,  causal  relationship  has  not 
been  established  clinically.  Due  to  isolated  reports 
of  exacerbotion,  use  with  caution  in  patients  with 
porphyria. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confu- 
sion may  occur,  especially  in  the  elderly  and  debili- 
tated. These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  dnd  hepatic 
dysfunction  have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum 
beneficial  effects.  Oral-Adults:  Mild  and  moderate 
anxiety  disorders  and  symptoms,  5 or  10  mg  t i.d  or 
q i d.:  severe  states,  20  or  25  mg  tid  or  q.i.d  Geriatric 
patients:  5 mg  b id  to  q. i d (See  Precautions.) 
Supplied:  librium1^  (chlordiazepoxide  HCI/Roche) 
Capsules.  5 mg,  10  mg  and  25  mg-bottles  of  100 
and  500;  Tel-E-Dose1'1  packages  of  100,  available  in 
boxes  of  4 reverse-numbered  cards  of  25,  and  in 
boxes  containing  10  strips  of  10.  Libritabs®  (chlor- 
diazepoxide/Roche)  Tablets.  5 mg  and  10  mg -bottle: 
of  100  and  500, 25  mg-bottles  of  100.  With  respect 
to  clinical  activity,  capsules  and  tablets  are  indistin- 
guishable. p | 0286 
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There’s  never  been  a better  time  for  her.. 


Proven  benefits  beyond  rebef 
of  vasomotor  symptoms 


and  PREMARIN 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis1  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-  term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.2 


PREMARIN- 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 

Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms  and 
for  osteoporosis 

PREMARIN 

(conjugated  estrogens  tablets) 

0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


For  atrophic  vaginitis 


PREMARIN’ 

(conjugated  estrogens) 


Vaginal 

Cream 

0.625  mg/g 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION , SEE  PACKAGE 
CIRCULARS ) 

PREMARIN*  Brand  ol  conjugated  estrogens  tablets,  USP 

PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream,  In  a nonliquelylng  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  independent,  case-controlled  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  tor  more  than  one  year  This  risk  was  independent 
ot  the  other  known  risk  factors  for  endometrial  cancer  These  studies  are  further  supported  by  the  finding 
that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  difterent  areas  ot  the 
United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  lo  the 
rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case-controlled  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  ot  these  tindings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment 
is  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  lo  determine  the 
need  for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important.  In  all  cases  of  undiagnosed  persislent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  oul  malignancy  There  is  no  evidence  at  present 
that  “natural”  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equi-estrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progeslogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  lemales  exposed  in  utero  lo  diethylstilbestrol.  a nonsteroidal 
estrogen,  have  an  increased  risk  of  developing,  in  later  life,  a lorm  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures. 
Furthermore,  a high  percentage  ol  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  Ihe  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  il  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  lo  lemale  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb-reduction  detects  One  case-conlrolled  study 
estimated  a 4 7-fold  increased  risk  ol  limb-reduction  defects  in  infants  exposed  in  utero  to  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened 
abortion)  Some  ot  these  exposures  were  very  short  and  involved  only  a tew  days  ot  treatment  The  dala 
suggest  that  the  risk  of  limb-reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1,000  In  Ihe 
past,  female  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion.  There  is  considerable  evidence  that  estrogens  are  inettective  for  these  indications,  and  there  is  no 
evidence  from  well-controlled  studies  that  progeslogens  are  effective  for  these  uses  If  PREMARIN  is  used 
during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ot  the 
potential  risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  ol  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine  It  contains  esirone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  ol  17a-estradiol, 
equilenin,  and  17a-dihydroequilenin  as  sails  of  their  sulfate  esters  Tablets  are  available  in  0 3 mg,  0 625  mg,  0 9 
mg,  1.25  mg,  and  2.5  mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP)  Moderate-lo-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  thal  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass)  Atrophic  vaginitis  Kraurosis  vulvae  Female  castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  Irealment  of  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  lor  the  specific  indication  should  be 
utilized  Studies  ol  the  addition  ot  a progestin  lor  7 or  more  days  ol  a cycle  of  estrogen  administration  have 
reported  a lowered  incidence  ot  endometrial  hyperplasia  Morphological  and  biochemical  studies  ol  Ihe 
endometrium  suggest  that  10  to  13  days  of  progestin  are  needed  lo  provide  maximal  maturation  of  the 
endometrium  and  to  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial 
carcinoma  has  not  been  clearly  established  There  are  possible  additional  risks  which  ..lay  be  associated  with  the 
inclusion  of  progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS.)  The  choice  ot  progestin  and 
dosage  may  be  important;  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions: 
1 Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  lor  metastatic 
disease.  2.  Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning).  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ol  breast  or  prostalic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  ol  endometrial  carcinoma  (see  Boxed  Warning). 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  of  breast  cancer  in  postmenopausal 
women  A recent  study  has  reported  a 2-  to  3-lold  increase  in  the  risk  of  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens. 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  lo  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  tor  postpartum  breast  engorgement  Users  ot  oral 
contraceptives  have  an  increased  risk  ol  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction.  Cases  of  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users.  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives.  II  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  ot  thromboembolism,  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use.  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated 
estrogens  per  day),  comparable  to  those  used  to  treat  cancer  of  the  proslate  and  breast,  have  been  shown  to 
increase  the  risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism,  and  thrombophlebitis  When  doses  ot 
this  size  are  used,  any  of  the  thromboembolic  and  thrombotic  adverse  etfecls  should  be  considered  a clear  risk. 


Benign  hepatic  adenomas  should  be  considered  in  eslrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ol  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  eslrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  lo  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  lamily  history  should  be  taken  prior  to  Ihe 
initiation  of  any  estrogen  therapy  with  special  reference  lo  blood  pressure,  breasts,  abdomen,  and  pelvic  organs 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  tor  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dystunction,  require  careful  observalion  Certain  patients  may 
develop  manifestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding 
maslodynia,  etc  Prolonged  administration  of  unopposed  eslrogen  therapy  has  been  reported  to  increase  the  risk 
of  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  lo  be  associated  with  an  increased 
incidence  ol  mental  depression  Patients  with  a history  ol  depression  should  be  carefully  observed  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  eslrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  If  laundice  develops  in  any  patient  receiving  estrogen,  Ihe 
medication  should  be  discontinued  while  Ihe  cause  is  investigated  Estrogens  should  be  used  with  care  in 
patients  with  impaired  liver  function,  renal  msulticiency,  metabolic  bone  diseases  associated  with  hypercalcemia 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete  II  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  etlects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  of  estrogen 
a Increased  sullobromophthalem  retention 

b Increased  prothrombin  and  factors  VII.  VIII.  IX.  and  X.  decreased  antithrombin  3,  increased  norepinephrine- 
induced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T.  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG.  free  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 
h Increased  serum  triglyceride  and  phospholipid  concentration 

As  a general  principle,  the  administration  ot  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  ot  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
the  Irequency  ot  carcinomas  ot  the  breast,  cervix,  vagina,  and  liver  However,  in  a recent,  large  case-controlled 
study  ot  postmenopausal  women  there  was  no  increase  in  risk  of  breasl  cancer  with  use  ol  conjugated  estrogens 
ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  con- 
traceptives; breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like 
syndrome,  amenorrhea  during  and  alter  treatment,  increase  in  size  ol  uterine  fibromyomata,  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  of  cervical  secretion,  cystitis-like  syndrome,  tenderness,  enlargement, 
secretion  (of  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice,  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  multitorme,  erythema  nodosum,  hemorrhagic 
eruption,  loss  of  scalp  hair,  hirsutism,  steepening  ol  corneal  curvature,  intolerance  to  contact  lenses,  headache, 
migraine,  dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance, 
aggravation  ol  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  lemales 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN'  Brand  ol  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only  For  treatment  of  moderale-to-severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 mg  lo  1 25  mg  or  more  daily)  The  lowest  dose 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oil)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  lo  six-month  intervals 

2 Given  cyclically  Osteoporosis  Female  castration  Osteoporosis — 0 625  mg  daily  Administration  should  be 
cyclic  (eg.  three  weeks  on  and  one  week  oft)  Female  castration — 1 25  mg  daily,  cyclically  Adjust  upward  or 
downward  according  to  response  of  the  patient  For  maintenance,  adiusl  dosage  lo  lowest  level  thal  will  provide 
effective  control 

Patients  with  an  intact  uterus  should  be  monitored  lor  signs  ol  endometrial  cancer  and  appropriate  measures 
taken  to  rule  oul  malignancy  in  the  event  ot  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream 
Given  cyclically  lor  short-term  use  only  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  ihree  weeks  on  and  one  week  oft) 

Attempts  to  discontinue  or  taper  medication  should  be  made  al  Ihree-  to  six-month  intervals 
Usual  dosage  range  2 g lo  4 g daily,  mtravaginally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  laken  to  rule  oul  malignancy  in  the  event  of  persistenl  or  recurring 
abnormal  vaginal  bleeding 
Relerences: 

1.  Lindsay  R Hart  DM,  Clark  DM  The  minimum  eftective  dose  ot  eslrogen  lot  prevention  ol  postmenopausal 
bone  loss  Obstet  Gynecol  1984.63  759-763  2.  Studd  JWW,  Thom  MH  Paterson  MEL,  et  al  The  prevention  and 
treatment  ol  endometrial  pathology  in  postmenopausal  women  receiving  exogenous  estrogens,  in  Paselto  N 
Paoletti  R,  Ambrus  JL  (eds)  The  Menopause  and  Postmenopause  Lancaster,  England,  MTP  Press  Ltd,  1980, 
chap  13. 
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At  US  Healthcare, 
Physicians  Are 
The  Most  Important 
Part  Of  Our  Plan . 

No,  so  long  ago  the  family  doctor  was  the  key 
to  complete  health  care — a source  of  comfort  as  well 
as  good  medical  advice. 

Today,  the  traditional  family  doctor  is  more 
important  than  ever,  helping  families  through  a sophisti- 
cated maze  of  services  and  options.  And  US  Healthcare 
is  confident  that  with  the  family  doctor  as  guide  and 
counselor,  health  care  systems  can  work  better  for  patients 
and  their  costs  can  be  better  contained. 

Good  advice  and  trust.  At  US  Healthcare,  we’ve 
taken  these  simple  concepts  and  created  a health  care 
plan  that  is  innovative.  Easy  to  use.  Comprehensive. 

And  affordable. 

But  the  real  key  to  our  plan  is  a roster  of  top-notch 
participating  physicians.  They  provide  our  members 
with  excellent  medical  care  and  a sense  of  security. 

In  turn,  US  Healthcare  provides  its  participating 
physicians  with  new  patients.  Simpler  paperwork. 

And  the  recognition  that  comes  with  participation  in 
one  of  the  most  successful  HMOs  nationwide. 

We  presently  have  over  750,000  members.  1800 
participating  primary  care  physicians.  8900  participating 
specialists.  And  were  still  growing. 

The  watchful  eye  of  the  family  doctor.  At 
US  Healthcare,  we  consider  it  absolutely  essential  to 
quality  medical  care.  If  you  would  be  interested  in 
learning  more  about  US  Healthcare  and  HMO-PA/NJ, 
call  us  at  1 800  624-0756.  We  could  be  a healthy  new 
addition  to  your  practice. 
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physicians  in  the  news 


Robert  Poole  III,  MD,  West  Chester,  is 
the  new  president  of  the  Jefferson  Med- 
ical College  Alumni  Association.  Offi- 
cers serving  with  Dr.  Poole  are:  William 
H.  Baltzell,  MD,  president  elect;  Leon 
A.  Peris,  MD,  treasurer;  Nancy  S. 
Czarnecki,  MD,  secretary;  and  John  S. 
Wilson,  MD,  Burton  S.  Benovitz,  MD, 
Leopold  S.  Loewenberg,  MD,  and 
James  J.  Vernick,  MD,  vice  presidents. 

Robert  Klaus,  MD,  Philadelphia,  was 
installed  as  president  of  the  Philadel- 
phia Urologic  Association.  Dr.  Klaus  is 
chairman  of  the  division  of  urology  at 
Albert  Einstein  Medical  Center’s 
Northern  Division  in  Philadelphia. 

R.  Bruce  Heppenstall,  MD,  has  been  ap- 
pointed chief  of  orthopedic  surgery  at 
the  Hospital  of  the  University  of  Penn- 
sylvania. Dr.  Heppenstall  is  professor 
of  orthopedic  surgery  at  the  University 
of  Pennsylvania  School  of  Medicine  and 
chief  of  orthopedic  surgery  at  the  Vet- 
erans Administration  Hospital  in  Phila- 
delphia. The  appointment  was  an- 
nounced by  Carl  T.  Brighton,  MD,  PhD, 
chairman  of  Penn’s  department  of  or- 
thopedic surgery. 

Cardiologists  at  the  Medical  College  of 
Pennsylvania  have  received  a grant 
from  Squibb  Pharmaceuticals  to  partic- 
ipate in  research  involving  the  drug 
captopril.  Peter  R.  Kowey,  MD,  is  the 
principal  investigator,  and  Ted  D. 
Friehling,  MD;  Roger  A.  Marinchak, 


MD;  and  Michael  Koslow,  MD,  are  co- 
investigators. 

Jacob  Zatuchni,  MD,  Bala  Cynwyd,  has 
been  named  senior  diagnostician  and  di- 
rector of  clinical  services  for  the  cardio- 
vascular section  of  Pennsylvania  Hospi- 
tal, Philadelphia.  Dr.  Zatuchni  is 
professor  of  medicine  at  Temple  Univer- 
sity School  of  Medicine,  and  he  previ- 
ously served  as  director  of  the  depart- 
ment of  medicine  at  Episcopal  Hospital, 
Philadelphia. 

Ernest  F.  Rosato,  MD,  Newton  Square, 
was  named  Physician  of  the  Year  for 
1987  by  the  Philadelphia  and  Delaware 
Valley  Chapter  of  the  National  Founda- 
tion for  Ileitis  and  Colitis.  Dr.  Rosato  is 
professor  of  surgery  at  the  University 
of  Pennsylvania  School  of  Medicine. 

Stanley  A.  Plotkin,  MD,  recently  re- 
ceived the  James  D.  Bruce  Memorial 
Award  for  contributions  to  the  field  of 
preventive  medicine.  The  award  was 
given  by  the  American  College  of  Physi- 
cians. Dr.  Plotkin  is  director  of  the  divi- 
sion of  infectious  diseases  at  the  Chil- 
dren’s Hospital  of  Philadelphia. 

Jack  Durell,  MD,  has  been  appointed 
chairman  of  the  department  of  psychia- 
try at  Mercy  Catholic  Medical  Center, 
Darby.  Dr.  Durell  is  former  associate  di- 
rector for  science  at  the  National  Insti- 
tute on  Drug  Abuse. 


William  P.  Graham  III,  MD,  Hershey, 
has  been  elected  secretary  of  the  Ameri- 
can Society  for  Aesthetic  Plastic  Sur- 
gery. Dr.  Graham  has  served  as  presi- 
dent of  the  Pennsylvania  State  Plastic 
Surgery  Society  and  he  is  a past  chair- 
man of  the  American  Board  of  Plastic 
Surgery. 

Steven  D.  Douglas,  MD,  Philadelphia, 
recently  received  a grant  from  the  Na- 
tional Multiple  Sclerosis  Society  to 
study  the  role  of  macrophages  and  mi- 
croglia in  immune  mediated  demyelina- 
tion.  Dr.  Douglas  is  on  the  medical  staff 
of  the  Children’s  Hospital  of  Philadel- 
phia. 

Robert  E.  Booth  Jr.,  MD,  Haddonfield, 
New  Jersey,  has  been  named  vice  chair- 
man of  the  department  of  orthopedic 
surgery  at  Jefferson  Medical  College. 

Allan  J.  Erslev,  MD,  Philadelphia,  has 
been  elected  a fellow  of  the  American 
Association  for  the  Advancement  of 
Science.  Dr.  Erslev  was  director  of  the 
Cardeza  Foundation  for  Hematologic 
Research  at  Jefferson  Medical  College 
from  1963  until  1985,  when  he  was  ap- 
pointed Distinguished  Professor  of 
Medicine  at  Jefferson. 

An  article  by  Alton  I.  Sutnick,  MD, 
Philadelphia,  is  among  100  “citation 
classics”  from  the  Journal  of  the  Ameri- 
can Medical  Association.  Dr.  Sutnick’s 
article  “Anicteric  hepatitis  associated 
with  Austrailia  antigen”  was  among 
the  100  most-cited  articles  as  identified 
by  the  Science  Citation  Index  of  the  In- 
stitute for  Scientific  Information. 

William  S.  Frankl,  MD,  Philadelphia, 
has  been  appointed  Thomas  J.  Vischer 
Professor  and  chairman  of  the  depart- 
ment of  medicine  at  Hahnemann  Uni- 
versity. Dr.  Frankl  previously  served  as 
director  of  Hahnemann’s  Likoff  Cardio- 
vascular Institute. 

Duane  E.  Davis,  MD,  has  been  ap- 
pointed medical  director  of  Geisinger 
Health  Plan,  a health  maintenance  or- 
ganization in  central  and  northeastern 
Pennsylvania.  Dr.  Davis  is  a member  of 
the  medical  staff  at  Geisinger  Medical 
Center,  Danville,  in  the  department  of 
rheumatology. 


Shown  from  left  to  right  are  Carl  M.  Mansfield,  MD,  Simon  Kramer,  MD,  and  Lewis  W. 
Bluemle  Jr.,  MD,  of  Thomas  Jefferson  University.  These  physicians  participated  in  cere- 
monies that  marked  the  opening  of  Jefferson’s  Bodine  Center  for  Cancer  Treatment.  Dr. 
Mansfield  is  professor  and  chairman  of  the  department  of  radiation  therapy  and  nuclear 
medicine.  Dr.  Kramer  is  Distinguished  Professor  of  Radiation  Therapy  and  Nuclear  Medi- 
cine, and  Dr.  Bluemle  is  the  university’s  president. 
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• More  than  12  years  of  worldwide 
clinical  success 

• An  outstanding  record  of  freedom 
from  serious  adverse  reactions 


ORUDIS’  (ketoprofen) 

BRIEF  SUMMARY 

CONTRAINDICATIONS:  ORUDIS  is  contraindicated  in  patients  who  have  shown  hypersensitivity  to  it  ORUDIS 
should  not  be  given  to  patients  in  whom  aspirin  or  other  nonsteroidal  anti-inflammatory  drugs  induce  asthma, 
urticaria,  or  other  allergic  type  reactions  because  severe,  rarely  fatal,  anaphylactic  reactions  have  been  reported 
to  ORUDIS  in  such  patients 

WARNINGS:  As  with  other  steroidal  and  nonsteroidal  anti-inflammatory  drugs,  peptic  ulcerations  and  gastro- 
intestinal bleeding  have  been  reported  in  patients  receiving  ORUDIS  Unlike  most  adverse  reactions  which 
usually  manliest  themselves  in  the  first  month  it  they  are  going  to  occur  in  an  individual,  new  peptic  ulcers 
keep  appearing  in  patients  under  treatment  with  ketoproten  at  a rate  ol  greater  than  1%  per  year  (see  ADVERSE 
REACTIONS)  In  patients  with  evidence  ol  gastrointestinal  bleeding  or  an  aclive  peptic  ulcer,  an  appropriate 
anti-ulcer  regimen  should  be  instituted,  and  the  physician  must  weigh  the  benefits  o!  tiealmenl  with  ORUDIS 
against  possible  hazards,  and  closely  monitor  the  patient  s progress  When  the  drug  is  given  to  patients  with  a 
history  ot  gastrointestinal  tract  disease,  it  should  be  given  under  carelul  supervision,  and  only  alter  consulting 
the  ADVERSE  REACTIONS  section 

GENERAL  PRECAUTIONS:  ORUDIS  and  other  nonsteroidal  anti-intlammatory  drugs  cause  nephritis  in  mice 
and  rats  associated  with  chronic  administration  Cases  ot  interstitial  nephritis  and  nephrotic  syndrome  have 
been  reported  with  ORUDIS  since  it  has  been  marketed  abroad 

A second  lorm  ol  renal  toxicity  has  been  seen  in  patients  with  conditions  leading  to  a reduction  in  renal 
blood  (low  or  blood  volume,  where  renal  prostaglandins  have  a supportive  role  in  the  maintenance  of  renal 
blood  llow  In  these  patients  administration  ol  a nonsteroidal  anti-intlammatory  drug  results  in  a dose- 
dependent  decrease  in  prostaglandin  synthesis  and  secondarily  in  renal  blood  flow  which  may  precipitate  overt 
renal  failure  Patients  at  greatest  risk  ol  this  reaction  are  those  with  impaired  renal  tunction,  heart  failure  liver 
dystundion.  those  taking  diuretics  and  the  elderly  Discontinuation  ol  nonsteroidal  anti-intlammatory  drug 
therapy  is  typically  followed  by  recovery  to  the  pretrealment  state 

Since  ketoproten  is  primarily  eliminated  by  the  kidneys  and  its  pharmacokinetics  are  altered  by  renal  failure 
(see  CLINICAL  PHARMACOLOGY),  patients  with  significantly  impaired  renal  tunclion  should  be  closely 
monitored,  and  a reduction  ot  dosage  should  be  anticipated  to  avoid  accumulation  ol  ketoproten  and/or  its 
metabolites 

As  with  other  nonsteroidal  anti-intlammatory  drugs,  borderline  elevations  ot  one  or  more  liver  tunction  tests 
may  occur  in  up  to  15%  ot  patients  These  abnormalities  may  progress,  may  remain  essentially  unchanged,  or 
may  disappear  with  continued  therapy  The  SGPT  (ALT)  lest  is  probably  the  most  sensitive  indicator  ol  liver 
dystundion  Meaningful  (3  times  the  upper  limit  ot  normal)  elevations  ol  SGPT  or  SGOT  (AST)  occurred  in 
controlled  clinical  trials  in  less  than  1%  ot  patients  A patient  with  symptoms  and/or  signs  suggesting  liver 
dystundion.  or  in  whom  an  abnormal  liver  lest  has  occurred,  should  be  evaluated  tor  evidence  ol  the 
development  ot  a more  severe  hepatic  reaction  while  on  therapy  with  ketoproten.  Serious  hepatic  reactions, 
including  jaundice,  have  been  reported  trom  postmarketing  experience  with  ketoprofen  as  well  as  with  other 
nonsteroidal  anti-intlammatory  drugs 

It  steroid  dosage  is  reduced  or  eliminated  during  therapy,  it  should  be  reduced  slowly  and  the  patients 
observed  closely  lor  any  evidence  ot  adverse  ettecls,  including  adrenal  insufficiency  and  exacerbation  ol 
symptoms  ol  arthritis 

Anemia  is  commonly  observed  in  rheumatoid  arthritis  and  is  sometimes  aggravated  by  nonsteroidal  anti- 
intlammatory  drugs,  which  may  produce  fluid  retention  or  minor  gastrointestinal  blood  loss  in  some  patients 
Therefore,  patients  with  initial  hemoglobin  values  of  10  g/dl  or  less  who  are  to  receive  long-term  therapy 
should  have  hemoglobin  values  determined  trequently 

Peripheral  edema  has  been  observed  In  approximately  2%  ot  patients  taking  ketoproten  Therefore,  as  with 
other  nonsteroidal  anti-intlammatory  drugs,  ketoproten  should  be  used  with  caution  in  patients  with  fluid 
retention,  hypertension  or  heart  failure 

Information  for  Patients:  Because  aspirin  causes  an  increase  in  the  level  ol  unbound  ketoproten,  patients 
should  be  advised  not  to  take  aspirin  while  taking  ORUDIS  (see  Drug  Interactions)  It  is  possible  that  minor 
adverse  symptoms  ot  gastric  intolerance  may  be  prevented  by  administering  ORUDIS  with  antacids,  tood  of 
milk  Because  antacids  do  not  affect  bioavailability  (see  Drug  Interactions)  but  tood  and  milk  do  affect  the  rate 
but  not  the  extent  ot  absorption  (see  Clinical  Pharmacology  in  lull  prescribing  intormation).  physicians  may 
want  to  make  specific  recommendations  to  patients  about  when  they  should  lake  ORUDIS  in  relation  to  tood 
and/or  what  patients  should  do  it  they  experience  minor  Gl  symptoms  associated  with  ORUDIS  therapy 
Drug  Interactions:  The  following  drug  interactions  were  studied  with  ORUDIS  doses  ol  200  mg  per  day 
(50  mg  qid)  The  possibility  ol  increased  interaction  should  be  kept  in  mind  when  CRUDIS  doses  greater  than 
50  mg  as  a single  dose  or  200  mg  per  day  are  used  concomitantly  with  highly  bound  drugs 

1 Antacids  Concomitant  administration  ot  magnesium  hydroxide  and  aluminum  hydroxide  does  not  inter- 
fere with  the  rate  or  extent  ot  the  absorption  ot  ketoproten 

2 Aspjnn  ORUDIS  does  not  alter  aspirin  absorption,  however,  in  a study  ol  12  normal  subjects,  concurrent 
administration  ol  aspirin  decreased  ketoproten  protein-binding  and  increased  ketoproten  plasma  clearance 
trom  0 07  L/kg/hr  without  aspirin  to  011  L/kg/hr  with  aspirin  The  clinical  significance  ol  these  changes  has 
not  been  adequately  studied  Therefore,  concurrent  use  ot  aspirin  and  ketoproten  is  not  recommended 

3 Diuretic  Hydrochlorothiazide,  given  concomitantly  with  ORUDIS,  produces  a reduction  in  urinary  potas- 
sium and  chloride  excretion  compared  to  hydrochlorothiazide  alone  Patients  taking  diuretics  are  at  greater 
risk  ot  developing  renal  failure  secondary  to  a decrease  in  renal  blood  llow  caused  by  prostaglandin  inhibition 
(see  GENERAL  PRECAUTIONS) 

A Digoxm  In  a study  in  12  patients  with  congestive  heart  tailure  where  ORUDIS  and  digoxin  were 
concomitantly  administered.  ORUDIS  did  not  alter  the  serum  levels  ot  digoxm 

5 Warfarin;  In  a short-term  controlled  study  in  14  normal  volunteers,  ORUDIS  did  not  significantly  interfere 
with  the  ettecl  ol  wartarin  on  prothrombin  lime  Bleeding  trom  a number  ol  sites  may  be  a complication  ol 
wartarin  treatment  and  Gf  bleeding  a complication  ol  ORUDIS  treatment  Because  prostaglandins  play  an 
important  role  in  hemostasis  and  ketoproten  has  ettect  on  platelet  tunction  as  well  (see  Ettect  on  Blood 
Coagulation),  concurrent  therapy  with  ORUDIS  and  wartarin  requires  close  monitoring  ol  patients  on  both  drugs 

6 Probenecid  Probenecid  Increases  both  tree  and  bound  ketoproten  through  reducing  the  plasma  clearance 


ol  ketoproten  to  about  one-third,  as  well  as  decreasing  its  protein  binding  Theretore.  the  combination  ot 
ORUDIS  and  probenecid  is  not  recommended 

Drug/Laboratory  Test  Interactions:  Ettect  on  Blood  Coagulation  ORUDIS  decreases  platelet  adhesion  and 
aggregation  Therefore,  it  can  prolong  bleeding  time  by  approximately  3 to  4 minutes  trom  baseline  values 
There  is  no  signiticant  change  in  platelet  count,  prothrombin  time,  partial  thromboplastin  lime,  or  thrombin  time 
Carcinogenesis  Mutagenesis.  Impairment  ot  Fertility  Chronic  oral  toxicity  studies  in  mice  (up  to  32  mg/ 
kg'day)  did  not  indicate  a carcinogenic  potential  lor  ORUDIS  (maximum  recommended  human  therapeutic  dose 
lor  a 50  kg  man  is  6 mg  kg  day)  A chronic  oral  toxicity  study  was  also  perlormed  in  rats  (up  to  12  5 mg/ 
kg/day)  with  no  statistically  significant  increase  in  any  tumor  type,  however,  this  study  was  unacceptable 
because  ol  poor  survival  ORUDIS  did  not  show  mutagenic  potential  -in  the  Ames  Test  ORUDIS  administered  to 
male  rats  (up  to  9 mg  'kg  day)  had  no  significant  ettect  on  reproductive  pertormance  or  fertility  In  female  rats 
administered  6 or  9 mg  kg/day.  a decrease  in  the  number  ol  implantation  sites  has  been  noted 
teratogenic  Ettecls  Pregnancy  Category  B In  teratology  studies  ORUDIS  administered  to  mice  at  doses  up 
to  12/mg/kg/day  and  rats  at  doses  up  to  9 mg/kg/day,  the  approximate  equivalent  ol  1 5 times  the  maximum 
recommended  therapeutic  dose  in  (a  50  kg)  man  showed  no  teratogenic  or  embryotoxic  ettecls  In  separate 
studies  in  rabbits,  maternally  toxic  doses  were  associated  with  embryoloxlcity  but  not  teratogenicity 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Because  animal  teratology  studies  are 
not  always  predictive  ot  the  human  response  ORUDIS  should  be  used  during  pregnancy  only  it  the  potential 
benefit  justifies  the  risk 

Labor  and  Delivery  The  ettecls  ot  ORUDIS  on  labor  and  delivery  in  pregnant  women  are  unknown  Studies 
in  rats  have  shown  ORUDIS  at  doses  ol  6 mg/kg  (equal  to  the  maximum  recommended  human  dose)  prolong 
pregnancy  when  given  belore  the  onset  ol  labor  Because  ot  the  known  ettecls  ol  prostaglandin  inhibiting  drugs 
on  the  letal  cardiovascular  system  (closure  ol  ductus  arteriosus),  use  ol  ORUDIS  during  late  pregnancy  should 
be  avoided 

Nursing  Mothers  In  rats.  ORUDIS  at  doses  ot  9 mg/kg  (approximately  1 5 times  the  maximum  human  thera- 
peutic dose)  did  not  ailed  perinatal  development  Upon  administration  to  lactating  dogs,  the  milk  concen- 
tration ot  ORUDIS  was  tound  to  be  4-5%  ol  the  plasma  drug  level  Data  on  secretion  in  human  milk  alter 
ingestion  ot  ketoproten  do  not  exist  As  with  other  drugs  that  are  excreted  in  milk.  ORUDIS  is  not  recommended 
lor  use  in  nursing  mothers 

Pediatric  Use.  ORUDIS  is  not  recommended  lor  use  in  children  because  its  salety  and  effectiveness  has  not 
been  studied  in  children 

ADVERSE  REACTIONS:  The  incidence  ot  common  adverse  reactions  (above  1%)  were  obtained  from  a 
population  ol  B35  ketoprolen-lreated  patients  in  double-blind  trials  lasting  trom  4 to  54  weeks 
Minor  gastrointestinal  side  ettecls  predominated,  upper  gastrointestinal  symptoms  were  more  common  than 
lower  gastrointestinal  symptoms  Peptic  ulcer  or  G I bleeding  occurred  in  controlled  clinical  trials  in  less  than 
1%  ot  1076  patients,  however,  in  open  label  continuation  studies  in  1292  patients  the  rale  was  greater  than  2% 
The  incidence  ol  peptic  ulceration  in  patients  on  NSAIDs  is  dependent  on  many  risk  tactors  including  age,  sex. 
smoking  alcohol  use,  diet,  stress,  concomitant  druqs  such  as  aspirin  and  corticoids,  as  well  as  the  dose  and 
duration  ol  treatment  with  NSAIDs  (see  WARNINGS)  These  were  followed  in  Irequency  by  central  nervous 
system  side  ettecls  such  as  headache,  dizziness,  or  drowsiness 
Those  rare  adverse  reactions  (incidence  less  than  1%)  were  collected  trom  foreign  reports  to  manutacturers 
and  regulatory  agencies,  publications  and  U S clinical  trials 
In  double-blind  trials.  233  ketoprolen-lreated  patients  had  lewer  minor  gastrointestinal  complaints,  tinnitus 
and  hearing  impairment.  Iluid  retention  and  minor  abnormalities  in  liver  tunction  tests  than  228  aspirin-treated 
patients 

INCIDENCE  GREATER  THAN  1%  (Probable  Causal  Relationship) 

Digestive  Dyspepsia  (11 5%).  nausea*  abdominal  pain*  diarrhea*  constipation*  llalulence*  anorexia, 
vomiting,  stomatitis  Nervous  Headache*  dizziness.  CNS  inhibition  or  excitation*  Special  Senses  Tinnitus, 
visual  disturbance  Skin  and  Appendages  Rash  Urogenital  Impairment  ot  renal  tunction  (edema,  increased 
BUN).*  signs  or  symptoms  ot  urinary  tract  irritation 
* Side  ettecls  with  incidence  greater  than  3% 

INCIDENCE  LESS  THAN  1%  (Probable  Causal  Relationship) 

Digestive  Appetite  increased,  dry  mouth,  eructation,  gastritis,  rectal  hemorrhage,  melena,  lecal  occult 
blood,  salivation  peptic  ulcer,  gastrointestinal  perforation,  hemalemesis,  intestinal  ulceration  Nervous 
Amnesia,  confusion,  impotence,  migraine  paresthesia  vertigo  Special  Senses  Conjunctivitis,  con- 
junctivitis sicca,  eye  pain,  hearing  impairment,  retinal  hemorrhage  and  pigmentation  change,  taste 
perversion  Skin  and  Appendages  Alopecia,  eczema,  pruritus,  purpuric  rash,  sweating,  urticaria,  bullous 
rash,  exfoliative  dermatitis,  photosensitivity,  skin  discoloration,  onycholysis  Body  as  a Whole  Chills,  lacial 
edema,  infection,  pain,  allergic  reaction,  anaphylaxis  Cardiovascular  Hypertension,  palpitation,  tachycar- 
dia, congestive  heart  tailure.  peripheral  vascular  disease,  vasodilation  Hemic  Hypocoagulability, 
agranulocytosis  anemia,  hemolysis,  purpura,  thrombocytopenia  Metabolic  and  Nutritional  Thirst,  weight 
gain,  weight  loss,  hepatic  dystundion,  hyponatremia  Musculoskeletal  Myalgia  Respiratory  Dyspnea, 
hemoptysis,  epistaxis  pharyngitis,  rhinitis,  bronchospasm.  laryngeal  edema  Urogenital  Menometror- 
rhagia,  hematuria,  renal  tailure,  interstitial  nephritis,  nephrotic  syndrome 
CAUSAL  RELATIONSHIP  UNKNOWN  The  following  tare  adverse  reactions,  whose  causal  relationship  to 
ketoproten  is  uncertain,  are  being  listed  to  serve  as  alerting  intormation  to  the  physician 
Digestive  Buccal  necrosis,  ulcerative  colitis.  Nervous  Dysphoria,  hallucination,  libido  disturbance,  night- 
mares, personality  disorder  Body  as  a Whole  Septicemia,  shock  Cardiovascular  Arrhythmias,  myocardial 
infarction  Endocrine  Diabetes  mellitus  (aggravated)  Metabolic  and  Nutritional  Jaundice  Urogenital  Acute 
tubulopathy.  gynecomastia 

DOSAGE  AND  ADMINISTRATION:  Recommended  daily  dose  ol  ORUDIS  is  150-300  mg.  divided  in  three  or 
lour  doses  Recommended  starting  dose  is  75  mg  lid  or  50  mg  qid  Dosages  higher  than  300  mg  per  day  are 
not  recommended  See  lull  prescribing  intormation  lor  details  on  dosage  recommendations  in  special 
populations 

How  Supplied:  ORUDIS  (ketoproten)  Capsules.  Wyeth1,  are  available  in  bottles  ol  100  capsules  in  the 
following  dosage  strengths 

50  mg.  NDC  0008-4181,  opaque  dark-green  and  light-green  capsule  marked  "WYETH1’  and  "4181  ” 

75  mg  NDC  0008-4187  opaque  dark-green  and  white  capsule  marked  "WYETH"'  and  "4187  " 


Wyeth 

L AA 


Laboratories 

Philadelphia,  PA  19101 


© 1986.  Wyeth  Laboratories 
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An  assessment  of  practice-based  CME 

Albert  J.  Finestone,  MD  Allan  D.  Marks,  MD 

Salvatore  S.  Lanzilotti,  EdD  Eugene  Sobel,  PhD 

A practice-related,  office-based  continuing  medical  education  (CME)  pro- 
gram was  implemented  in  which  790  primary  care  physicians  treated  9,160 
hypertensive  patients  with  a single  beta  adrenoceptor  blocking  drug.  Despite 
reading  a manuscript  and  study  protocol,  15  percent  of  the  patients  did  not 
meet  enrollment  criteria  and  28  percent  of  the  patients  were  not  managed 
according  to  the  criteria  established.  Deficiencies  also  were  found  in  history- 
taking about  drug  side  effects  on  follow-up  visits.  Physician  performance  in 
these  categories  could  not  be  predicted  by  self-assessment  test  scores. 


We  recently  reported  on  a Practice- 
Integrated  Learning  Sequence 
(PILS)  that  we  believe  will  advance  the 
goal  of  practice-related,  office-based 
continuing  medical  education  (CME).1 

The  authors  are  associated  with  Temple  Uni- 
versity School  of  Medicine.  Dr.  Finestone  is 
associate  dean  for  continuing  medical  educa- 
tion and  clinical  professor  of  medicine.  Dr. 
Lanzilotti  is  director  of  educational  services. 
Dr.  Marks  is  associate  professor  of  medicine 
and  director  of  the  hypertension  center.  Dr. 
Sobel  is  associate  professor  in  the  depart- 


Our  first  use  of  this  educational  process 
was  in  the  office  management  of  hyper- 
tension with  a single  beta  blocker.  Sub- 
sequent applications  have  been  on  the 
diagnosis  and  management  of  refrac- 


ment  of  family  practice  and  director  of  the 
biostatistics  program.  Sandoz  Pharmaceuti- 
cal Company  provided  the  funds  for  the  pro- 
gram described  in  this  article.  The  publisher 
of  the  program  was  Strategic  Medical  Com- 
munications and  the  program  was  entitled 
the  National  Investigative  and  Clinical  Edu- 
cation program  (NICE). 


tory  congestive  heart  failure  and  drug 
prescribing  for  the  elderly. 

This  educational  process  has  the  fol- 
lowing elements:  1)  the  physician  reads 
a monograph  prepared  by  a recognized 
authority  and  then  takes  a self- 
assessment  test;  2)  the  physician  then 
applies  the  information  to  patient  man- 
agement in  the  office  setting;  3)  data 
submitted  by  the  physician  is  analyzed 
to  assess  performance;  4)  overall  group 
performance  is  evaluated  and  results 
are  reported  to  all  participants;  and  5) 
recommendations  for  specific  remedial 


Geisin3er 


Continuing  Education  Programs 

First  Annual  Summer  Update  in  Clinical  Medicine 

Wednesday-Friday 

June  17-19,  1987 

Hilton  Head,  South  Carolina 

Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 
September  11  and  12,  1987 

Advanced  Trauma  Life  Support  Provider  Course 

Friday  and  Saturday 
November  13  and  14,  1987 

Second  Annual  Christmas  Symposium  in  Pediatric 
Immunological  and  Respiratory  Illnesses  and 
Therapies  (S.P.I.R.l.T) 

Monday-Wednesday,  December  28-30,  1987 
Disney  World,  Florida 

As  an  organization  accredited  for  continuing  medical  education, 
Geisinger  Medical  Center  certifies  that  these  activities  meet  the  criteria 
for  credit  hours  in  Category  1 of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association.  Please  refer  to  each  individual  pro- 
gram flyer  for  registration  fees,  starting  times,  and  number  of  credit 
hours.  For  further  information  or  for  copies  of  individual  programs,  call 
Sharon  Hanley,  Program  Registrar,  collect,  at  717-271-6692.  There  is  a 
24-hour  answering  service  available.  You  may  also  write  to  her  at  North 
Academy  St.,  Danville,  PA  17822-1350. 


DOCTOR 

DRUG 

DISPENSING 


■erff 

■ Greater  convenience  & 
savings  for  patients 

■ More  effective  patient  treatment 

■ A new  profit  center.  . . no  additional  overhead 

■ Computerized  labeling,  inventory  and  ordering 
For  more  information  please  call  or  write: 


DOCTORS’ 


DOCTORS’  Rx 

145  Algonquin  Parkway 

Whippany,  NJ  07981 


(201)  428-1117 
1 (800)  752-5588 
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actions  are  made.  The  patient  report 
forms,  which  are  the  heart  of  this  pro- 
gram, have  been  specifically  designed 
to  monitor  practice  behavior  and  not 
drug  response  which  most  physicians 
assumed  to  be  the  information  being  so- 
licited. 

Methods 

The  CME  program  concerned  the  of- 
fice management  of  hypertension  with  a 
single  beta  adrenoceptor  blocking  drug 
(pindolol). 

The  hypertension  management  proj- 
ect was  described  in  a nation-wide  di- 
rect mail  solicitation  of  30,000  primary 
care  physicians.  Enrollment  was  con- 
firmed by  the  registrant  signing  an  edu- 
cational contract  (not  legally  binding)  in 
which  educational  objectives  and  the 
number  of  CME  credits  for  each  seg- 
ment were  listed.  A total  of  5,519  physi- 
cians enrolled. 

Each  physician  who  enrolled  was  sent 
a kit  containing  a monograph,  self- 
assessment  test,  12  or  20  patient  report 
forms  and  a supply  of  the  beta  adreno- 
ceptor blocking  drug.  Information  on 
each  enrolled  patient  was  collected  over 
a six  week  period  with  three  visits— an 
initial  vist,  a second  visit  at  three 
weeks,  and  a final  visit  at  six  weeks. 
The  participating  physician  had  an 
eight  month  period  during  which  pa- 
tients could  be  enrolled. 

1.  Blood  pressure— Standard  catego- 
rizations for  both  diastolic  and  systolic 
blood  pressures  were  used. 

2.  Patient  selection  and  exclusion 
criteria — Physicians  were  instructed  to 
select  patients  who  met  the  following 
criteria: 

• newly  diagnosed  adult  patients 


with  essential  hypertension  with  persis- 
tent diastolic  blood  pressure  > 90  mm 
Hg  but  <115  mm  Hg;  or 

• adult  patients  treated  for  essential 
hypertension  with  persistent  diastolic 
blood  pressure  > 90  mm  Hg  but  < 115 
mm  Hg  while  receiving  therapy  with  a 
diuretic.  (The  dosage  and  schedule  of 
administration  of  the  diuretic  must  re- 
main unchanged  during  the  entire 
study  period.) 

The  physicians  were  directed  not  to 
enter  a patient  into  the  study  if  any  one 
of  the  following  exclusion  criteria  was 
present: 

• DBP  at  enrollment  below  90  or 
above  115  mm  HG; 

• SBP  at  enrollment  above  230  mm 
HG; 

• pulse  at  enrollment  below  51  per 
minute; 

• age  below  18  years; 

• history  of  congestive  heart  failure 
(CHF); 

• history  of  asthma. 

These  criteria  do  not  constitute  the 
entire  spectrum  of  inclusion/exclusion 
criteria  given  to  the  participating  physi- 
cians. However,  they  will  be  the  only 
ones  used  in  the  analyses  to  follow. 

3.  Patient  management— A.  patient 
was,  by  definition,  not  managed  accord- 
ing to  our  criteria  if  any  one  of  the  fol- 
lowing circumstances  occurred: 

• the  patient  had  a normal  DBP  at  a 
follow-up  visit  and  the  dose  of  pindolol 
was  increased  at  that  visit; 

• the  patient  had  borderline  or 
higher  DBP  at  a follow-up  visit  with  no 
side  effects  and  the  dose  of  pindolol  was 
not  increased  at  that  visit; 

• the  patient,  at  a follow-up  visit, 
said  he  experienced  one  or  more  signifi- 
cant side  effects  that  did  not  disappear, 
which  in  the  physician’s  opinion  were 
caused  by  the  drug,  and  dose  of  pindolol 


was  not  decreased  or  discontinued. 

These  criteria  were  chosen  because  it 
generally  is  accepted  that  the  dosage  of 
a drug  should  be  kept  to  a minimum, 
that  the  dosage  may  be  increased  if  the 
patient  has  had  no  side  effects  and  is 
not  yet  at  a satisfactory  response  level, 
and  that  significant  side  effects  are  suf- 
ficient reason  to  lower  the  dosage  or 
change  the  drug. 

4.  Patient  history  taking— A defi- 
ciency in  history-taking  behavior  was 
defined  to  have  occurred  if  the  patient 
had  a side  effect  on  visit  two  and  the 
physician  did  not  solicit  information 
concerning  the  side  effect  on  visit  three. 
History-taking  was  considered  satisfac- 
tory if  the  physician  made  an  inquiry  at 
visit  three. 

Statistical  methods  are  available  on 
request. 

Results 

A total  of  1,013  physicians  partici- 
pated in  one  or  more  of  the  program’s 
components.  The  multiple  choice,  self- 
assessment  test  was  completed  by  607 
physicians.  Six  percent  of  the  partici- 
pants did  not  receive  CME  credit  be- 
cause their  scores  were  below  70  per- 
cent. One-half  of  the  physicians  an- 
swered 90  percent  or  more  of  the  ques- 
tions correctly. 

Physicians  enrolling  at  least  one  pa- 
tient in  the  management  study  num- 
bered 790.  Fifty-seven  percent  enrolled 
12  or  more  patients. 

Patients'  demographic  characteris- 
tics—A total  of  9,160  patients  were  en- 
rolled in  the  management  study;  47  per- 
cent were  male.  Three-fourths  of  them 
were  white,  18  percent  black  and  5 per- 
cent Hispanic.  Patients  ranged  in  age 
from  18  to  98,  except  for  three  improp- 
erly enrolled  patients  who  were  below 
18.  On  the  average,  women  were  5 years 
older  than  men.  The  age  distribution  of 
those  45  or  over  was  similar  to  that  of 
the  U.S.  population  45  or  older. 

Patients'  medical  characteristics— A 
total  of  641  patients  or  7%  had  a DBP 
below  90  and  487  (5%)  had  a DBP  above 
115.  The  remaining  88%  had  mild-to- 
moderate  DBP  elevation  at  enrollment. 
Only  154  patients  (2%)  had  normal 
DBP  and  SBP  at  enrollment.  No  blood 
pressure  was  recorded  for  2.7%  of  the 
patients.  Patients  had  a wide  range  of 
concomitant  diseases,  especially  a his- 
tory of  depression  (6%),  peripheral  vas- 
cular insufficiency  (4%),  chronic  bron- 
chitis, emphysema  and  COPD  (4%),  and 
CHF  (3%). 

Patient  enrollment— Fifteen  percent 


Table  1 

Relationship  of  Problems  in  Management  and  Results  of  Self-Assessment  Test 
Test  Management 

score  Deficient  Correct 


0-34 

86  (33%) 

1 75  (67%) 

35-39 

1 24  (27%) 

329  (73%) 

40-44 

465  (29%) 

1160  (71%) 

45-48 

562  (27%) 

1 523  (73%) 

49-50 

36  (19%) 

152  (81%) 

Totals 

1273  (28%) 

3339  (72%) 

Definition  of  deficient:  DBP2  normal  and  DBP  3 normal  and  dose  increase;  or  DBP2  high,  no  side  effects,  and  no  dose  increase; 
or  DBP3  high,  no  side  effects,  and  no  dose  increase;  or  volunteered,  significant,  “tolerated"  side  effect  caused  by  drug  and  no 
dose  decrease  on  either  visit  2 or  3. 


Note  There  is  a statistically  significant  downward  trend  (p<0.03)  with  an  estimated  standard  error  of  slope  0.35%  ± 0. 14% 
DBP2  = diastolic  blood  pressure  on  second  visit;  DBP3  = diastolic  blood  pressure  on  third  visit. 
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Patients  and  physicians  alike  prefer 


Transderm-Nitro* 

nitroglycerin 

Over  half  a billion*  patches  prescribed  in  the  U.S.  since  1982 
The  only  patch  with  a rate-limiting  membrane 
Familiar,  distinctive  tan  color  and  unique  shape  recognized  by  patients  everywhere 

There’s  no  substitute  for  experience 

C I B A 

(See  Brief  Summary  of  Prescribing  Information  on  the  next  page. ) *Data  on  file,  ciba  Pharmaceutical  Co. 

629-7750-A 


special  feature 


Transderm-Nitro* 

nitroglycerin 

Transdermal  Therapeutic  System 

BRIEF  SUMMARY  IFOR  FULL  PRESCRIBING 
INFORMATION , SEE  PACKAGE  INSERT) 


INDICATIONS  ANO  USAGE 

This  drug  product  has  been  conditionally  approved  by  the 
FDA  lor  the  prevention  and  treatment  o(  angina  pectoris  due 
to  coronary  artery  disease  The  conditional  approval  reflects 
a determination  that  the  drug  may  be  marketed  while  further 
investigation  of  its  effectiveness  is  undertaken.  A final  evalua- 
tion of  the  effectiveness  of  the  product  will  be  announced  by 
the  FDA 


CONTRAINDICATIONS 

Intolerance  of  organic  nitrate  drugs,  marked  anemia,  increased 
intraocular  pressure  or  increased  intracranial  pressure 

WARNINGS 

In  patients  with  acute  myocardial  infarction  or  congestive  heart 
failure.  Transderm-Nitro  system  should  be  used  under  careful 
clinical  and/or  hemodynamic  monitoring. 

In  terminating  treatment  of  anginal  patients,  both  the  dosage  and 
frequency  of  application  must  be  gradually  reduced  over  a period 
of  4 to  6 weeks  to  prevent  sudden  withdrawal  reactions,  which  are 
characteristic  of  all  vasodilators  in  the  nitroglycerin  class. 
Transdermal  nitroglycerin  systems  should  be  removed  before  at- 
tempting defibrillation  or  cardioversion  because  of  the  potential 
for  altered  electrical  conductivity  which  may  enhance  the  possibility 
of  arcing,  a phenomenon  associated  with  the  use  of  defibrillators 

PRECAUTIONS 

Symptoms  of  hypotension,  such  as  faintness,  weakness  or  dizzi- 
ness. particularly  orthostatic  hypotension  may  be  due  to  overdos- 
age. When  these  symptoms  occur,  the  dosage  should  be  reduced 
or  use  of  the  product  discontinued 
Transderm-Nitro  system  is  not  intended  for  immediate  relief  of 
anginal  attacks.  For  this  purpose  occasional  use  of  the  sublingual 
preparations  may  be  necessary 

ADVERSE  REACTIONS 

Transient  headaches  are  the  most  common  side  effect,  especially 
when  higher  doses  of  the  drug  are  used  These  headaches  should 
be  treated  with  mild  analgesics  while  Transderm-Nitro  therapy  is 
continued  When  such  headaches  are  unresponsive  to  treatment, 
the  nitroglycerin  dosage  should  be  reduced  or  use  of  the  product 
discontinued 

Adverse  reactions  reported  less  frequently  include  hypotension, 
increased  heart  rate,  faintness,  flushing,  dizziness,  nausea  and 
vomiting  These  symptoms  are  attributable  to  the  known  pharma- 
cologic effects  of  nitroglycerin,  but  may  be  symptoms  of  overdos- 
age. When  they  persist  the  dose  should  be  reduced  or  use  of  the 
product  discontinued.  In  some  patients,  dermatitis  may  occur 

DOSAGE  AND  ADMINISTRATION 

Therapy  should  be  initiated  with  application  of  one  Transderm- 
Nitro  5 system  to  the  desired  area  of  skin  Many  patients  prefer 
the  chest;  if  hair  is  likely  to  interfere  with  system  adhesion  or  re- 
moval, it  can  be  clipped  prior  to  placement  of  the  system  Each 
system  is  designed  to  remain  in  place  for  24  hours,  and  each  suc- 
cessive application  should  be  to  a different  skin  area.  Transderm- 
Nitro  system  should  not  be  applied  to  the  distal  parts  of  the 
extremities 

The  usual  dosage  is  one  Transderm-Nitro  5 system  every  24  hours 
Some  patients,  however,  may  require  the  Transderm-Nitro  10 
system  It  a single  Transderm-Nitro  5 system  fails  to  provide 
adequate  clinical  response,  the  patient  should  be  instructed  to 
remove  it  and  apply  either  two  Transderm-Nitro  5 systems  or  one 
Transderm-Nitro  10  system  More  systems  may  be  added  as  indi- 
cated by  continued  careful  monitoring  of  clinical  response  The 
Transderm-Nitro  2.5  system  is  useful  principally  for  decreasing 
the  dosage  gradually,  though  it  may  provide  adequate  therapy  for 
some  patients  when  used  alone 
The  optimal  dosage  should  be  selected  based  upon  the  clinical 
response,  side  effects,  and  the  effects  of  therapy  upon  blood 
pressure  The  greatest  attainable  decrease  in  resting  blood  pres- 
sure that  is  not  associated  with  clinical  symptoms  of  hypotension 
especially  during  orthostasis  indicates  the  optimal  dosage  To 
decrease  adverse  reactions,  the  size  and/or  number  of  systems 
should  be  tailored  to  the  individual  patient's  needs 
Do  not  store  above  86°F  (30°C). 

PATIENT  INSTRUCTIONS  FOR  APPLICATIONS 

A patient  leaflet  is  supplied  with  the  systems 

HOW  SUPPLIED 


Transderm-Nitro 
System  Rated 
Release  m vivo 

Total 

Nitroglycerin 
in  System 

System 

Size 

Carton 

Size 

2 5 mg/24  hr 

12  5 mg 

5 cm2 

30  Systems  (NDC  0083-2025-26) 
• 1 00  Systems  (NDC  0083-2025-30) 

5 mg/24  hr 

25  mg 

10  cm2 

30  Systems  (NDC  0083-2105-26) 
• 100  Systems  (NDC  0083-2105-30) 

10  mg/24  hr 

50  mg 

20  cm2 

30  Systems  (NDC  0083-21 10-26) 
*100  Systems  (NDC  0083-2110-30) 

15  mg/?4  hr 

75  mg 

30  cm2 

30  Systems  (NDC  0083-2115-26) 
*100  Systems  (NDC  0083  21 15-30) 

‘Hospital  Pack  100  s 


C85-35 (Rev  11/85) 

Dist.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 


All  transdermal  nitroglycerin  products  are 
being  marketed  pending  final  evaluation  of 
effectiveness  by  the  FDA . 

©1986,  CIBA  629-7750-A  CIBA 


of  the  patients  did  not  meet  the  criteria 
for  enrollment  in  the  management 
study.  The  most  common  reason  was 
that  the  patient’s  DBP  was  not  ele- 
vated at  enrollment.  The  next  most 
common  reason  was  that  the  DBP  was 
above  115  at  enrollment.  Patients  in 
these  two  groups  comprise  12  percent 
of  all  enrolled  individuals. 

There  was  no  association  between  the 
likelihood  of  a patient’s  enrollment  be- 
ing appropriate  and  (1)  the  number  of 
patients  enrolled  by  the  physician  or  (2) 
the  physician’s  self-assessment  test 
score. 

Patient  management — Twenty  eight 
percent  of  the  patients  were  not  man- 
aged according  to  criteria.  Of  the  partic- 
ipating physicians,  82%  had  at  least 
one  patient  whose  management  was  not 
according  to  criteria.  Of  the  physicians, 
12%  did  not  meet  management  criteria 
for  at  least  50%  of  their  enrolled  pa- 
tients. The  most  common  reason  for 
this  deficiency  was  that  the  dosage  of 
pindolol  was  not  increased  for  patients 
whose  DBP  remained  elevated  and  who 
were  experiencing  no  side  effects.  The 
second  most  common,  but  relatively  in- 
frequent, reason  was  a dose  increase 
when  the  patient’s  DBP  was  in  the  nor- 
mal range. 

As  with  patient  enrollment,  there  was 
no  association  between  the  deficiencies 
in  management  of  a patient  and  the 
number  of  patients  enrolled  by  a physi- 
cian. 

The  data  relating  the  likelihood  of 
problems  in  management  and  the  score 
on  the  self-assessment  test  are  shown  in 
Table  1.  There  is  a downward  trend  in 
the  proportion  of  patients  whose  man- 
agement was  deficient  with  increased 
test  scores. 

Physician  history  taking — There 
were  2,691  patients  who,  prior  to  visit 
two,  experienced  a significant  side  ef- 
fect that  did  not  disappear  and  that  was 
caused  by  pindolol  in  the  opinion  of  the 
physician.  The  history-taking  behavior 
of  these  physicians  did  not  meet  the  es- 
tablished criterion  for  2,380  or  88%  of 
these  patients.  There  was  a statistically 
significant  association  between  history- 
taking and  management  appropriate- 
ness (p  < 0.005).  Fifteen  percent  of  those 
patients  whose  history  was  not  taken 
according  to  the  criterion  were  also  not 
managed  according  to  the  established 
criteria.  The  corresponding  figure  for 
patients  whose  history  was  known  to  be 


appropriately  taken  was  3%.  These  fig- 
ures are  each  below  the  overall  figure  of 
28%  whose  management  was  not  ac- 
cording to  criteria.  There  was  no  associ- 
ation between  history-taking  appropri- 
ateness and  physician  test  scores. 

Discussion 

Within  the  limits  of  the  design  of  this 
project  we  have  found  problems  in  phy- 
sician behavior  which  should  be  a target 
for  educational  intervention.  Fifteen 
percent  of  the  patients  in  this  program 
did  not  meet  the  established  enrollment 
criteria.  In  addition,  28  percent  of  all  of 
the  patients  in  the  study  were  not  man- 
aged according  to  conservative  criteria, 
with  82  percent  of  all  participating  phy- 
sicians having  at  least  one  patient  with 
deficiencies  in  management. 

In  this  study  broad  guidelines  for 
enrollment  and  management  were 
adopted  to  insure  wide  acceptance  of 
these  criteria  by  the  medical  profession. 

We  found  no  association  between  ap- 
propriate enrollment  of  patients,  the  to- 
tal number  of  patients  enrolled,  and  the 
physicians  self-assessment  score.  There 
was  only  a slight  relationship  between 
scores  on  the  self-assessment  test  and  a 
decrease  in  the  proportion  of  patients 
with  management  problems.  This  is  of 
particular  importance  due  to  the  in- 
creasing use,  particularly  by  specialty 
societies,  of  information-oriented  CME 
and  self-assessment  tests  in  an  effort  to 
improve  patient  care.  Even  if  a physi- 
cian does  well  on  a test  and  has  the  ap- 
propriate information,  application  to 
practice  does  not  necessarily  follow. 
(However,  the  cognitive  aspects  of  med- 
ical practice  are  the  essential  first  ingre- 
dient.) Kosecoff3  in  a recently  reported 
study  of  the  medical  practice  in  univer- 
sity hospitals  found  similar  problems 
in  the  management  of  hypertension. 
Therefore,  it  appears  that,  despite  the 
wealth  of  traditional  CME  programs  on 
hypertension,  problems  still  exist  in 
practice  behavior  in  the  management  of 
hypertension.  It  is  suggested  that  this 
type  of  practice  related  program  could 
be  the  “next  step  in  CME.”4  □ 
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“Keystone’s  user  group  meetings 
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system. 
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“But  in  the  end,  the  most 
important  benefit  of  the  Keystone 
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Symptoms  of  hypotension,  such  as  faintness,  weakness  or  dizzi- 
ness, particularly  orthostatic  hypotension  may  be  due  to  overdos- 
age When  these  symptoms  occur,  the  dosage  should  be  reduced 
or  use  of  the  product  discontinued 
Transderm-Nitro  system  is  not  intended  for  immediate  relief  of 
anginal  attacks  For  this  purpose  occasional  use  of  the  sublingual 
preparations  may  be  necessary 

ADVERSE  REACTIONS 

Transient  headaches  are  the  most  common  side  effect,  especially 
when  higher  doses  of  the  drug  are  used  These  headaches  should 
be  treated  with  mild  analgesics  while  Transderm-Nitro  therapy  is 
continued  When  such  headaches  are  unresponsive  to  treatment, 
the  nitroglycerin  dosage  should  be  reduced  or  use  of  the  product 
discontinued 

Adverse  reactions  reported  less  frequently  include  hypotension, 
increased  heart  rate,  faintness,  flushing,  dizziness,  nausea  and 
vomiting.  These  symptoms  are  attributable  to  the  known  pharma- 
cologic effects  of  nitroglycerin,  but  may  be  symptoms  of  overdos- 
age When  they  persist  the  dose  should  be  reduced  or  use  ot  the 
product  discontinued  In  some  patients,  dermatitis  may  occur 
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percent  of  the  patients  were  not  man- 
aged according  to  criteria.  Of  the  partic- 
ipating physicians,  82%  had  at  least 
one  patient  whose  management  was  not 
according  to  criteria.  Of  the  physicians, 
12%  did  not  meet  management  criteria 
for  at  least  50%  of  their  enrolled  pa- 
tients. The  most  common  reason  for 
this  deficiency  was  that  the  dosage  of 
pindolol  was  not  increased  for  patients 
whose  DBP  remained  elevated  and  who 
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deficiencies  in  management. 

In  this  study  broad  guidelines  for 
enrollment  and  management  were 
adopted  to  insure  wide  acceptance  of 
these  criteria  by  the  medical  profession. 

We  found  no  association  between  ap- 
propriate enrollment  of  patients,  the  to- 
tal number  of  patients  enrolled,  and  the 
physicians  self-assessment  score.  There 
was  only  a slight  relationship  between 
scores  on  the  self-assessment  test  and  a 


DOSAGE  AND  ADMINISTRATION 

Therapy  should  be  initiated  with  application  of  one  Transderm- 
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system.  If  a single  Transderm-Nitro  5 system  fails  to  provide 
adequate  clinical  response,  the  patient  should  be  instructed  to 
remove  it  and  apply  either  two  Transderm-Nitro  5 systems  or  one 
Transderm-Nitro  10  system  More  systems  may  be  added  as  indi- 
cated by  continued  careful  monitoring  ot  clinical  response.  The 
Transderm-Nitro  2 5 system  is  useful  principally  for  decreasing 
the  dosage  gradually,  though  it  may  provide  adequate  therapy  tor 
some  patients  when  used  alone 

The  optimal  dosage  should  be  selected  based  upon  the  clinical 
response,  side  effects,  and  the  effects  of  therapy  upon  blood 
pressure  The  greatest  attainable  decrease  in  resting  blood  pres- 
sure that  is  not  associated  with  clinical  symptoms  of  hypotension 
especially  during  orthostasis  indicates  the  optimal  dosage.  To 
decrease  adverse  reactions,  the  size  and/or  number  of  systems 
should  be  tailored  to  the  individual  patient  s needs 
Do  not  store  above  86°F  (30°C) 

PATIENT  INSTRUCTIONS  FOR  APPLICATIONS 

A patient  leaflet  is  supplied  with  the  systems 
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were  experiencing  no  side  effects.  The 
second  most  common,  but  relatively  in- 
frequent, reason  was  a dose  increase 
when  the  patient’s  DBP  was  in  the  nor- 
mal range. 

As  with  patient  enrollment,  there  was 
no  association  between  the  deficiencies 
in  management  of  a patient  and  the 
number  of  patients  enrolled  by  a physi- 
cian. 

The  data  relating  the  likelihood  of 
problems  in  management  and  the  score 
on  the  self-assessment  test  are  shown  in 
Table  1.  There  is  a downward  trend  in 
the  proportion  of  patients  whose  man- 
agement was  deficient  with  increased 
test  scores. 

Physician  history  taking — There 
were  2,691  patients  who,  prior  to  visit 
two,  experienced  a significant  side  ef- 
fect that  did  not  disappear  and  that  was 
caused  by  pindolol  in  the  opinion  of  the 
physician.  The  history-taking  behavior 
of  these  physicians  did  not  meet  the  es- 
tablished criterion  for  2,380  or  88%  of 
these  patients.  There  was  a statistically 
significant  association  between  history- 
taking and  management  appropriate- 
ness (p<  0.005).  Fifteen  percent  of  those 
patients  whose  history  was  not  taken 
according  to  the  criterion  were  also  not 
managed  according  to  the  established 
criteria.  The  corresponding  figure  for 
patients  whose  history  was  known  to  be 


decrease  in  the  proportion  of  patients 
with  management  problems.  This  is  of 
particular  importance  due  to  the  in- 
creasing use,  particularly  by  specialty 
societies,  of  information-oriented  CME 
and  self-assessment  tests  in  an  effort  to 
improve  patient  care.  Even  if  a physi- 
cian does  well  on  a test  and  has  the  ap- 
propriate information,  application  to 
practice  does  not  necessarily  follow. 
(However,  the  cognitive  aspects  of  med- 
ical practice  Eire  the  essential  first  ingre- 
dient.) Kosecoff1  in  a recently  reported 
study  of  the  medical  practice  in  univer- 
sity hospitals  found  similar  problems 
in  the  management  of  hypertension. 
Therefore,  it  appears  that,  despite  the 
wealth  of  traditional  CME  programs  on 
hypertension,  problems  still  exist  in 
practice  behavior  in  the  management  of 
hypertension.  It  is  suggested  that  this 
type  of  practice  related  program  could 
be  the  “next  step  in  CME.”4  □ 
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"Our  practice  is  good.  So  good 
that  it's  tripled  in  the  last  three 
years  with  no  increase  in 
administrative  staff. 

"How  could  we  handle  such  an 
increase  without  adding  staff?  The 
credit  goes  to  a Keystone 
Technologies  office  management 
system.  One  way  we  save  time  now 
is  with  paperless  claims.  Our 
processing  time  is  four  times  faster 
than  it  used  to  be. 

“Keystone’s  user  group  meetings 
also  are  a big  advantage.  We  get 
to  meet  with  other  office  staffs  and 
learn  each  other’s  shortcuts  when 
handling  unusual  situations.  And  we 
also  get  to  tell  Keystone  what  new 
capabilities  we’d  like  to  see  in  the 
system. 

“When  you  think 
about  how  often 
insurance  requirements 
change,  it  makes 
sense  to  go  with  Keystone 
Technologies.  Through  their 
association  with  Pennsylvania  Blue 
Shield,  Keystone  updates  our 
software  quickly  whenever  there  are 
changes  in  the  Blue  Shield  or 
Medicare  programs. 

"But  in  the  end,  the  most 
important  benefit  of  the  Keystone 
system  is  it  allows  us  more  time  to 
serve  our  patients.” 

Call  Keystone  Technologies  today. 
Soon,  you’ll  have  your  own  success 
story  to  tell. 


■Keystone 
I Technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 


Camp  Hill  717-975-7158  Fort  Washington  215-628-8380  Pittsburgh  412-829-1240 
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ALLEGHENY  COUNTY 

Robert  C Arfta,  MD,  Ophthalmology,  203  Lothrop  St.,  Pitts- 
burgh 15213 

Michael  C.  Beachley,  MD,  Radiology,  St.  Margaret  Memorial 
Hosp.,  815  Freeport  Rd  , Dept,  of  Rad.,  Pittsburgh  15215 

Douglas  E Brouillette,  MD,  Internal  Medicine,  1430  Simona 
Drive,  Pittsburgh  15201 

Ronald  Jaffe,  MD,  Pathology,  Childrens  Hospital,  Depart- 
ment of  Pathology,  Pittsburgh  15213 

Mildred  A.  Kinghorn,  MD,  Pediatrics,  1263  Denniston  Ave- 
nue, Pittsburgh  15217 

Lawrence  H.  Madden  Jr,  MD,  Obstetrics/Gynecology,  9102 
Babcock  Blvd.,  Pittsburgh  15237 


Emanuel  E.  Mamatas,  MD,  Internal  Medicine,  119  Shannon 
Heights  Drive,  Verona  15147 

Alice  M.  McKnight,  MD,  Obstetrics/Gynecology,  333  South 
Highland  Avenue,  Apartment  604,  Pittsburgh  15206 

Peter  R Olson,  MD,  Pathology,  320  East  North  Avenue, 
Pittsburgh  15212 

Julian  W.  Proctor,  MD,  Therapeutic  Radiology,  701  Fifth 
Street,  P O Box  570,  Beaver  15009 

Deanna  L Rutman,  MD,  Obstetrics/Gynecology,  5663  Bea- 
con Street,  Pittsburgh  15217 

Chandra  N.  Sen,  MD,  Neurological  Surgery,  3459  Fifth  Ave- 
nue, Pittsburgh  15213 
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Presenting... Office  Management  Systems 
for  the  Professional  Practitioner 


Leader  Data  Processing  - 

with  more  than  20  years  of 
experience  in  developing  data 
management  systems,  now  in- 
troduces the  next  generation  of 
software  and  hardware  systems 
specifically  designed  for 
medical  and  dental  professionals. 

Our  programs  feature 
practice  management  software 
systems  developed  by  Wallaby 
to  increase  cash  flow 

The  systems  are  designed  to 
meet  your  current  needs  and  to 
grow  with  you  as  your  practice 
expands -all  painlessly!  Our 
comprehensive  system  will  meet 
your  changing  office  needs  It  is 
designed  for  single  or  multiple 
offices  and  can  include  addi- 
tional practitioners  as  required 

- The  modular  design  allows 
you  to  select  the  features  you 
need  now!  Enhance  the  system 
as  your  practice  needs  change. 


We  can  help  you: 

• Quickly  and  easily  input 
initial  patient  data 

• Increase  cash  flow  and 
reduce  receivables 

• Streamline  third  party  billing. 

• Submit  insurance  claims 
electronically. 

• Obtain  quick,  current  and 
detailed  financial  reports 

• Free  your  staff  for  more 
productive  work 

• Get  current  practice  analysis 

• Access  complete  patient 
information 

• Strengthen  patient  relations. 

• Generate  follow-up  patient 
scheduling. 

In  short,  you  can  quickly, 
easily,  painlessly  and 
economically  increase  your 
professional  office  productivity. 

Call  on  the  Leader  for  more 
information  on  how  we  can  put 
our  experience  to  work  for  you. 
It  won't  hurt  a bit. 


(^Leader  Data  Processing 

^ Professional  Office  Management  Systems 

P.O.  Box  ‘O’  • Valmont  Industrial  Park  • West  Hazleton,  PA  18201 


• (215)  455-851 1 • (215)  398-9826  • (800)  233-6113 
Hazleton  Area  Allentown  Area  Other  PA  Areas 


Lydia  F Sims,  MD,  Obstetrics/Gynecology.  4221  Winterburn 
Avenue,  Apartment  D303,  Pittsburgh  15207 

Margaret  E Stock,  MD,  Allergy  Pediatrics.  Gateway  Towers, 
Pittsburgh  15222 

Richard  J Vernino,  DO,  Internal  Medicine,  1317  Firwood 
Drive,  Pittsburgh  15243 

BUCKS  COUNTY 

Roger  I.  Erro,  MD.  Psychiatry,  12410  Dunks  Ferry  Road, 
Philadelphia  17154 

Cleofe  P Evangelista,  MD,  Internal  Medicine,  1122  Brain 
Court,  Yardley  19067 

Glenn  E Haas,  DO,  Vascular  Surgery,  74  Misty  Meadow 
Drive,  Richboro  18954 

Sheryl  J Menacker,  MD,  Ophthalmology,  33  River  Road, 
Yardley  19067 

Keith  S Rothman.  MD.  Internal  Medicine.  2204  Yardley 
Road.  Yardley  19067 

Edward  P Spiegel,  MD,  Pediatrics,  1288  New  Rogers  Road, 
Levittown  19056 

CAMBRIA  COUNTY 

Walter  V Kowtoniuk,  DO,  Emergency  Medicine,  201  Gardner 
Street,  Johnstown  15905 

Aragam  R Subbarao,  MD.  General  Surgery,  P.O.  Box  815, 
Bigler  Avenue,  Spangler  15775 

CENTRE  COUNTY 

Maryhelen  Hagge,  MD,  Anesthesiology,  326  West  Ridge  Av- 
enue, State  College  16803 

Douglas  G Maclear,  DO,  Anesthesiology.  945  Outer  Drive, 
State  College  16801 

CHESTER  COUNTY 

Carl  J.  Friedman,  MD,  Internal  Medicine,  639  Col  Dewees 
Road,  Wayne  19087 

Frank  H Furman,  MD,  Family  Practice,  Devon  Blvd  , Devon 
19333 

Thomas  H Graham,  MD,  Neurology,  102  Crestside  Way. 
Malvern  19355 

James  W Judge  III,  MD,  Ophthalmology,  450  East  63rd 
Street,  Apartment  9-L,  New  York  10021 

Raymond  Kovalski,  MD,  Pulmonary  Diseases,  702  Main 
Street,  Phoenixville  19460 

Daniel  G Orr,  MD,  Family  Practice,  14  Rampart  Drive, 
Wayne  19087 

John  J Schrogie  Jr , MD,  Internal  Medicine,  1763  Hamilton 
Drive,  Valley  Forge  19481 

David  Simmons,  MD.  Diabetes,  702  Main  Street,  Phoenix- 
ville 19460 

Bruce  R Tilton,  DO,  Pediatrics,  Brandywine  Professional 
Bldg  , 213  Reeceville  Road.  Suite  21,  Coatesville  19320 

CLEARFIELD  COUNTY 

Michael  J.  Kush,  MD,  Obstetrics/Gynecology,  137  Portage, 
Three  Rivers  49093 

CRAWFORD  COUNTY 

Richard  F Schroeckenstein,  MD,  Pathology,  1034  Grove 
Street,  Meadville  16335 

CUMBERLAND  COUNTY 

Guy  D Hoagland,  MD,  Internal  Medicine.  1433  Fourth  Ave- 
nue, York  17403 

Matthew  G.  Prohaska,  DO,  Family  Practice.  2164  Douglas 
Drive,  Carlisle  17013 

DAUPHIN  COUNTY 

Timothy  P Farrell,  MD.  Diagnostic  Radiology,  425  Cherokee 
Drive,  Mechanicsburg  17055 

Joanne  G Gordon,  MD,  Internal  Medicine,  7104  Hillside 
Road,  Harrisburg  17112 

James  M Herman,  MD,  Family  Practice,  3918  Cheryl  Brook 
Drive,  Mechanicsburg  17055 

John  H Kiernan  Jr . MD.  Family  Practice.  100  Senate  Ave- 
nue. Camp  Hill  1701 1 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


AY 


IMmes  <m  y_nj  Ummmz 


Lester  R.  Wilson,  Jr.,  Joseph  Pulcini,  Jr.,  Suite  125,  Commerce  Plaza,  5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 
Eugene  P.  Ziemba,  William  J.  Carey,  Robert  J.  Zucosky,  James  I.  Frazer,  Jr.,  Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800 

Sidney  B.  Elston,  Jr.,  1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-99  00 

Ned  Wells,  Donald  C.  Hoffman,  Grant  R.  Stewart,  David  M.  Gusic,  Suite  212,  Manor  Oak  Two,  1910  Cochran  Road,  Pittsburgh,  PA  15220,  (412)  531-4226 


new  members 


Lawrence  J.  Rowley,  MD,  Obstetrics/Gynecology.  940  C 
Innsbruck  Drive,  Hummelstown  17036 
Lynn  K Rudlch,  MD,  Pediatrics,  Two  Ringneck  Drive,  Harris- 
burg 17112 

DELAWARE  COUNTY 

Robert  L Boyd,  MD,  Hematology,  922  Youngsford  Road, 
Gladwyne  19035 

William  L.  Cohen,  DO,  Internal  Medicine,  Aston  Medical  As- 
sociates, 20  Scheivert  Avenue,  Aston  19014 
Damian  J Cornacchia,  DO,  Internal  Medicine,  RD  1 , Box  73, 
Repaupo  Street  Road,  Swedesboro  08085 
Jacquelyn  H Gibbons,  MD,  Pediatrics,  2500  North  Provi- 
dence Road,  Media  19063 

Stuart  L Gordon,  MD,  Orthopaedic  Surgery,  619  College  Av- 
enue, Haverford  19041 

Harry  M.  Helfrich  Jr.,  MD,  Internal  Medicine,  256  West  Chel- 
sea Circle,  Newtown  Square  19073 
Jeffrey  J.  Liftman,  MD,  Anesthesiology,  727  Pine  Ridge 
Road,  Media  19063 

Philip  M Maurer,  MD,  Emergency  Medicine,  2817  West 
Queen  Lane,  Philadelphia  19129 
Robin  J McGarry-Myers,  MD,  Nephrology,  24  Raven  Drive, 
Chadds  Ford  19317 

Kenneth  D Mendel,  MD,  Cardiosvascular  Diseases,  Crozer 
Chester  Medical  Center,  Ste  301,  15th  and  Upland  Ave  , 
Chester  19013 

Merrill  J,  Solan,  MD,  Therapeutic  Radiology,  North  Orchard 
Lane,  Wallingford,  19086 

Dan  A.  Teano,  MD,  Internal  Medicine,  Two  Troon  Road,  Lau- 
rel Springs  08021 

ERIE  COUNTY 

Ravi  S.  Singh,  MD,  Internal  Medicine,  3845  State  Street, 
Erie  16508 

Jack  E.  Yakish,  MD,  Family  Practice,  3682  West  32nd  Street, 
Erie  16506 

FAYETTE  COUNTY 

Anne  E Hacked,  MD,  Anesthesiology,  Uniontown  Hospital, 
Department  Of  Anesthesia,  Uniontown  15401 
Durga  Malepati,  MD,  Pediatrics,  104  Simpson  Road, 
Brownsville  15417 

INDIANA  COUNTY 

Peter  Drenchko  Jr , MD,  Obstetrics/Gynecology,  2121  Shel- 
ley Drive,  Indiana  15701 

JEFFERSON  COUNTY 

Shakuntala  M Malik,  MD,  Internal  Medicine,  23  Beaver 
Drive,  Dubois  15801 

LACKAWANNA  COUNTY 

Richard  L.  Mogerman,  MD,  Orthopaedic  Surgery,  100  Lin- 
coln Avenue,  Carbondale  18407 

LANCASTER  COUNTY 

Margaret  M Knox-Lee,  DO,  Pediatrics,  15  Church  Street, 
Lancaster  17602 

Robert  M.  Springer  III.  MD,  Radiology,  St.  Joseph  Hospital, 
Dept  Of  Rad  , PO  Box  3509,  Lancaster  17604 

LEHIGH  COUNTY 

Bert  A.  Kanwit,  MD,  General  Surgery,  327  Springhouse 
Road,  Apartment  102,  Allentown  18104 
John  W.  Margraf.  MD,  Neurology,  1251  South  Cedar  Crest 
Blvd  , Cedar  Crest  Prof.  Park,  Allentown  18103 

LUZERNE  COUNTY 

Samuel  R Denardo,  MD,  Cardiovascular  Diseases,  Redi- 
Care  Medical  Center,  579  Wyoming  Avenue,  Kingston 
18704 

Jang-Huei  Jang,  MD,  Otolaryngology,  Hazleton  National 
Bank  Bldg  , Room  609,  Hazleton  18201 
Milton  H.  Kadis,  MD,  General  Practice,  210  Butler  Street, 
Kingston  18704 

James  E Kovacs,  DO,  Family  Practice,  340  Pierce  Street, 
Kingston  18704 

Richard  P.  Lafleur,  MD,  Internal  Medicine,  816  Chestnut 
Street,  Freeland  18224 

Concepcion  V Rodrigo,  MD,  Internal  Medicine,  1333  East 
Broad  Street,  Hazleton  18201 

Daniel  K.  Silverstein,  MD,  Cardiovascular  Diseases,  610  Wy- 
oming Avenue,  Kingston  18704 


Jeanne  A Torony-Okun,  MD.  Family  Practice,  47  Jumper 
Road.  Fox  Hill,  Wilkes  Barre  18702 
Hugo  T Valderrama.  MD,  Pathology,  Mercy  Hospital,  Wilkes 
Barre  18705 

LYCOMING  COUNTY 

Christopher  Tobiasz,  MD,  Cardiovascular  Diseases,  1205 
Grampian  Blvd  , Suite  2C,  Williamsport  17701 


MERCER  COUNTY 

Ronald  Dwinnells,  MD,  Pediatrics,  4150  Madison  Road, 
Youngstown  44505 

Henry  M Mueller,  MD,  Obstetrics/Gynecology.  127  North 
Main  Street,  Greensville  16125 

MONROE  COUNTY 

Colleen  A Cooper,  MD,  Pediatrics,  Route  611,  Bortonsville 
18321 

MONTGOMERY  COUNTY 

Patrice  Labelle,  MD,  Internal  Medicine,  Merck  Sharp  & 
Dohme  Research,  10  Sentry  Parkway,  Blue  Bell  19422 
Rebecca  E,  Lewis,  MD,  Unspecified  Specialty,  717  Wynd- 
moor  Avenue,  Wyndmoor  19118 
James  L McCabe,  MD,  Endocrinology,  26  South  Bryn  Mawr 
Avenue,  Bryn  Mawr  19096 

Mary  J McLaughlin,  MD,  Anesthesiology,  325  South  Valley 
Road,  Paoli  19301 

MONTOUR  COUNTY 

Sharon  M Lombard,  MD,  Anesthesiology,  Geisinger  Medi- 
cal Center,  Department  Of  Anesthesia,  Danville  17822 
Steven  C Meschter,  MD,  Pathology,  Five  Overlook  Drive, 
Danville  17821 

NORTHAMPTON  COUNTY 

Jude  Germaine-Munoz,  MD,  Family  Practice,  619  Diehl  Ave- 
nue, Bethlehem  18015 

Sasi  Madisetty,  MD,  Psychiatry.  887  Briarstone  Road,  Beth- 
lehem 18017 

Irvin  J Saron,  MD,  Urological  Surgery,  684  Washington 
Street,  Easton  18042 

PHILADELPHIA  COUNTY 

Thomas  R.  Beck,  MD,  Internal  Medicine.  408  Anthwyn  Road, 
Narberth  19072 

Burton  Blender,  DO,  Family  Practice,  335  East  Wyoming  Av- 
enue, Philadelphia  19120 

Daniel  A Cirigliano,  MD,  Physical  Medicine/Rehabilitation, 
2406  Manning  Street,  Philadelphia  19103 
John  F Coffey,  MD,  Nephrology,  295  South  Gulph  Road, 
King  of  Prussia  19406 

Miguel  A.  Decastro,  MD,  General  Practice,  460  West  Lehigh 
Avenue,  Philadelphia  19133 

Stuart  S Felzer,  MD,  Internal  Medicine,  1408  Valley  Glen 
Road,  Elkins  Park  19117 

John  J.  Fitzgerald  III,  DO,  Obstetrics/Gynecology,  9770 
Redd  Rambler  Terrace,  Philadelphia  19115 
Joel  L Frazier.  MD,  General  Surgery,  512  South  41st  Street, 
Apartment  8,  Philadelphia  19104 
Marc  D.  Garden,  MD,  Ophthalmology,  2610  East  Allegheny 
Avenue,  Philadelphia  19134 

Alan  U Glazer,  MD,  Radiology,  232  Church  Road  3-B,  Ard- 
more 19003 

Juan  E.  Grunwald,  MD,  Ophthalmology,  51  North  39th 
Street,  Philadelphia  19104 

Leonard  S Jacob,  MD,  Internal  Medicine,  709  Sweckland 
Road,  Swedeland  19479 

Edward  R Jones,  MD,  Nephrology,  Two  Penn  Blvd.,  Suite 
116,  Philadelphia  19144 

Ulf  L Karlsson,  MD,  Oncology,  230  North  Broad  Street,  MS 
200,  Philadelphia  19102 

Christopher  D.  Koprowski,  MD,  Neurology,  325  South  Valley 
Road.  Paoli  19301 

Stephan  J Kosmorsky,  DO,  General  Practice,  800  Trenton 
Road  #306,  Langhorne  19047 
Barry  M.  Kotler,  MD,  Occupational  Medicine,  68  Frederick 
Drive.  Dover  19901 

Barry  L Marks,  DO,  Family  Practice,  6302  Morton  Street, 
Philadelphia  19144 

Owen  R Mclvor,  MD,  Orthopaedic  Surgery,  843  Elkins  Ave- 
nue, Elkins  Park  19117 

Hiro  B.  Pahlajani,  MD,  Neuropathology,  47  Lakeview  Drive, 
Cherry  Hill  08003 

Herman  W Palat,  DO,  Family  Practice,  335  East  Wyoming 
Avenue,  Philadelphia  19120 


Robert  H Rosenwasser,  MD,  Neurological  Surgery,  3401 
North  Broad  Street,  Philadelphia  19140 
Marcus  B Saltzman,  MD,  Other  Specialty,  59  Millstone 
Lane,  Willingboro  08046 

Trudy  Samuels,  MD,  Internal  Medicine,  400  Elliger  Avenue, 
Fort  Washington  19034 

Herbert  S.  Schiele  Jr , MD,  Psychiatry,  RD  2,  Box  176,  South 
Royalton  05068 

Steven  A Silber,  MD,  Internal  Medicine,  1900  Market  Street, 
SK&F  Labs  , Philadelphia  19101 
Dennis  R Solomon,  DO,  Emergency  Medicine,  Laburnum 
Lane,  Wyncote  19095 

Janice  E Tildon-Burton,  MD,  ObstetricsfGynecology,  York 
and  Tabor  Roads,  Klein,  P O Box  410,  Philadelphia 
19141 

Lawrence  WC  Tom,  MD,  Otolaryngology,  34th  St  and  Civic 
Center  Blv  . Department  Otolaryngology,  Philadelphia 
19104 

Philip  T Valente,  MD,  Pathology,  Temple  University,  Broad 
and  Ontario  Streets,  Philadelphia  19140 
Thongchai  Vorasingha,  MD,  Internal  Medicine.  627  Ritner 
Street,  Philadelphia  19148 

Jeffrey  M Wahl,  MD,  Internal  Medicine,  2001  Hamilton 
Street,  Philadelphia  19130 

SCHUYLKILL  COUNTY 

Maryjane  A Julian,  MD.  General  Practice,  42  Kimber  Street, 
New  Philadelphia  17959 

Edward  M Simon,  MD,  Internal  Medicine,  119  East  Frack 
Street.  Frackville  17931 

TIOGA  COUNTY 

David  M Cahill,  MD,  General  Surgery,  48  Pearl  Street, 
Wellsboro  16901 

UNION  COUNTY 

James  S O'Brien,  MD,  Diagnostic  Radiology,  One  Hospital 
Drive,  Lewisburg  17837 

VENANGO  COUNTY 

James  M Zehner,  MD,  Family  Practice,  231  North  Main 
Street,  PO  Box  70,  Pleasantville  16341 

WARREN  COUNTY 

Hridayesh  K Pathak,  MD,  Psychiatry,  Warren  State  Hospi- 
tal, Box  249,  Warren  16365 

WASHINGTON  COUNTY 

Norman  F Corey  Jr , MD,  Internal  Medicine,  RD  1,  Box  278, 
West  Alexander  15376 

Bruce  W Walters,  MD,  Psychiatry,  1401  North  Fourth  Street, 
Suite  105,  Purcel  73080 

WAYNE-PIKE  COUNTY 

Jane  F Brooks,  MD,  Hematology,  501  Pennsylvania  Avenue, 
Matamoras  18336 

Marina  Buckley,  MD,  General  Practice.  9384  Pine  Acres  Ter- 
race. Milford  18337 

Richard  E Buckley,  MD,  Internal  Medicine,  9384  Pine  Acres 
Terrace,  Milford  18337 

WESTMORELAND  COUNTY 

Franne  R Berez,  MD,  Family  Practice,  3348  Sardis  Road. 
Murrysville  15668 

Terry  L Evans,  MD,  Hematology,  559  Shearer  Street,  Suite 
305,  Greensburg  15601 

Shin  W Kang,  MD,  Anesthesiology,  Frick  Community  Health 
Cent  . 508  South  Church  Street,  Mt.  Pleasant  15666 
Youn  H Kim,  MD.  Anesthesiology,  Frick  Community  Health 
Cent  , 508  South  Church  Street,  Mt  Pleasant  15666 
Kenneth  A Pober,  MD,  Internal  Medicine,  3348  Sardis  Road, 
Murrysville  15668 

Thomas  S Talamo,  MD,  Pathology,  Westmoreland  Hospital, 
532  West  Pittsburgh  Street,  Greensburg  15601 
Dana  H Whaley.  MD,  Diagnostic  Radiology,  Latrobe  Area 
Hospital,  Department  of  Radiology,  Latrobe  15650 
Thomas  L Whitten,  MD,  Family  Practice,  70  Lincoln  Way 
East,  Jeannette  15644 

YORK  COUNTY 

Kenneth  R Higgins,  DO,  Family  Practice,  2471  S Queen 
St.,  York  17402 

Allen  V Hurt,  MD,  Plastic  Surgery,  50  Wyntre  Brook  Drive, 
York  17403 

Kathryn  K Keener,  MD,  Obstetrics/Gynecology,  12  Jamison 
Drive,  York  17402 

Bryan  J Stevens,  MD.  Psychiatry,  1001  South  George 
Street,  York  17405 
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ATTENTION  HEALTH  CARE  PROFESSIONALS 
AND  PRACTITIONERS! 


HRn 


Packard  Press,  America’s  premier  legal  and  financial 
publisher,  presents  the  third  in  a series  of  instructional 
publications  for  health  care  professionals. 

In  Primer  #3  (1986,  22  pgs.)  John  A.  Knapp,  Esq.  of  Saul. 
Ewing,  Remick  8c  Saul,  discusses  the  guidelines  for  avoiding 
Medicare  and  Medicaid  fraud  and  abuse.  Knapp  utilizes  his 
many  years  of  experience  in  the  health  care  field  to  cover 
such  topics  as:  basic  Medicare  and  Medicaid  laws,  past  and 
present  standards,  anti-kickback  provisions,  a fraud  and  abuse 
checklist,  plus  more.  All  with  a minimum  of  technical  jargon 
and  a maximum  of  useful  information! 
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HEALTH  CARE  PUBLICATIONS  NOW  AVAILABLE  FROM  PACKARD  PRESS: 


Primer  #1:  Organizational,  Contractual  and  Transactional  Forms  for  Health-Related  Enterprises,  1985,  22  pgs. 

John  C.S.  Kepner,  Esq.,  Saul,  Ewing,  Remick  & Saul,  explains  general  legal  principles  such  as:  non-profit 
corporations,  joint  ventures,  acquisitions  and  conversions. 

Primer  #2:  Capital  Formation  and  the  Debt  Financing  Process,  1985,  30  pgs. 


John  C.S.  Kepner,  Esq.,  Saul,  Ewing,  Remick  &:  Saul,  details  practical  information  on  tax  exempt  and  taxable 
financings,  venture  capital,  equipment  lease  financings,  mergers  and  acquisitions. 

In  Search  of  Capital,  1985,  107  pgs. 

Peter  Dilks,  Joseph  P.  Flanagan,  Glenn  A.  Shively  &-  Brian  T.  Hirai  combine  their  public  finance  expertise  to  aid 
health  care  executives  seeking  to  fund  major  improvements  by  channeling  new'  financial  sources  into  the  needed 
capital.  The  book  includes  practical  advice  on  such  topics  as:  the  importance  of  health  planning  approvals,  the 
financing  process,  financing  plans  and  documents,  alternative  financing  techniques,  Diagnostic  Related  Groups 
(DRGs),  Preferred  Provider  Organizations  (PPOs)  and  strategic  planning. 


HEALTH  CARE  PUBLICATIONS  SOON  TO  BE  AVAILABLE  FROM  PACKARD  PRESS: 

Primer  #4:  Effect  of  the  1986  Tax  Reform  Act  on  Non-Profit  Health  Care  Organizations 
Primer  #5:  Employee  Benefit  Plans  Maintained  by  Non-Profit  Health  Care  Organizations 


GET  PRIMED!  ORDER  NOW! 


Each  Primer  is  $12.50  or  $30.00  for  all  three, 
In  Search  of  Capital  only  $18.95. 

To  order  fill  out  coupon  and  send  to: 

Packard  Press  I 

Financial  Publications  Division  I 

10th  & Spring  Garden  Streets 
Philadelphia,  PA  19123 
Or  call  toll-free: 


□ 

□ 

□ 


1-800-722-7800  (in  PA) 
1-800-722-2447  (outside  of  PA) 


□ 

□ 
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Financial 

Legal 

Corporate 

Printers  & Publishers 


Corporate  Headquarters : Philadelphia 
National  office:  New  York 

Other  offices  in  Boston,  Wilmington,  Washington,  Miami, 
Pittsburgh,  San  Francisco,  Los  Angeles,  London,  Hong  Kong 


A Subsidiary  of  BASIX  Corporation 


Please  send:  All  three  Primers  for  $30.00. 

Please  send:  Only  Primer(s)  1,  2,  3 (circle  one)  (5  12.50 
each 

In  Search  of  Capital  for  $18.95 

Keep  me  on  your  mailing  list  for  #4  & #5 

Payment  Enclosed  (include  6%  sales  tax  and  $1.50  for 
shipping  and  handling) 

Name 

Address 

Organization 

City  State Zip 

Phone  ( ) PM 
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medical  feature 


Advances  in  the  treatment  of  headache 


Elliott  A.  Schulman,  MD 
Stephen  D.  Silberstein,  MD 
Lee  Kudrow,  MD 
Joel  Saper,  MD 
Alan  Rapoport,  MD 

Headache  is  one  of  the  most  com- 
mon ailments  in  this  country.  It  is 
the  rare  individual  who  has  never  suf- 
fered from  a headache.  For  the  majority 
of  people,  headaches  are  infrequent  and 
related  to  a definite  precipitant,  such  as 
stress,  and  are  easily  treated  with  the 
common  analgesics  such  as  acetamino- 
phen or  aspirin.  However,  for  up  to  30 
million  people  in  this  country,  head- 
aches are  much  more  troublesome.  The 
two  main  types  of  chronic  recurring 
headaches  are  muscle  contraction  (ten- 
sion headache)  and  migraine.  These,  at 
one  time,  were  thought  to  be  two  dis- 
tinct entities.  Newer  research,  however, 
has  found  that  the  two  headache  types 
may  he  at  opposite  ends  of  a continuous 
spectrum. 

Until  recently  the  treatment  of  head- 
ache was  empiric.  Much  of  this  was  due 
to  our  lack  of  understanding  of  the 
mechanism  of  headache.  Recent  re- 
search has  provided  us  with  knowledge 
on  which  to  base  our  therapeutic  deci- 
sions. New  concepts  in  the  treatment  of 
migraine,  cluster  headaches,  post- 
traumatic  headaches,  and  a new  entity, 
analgesic  rebound,  will  be  highlighted 
in  this  article. 

Lee  Kudrow,  MD,  director  of  the  Cal- 
ifornia Medical  Clinic  for  Headache,  En- 
cino,  California,  has  spoken  on  a rare 
but  debilitating  entity,  the  cluster  head- 
ache.1 Cluster  headache  is  divided  into 
two  major  types:  the  episodic,  which 
makes  up  80  percent  of  all  cases,  and 
the  chronic  cluster  headache.  An  epi- 
sodic cluster  is  defined  as  a headache 
that  occurs  in  cluster  of  six  to  eight 
weeks  with  the  patient  being  headache- 
free  for  periods  of  nine  to  twelve 
months.  This  is  in  contrast  to  the 
chronic  cluster  headache,  which  is  a 
condition  in  which  remissions  have  not 
occurred  for  at  least  12  months. 

In  contrast  to  migraine,  cluster  head- 
ache is  usually  found  in  men,  occurring 
six  times  more  frequently  in  males  than 
females.  Cluster  usually  begins  in  the 


second  or  third  decade.  The  attacks  of- 
ten occur  one  to  three  times  per  day  and 
may  be  precipitated  by  sublingual  ni- 
troglycerin or  histamine,  alcohol,  relax- 
ation, or  REM  sleep.  The  headache 
lasts  15  to  90  minutes  (with  the  average 
being  45  minutes),  is  unilateral,  and  oc- 
curs in  the  area  of  the  oculotemporal  re- 
gion. The  pain  is  described  as  being  ex- 
cruciating, boring,  and  non-throbbing 
in  character.  Associated  symptoms  in- 
clude ipsilateral  lacrimation,  rhinor- 
rhea,  and  a partial  Horner's  syndrome. 
One  of  the  major  criteria  for  diagnosing 
this  headache  is  the  behavior  of  the  pa- 
tient during  the  episode.  Often  he  is 
forced  to  walk,  pace,  or  rock  during  an 
attack.  These  features  are  considered 
pathognomonic  of  this  disorder. 

These  patients  are  found  to  have  spe- 
cific facial  features  which  have  been  de- 
scribed as  leonine  in  appearance.  The 
patient  may  have  an  “orange  peel" 
thick  skin,  the  presence  of  telangiecta- 
sia across  the  bridge  of  the  nose,  and  an 
almost  acromegalic  appearance.  The 
males  were  usually  taller  than  average 
and  smoked  more  often;  in  addition,  the 
use  of  alcohol  was  significantly  greater 
in  this  group. 

The  treatment  of  cluster  headaches  is 
dependent  upon  the  frequency  of  the 
headaches,  the  timing  of  an  attack,  the 
patient’s  age,  and  whether  the  head- 
aches are  episodic  or  chronic.  The  pa- 
tients are  instructed  to  avoid  alcoholic 
beverages,  as  these  may  commonly  pre- 
cipitate an  attack. 

Strong  emotion,  such  as  bursts  of  an- 
ger or  prolonged  anticipation,  should 
also  be  avoided  since  a cluster  may 
follow  during  the  relaxation  period. 
Changes  in  the  sleep-wake  cycle,  such 
as  a new  work  shift,  and  post-surgical 

The  authors  are  physicians  and  researchers 
interested  in  headache  pain  who  presented 
papers  at  the  Second  Annual  Headache  Sym- 
posium of  the  Comprehensive  Headache  Cen- 
ter at  Germantown  Hospital. 


periods  have  also  been  known  to  trigger 
cluster  headache  periods. 

Most  of  the  treatment,  however,  is  re- 
lated to  the  proper  choice  of  medica- 
tions. These  specifically  include  methy- 
sergide,  steroids,  lithium,  ergotamine 
and  verapamil.  Methysergide  should  be 
used  in  patients  under  30  years  of  age. 
The  main  drawbacks  to  using  this  medi- 
cine include  the  complications  of  retro- 
peritoneal or  endomyocardial  or  pulmo- 
nary fibrosis.  These  occur  in  patients 
using  the  drug  for  more  than  five  con- 
secutive months.  Methysergide  is  con- 
traindicated in  the  presence  of  coronary 
artery  disease  or  peripheral  vascular 
disease. 

Steroids  should  be  used  in  patients 
between  30  and  40  years  of  age.  The  pa- 
tient is  started  on  40  mg  per  day  in  di- 
vided doses  for  a period  of  five  days  and 
then  is  slowly  tapered  over  a period  of 
two  to  three  weeks.  This  may  interrupt 
the  cluster  cycle  and  the  patient  may 
then  be  free  of  his  headaches  until  the 
next  cycle  occurs.  Steroids  are  contrain- 
dicated in  patients  with  hypertension, 
ulcer  disease,  diabetes,  current  infec- 
tion, or  diverticulosis. 

For  patients  who  have  chronic  clus- 
ter, lithium  may  be  a useful  drug.  It  is 
also  indicated  in  patients  who  have  epi- 
sodic clusters  and  are  over  the  age  of 
45.  The  initial  dose  of  lithium  is  600  mg 
a day.  Tremor  is  a common  side  effect. 
It  is  useful  to  monitor  the  blood  levels 
of  these  patients  to  prevent  toxicity. 
The  blood  level  should  be  kept  below  1.2 
mg  per  dl. 

Ergotamine  is  a prophylactic  agent 
for  patients  who  experience  one  attack 
per  day,  particularly  during  sleep.  The 
recommended  dosage  is  2 mg,  to  be 
taken  orally  at  least  two  hours  before 
the  expected  attack.  Frequently,  this 
will  prevent  the  patient  from  having  an 
attack  during  this  symptomatic  period. 
Cluster  patients  do  not  get  rebound 
headaches. 

Verapamil  is  effective  in  patients  who 
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have  chronic  cluster  headaches.  It  is 
used  as  a prophylactic  agent.  The  rec- 
ommended schedule  is  three  times  a 
day  for  women  and  four  times  a day  for 
men. 

Oxygen  has  been  quite  helpful  in 
aborting  acute  cluster  headaches.  It 
should  be  given  through  a face  mask  at 
7 liters  a minute  with  the  patient  in  a 
sitting  position.  The  patient  should  use 
the  oxygen  for  no  longer  than  15  min- 
utes, but  may  stop  using  the  oxygen  if 
the  attack  is  aborted  earlier. 

Joel  Saper,  MD,  of  the  Michigan 
Headache  and  Neurological  Institute, 
has  discussed  an  evolving  concept,  that 
of  the  post-traumatic  headache.  For 
almost  100  years,  the  degree  of  organic- 
ity  that  is  present  in  post-traumatic 
headache  has  been  a source  of  contro- 
versy.212 Commonly  patients  complain 
of  headache,  lightheadedness,  blurred 
vision,  depression,  reduced  attention 
span,  and  decreased  libido.  In  spite  of 
these  extensive  symptoms,  it  is  only  re- 
cently that  any  identifiable  injury  has 
been  elucidated.  As  recently  as  25  years 
ago,  the  theory  was  that  the  symptoms 
were  related  to  an  “accident  neurosis,” 
representing  either  conversion  hysteria 
or  frank  malingering.  However,  we  are 
now  gathering  new  data  and  examining 
old  data.  In  1941,  subtle  brain  dysfunc- 
tion was  documented  in  post-traumatic 
headache.  Sheer  forces  may  have  been 
one  of  the  prime  mechanisms  of  this 
brain  injury.  In  1968,  microscopic  de- 
structive lesions  could  be  demonstrated 
even  after  relatively  minor  head  injury. 
The  psychological  data  indicated  that 


about  one-half  of  the  patients  had  high 
levels  of  disability  after  head  trauma. 
Included  was  the  inability  for  sustained 
intellectual  effort  and  judgment. 

Only  in  the  past  ten  to  15  years  has  it 
been  recognized  that  there  may  be  a se- 
vere disturbance  of  brain  function  after 
even  mild  head  trauma.  In  addition, 
this  may  occur  when  the  investigative 
tools  that  we  commonly  use  (such  as 
EEG  and  CT  scans)  do  not  document  an 
abnormality.  A newer  concept  has  been 
the  importance  of  trauma  predisposi- 
tion. Flexion-extension  injuries  may  af- 
fect the  hemispheres,  as  well  as  brain 
stem  structure,  because  of  the  high  G- 
forces  involved.  Particular  attention 
has  also  been  focused  on  the  spinal  cord 
and  emerging  nerves  in  patients  with 
narrow  vertebral  canals. 

The  vertebral  artery  was  also  deemed 
to  be  vulnerable  during  marked  flexion. 
Auditory  and  vestibular  structures, 
which  are  supplied  by  this  artery,  may 
show  signs  of  injury.  Although  we  inter- 
change the  terms  “post-concussion” 
and  “post-traumatic”  syndrome,  it 
should  be  noted  that  by  definition  a 
concussion  implies  a loss  of  conscious- 
ness. Perhaps  the  term  post-traumatic 
syndome  is  more  appropriate,  as  this 
syndrome  may  occur  simply  with 
trauma  and  no  loss  of  consciousness. 

The  major  symptom  of  post- 
traumatic  syndrome  consists  of  head- 
ache, and  it  occurs  in  up  to  80  percent  of 
patients.  There  is  no  relationship  to  the 
presence  of  headache  and  the  degree  of 
trauma,  loss  of  consciousness,  blood  in 
the  cerebrospinal  fluid,  presence  of  frac- 
ture or  other  identifiable  abnormality, 
or  the  absence  or  presence  of  retrograde 
amnesia.  It  usually  occurs  within  the 


first  day  or  two  following  the  trauma, 
but  it  may  be  delayed.  Dizziness  and 
vertigo,  as  well  as  the  headaches,  may 
often  be  exaggerated  by  exertion. 

If  one  supposes  that  the  brain  stem  is 
the  site  of  injury,  this  may  help  to  ex- 
plain some  of  the  commonly-seen  symp- 
toms. Cells  of  origin  of  the  hypotha- 
lamic and  limbic  systems  Eire  located  in 
the  brain  stem.  These  tracts  may  be  dis- 
turbed and  cause  changes  in  mood,  be- 
havior, sleep,  and  pain.  There  may  be 
changes  in  endogenous  neurotransmit- 
ters as  well. 

The  post-traumatic  syndrome  is  one 
in  which  physicians,  patients,  and  fami- 
lies may  become  frustrated  and  angry. 
With  the  newer  understanding  of  this 
syndrome,  however,  an  overall  change 
in  our  approach  may  be  warranted. 

Alan  Rapoport,  MD,  of  the  New  En- 
gland Center  for  Headache,  has  de- 
scribed an  entity  called  “analgesic  re- 
bound headache.”  It  has  been  found 
that  frequent  use  of  over-the-counter 
analgesics,  such  as  aspirin  and  acet- 
aminophen, which  are  taken  for  the  re- 
lief of  headache,  may,  in  some  cases,  ac- 
tually perpetuate  and  worsen  the 
headache  pain.13"'  In  addition,  medi- 
cines which  may  be  prescribed  during 
the  time  of  analgesic  abuse  and  which 
commonly  relieve  the  headache,  may 
become  ineffective.  Individuals  may  be- 
come habitual  users  of  these  agents. 
This  promotes  further  increased  intake 
of  these  analgesics  and  leads  to  a vi- 
cious cycle. 

After  14  tablets  per  week  are  taken 
on  a regular  basis,  the  increased  con- 
sumption may  perpetuate  the  head- 
ache. This  paradoxical  effect  of  analge- 
sics is  called  analgesic  rebound 
headache.  The  term  “rebound"  refers  to 
the  fact  that  the  headache  may  become 
worse  as  the  medicine  wears  off.  At  the 
same  time,  after  the  medicine  is  with- 
drawn there  may  be  a marked  exacerba- 
tion of  the  headache.  This  worsening 
may  last  from  four  days  up  to  one  or 
two  weeks. 

The  patient  who  is  prone  to  analgesic 
rebound  may  often  have  periodic  mi- 
graine headaches  or,  in  addition,  mild 
chronic  muscle  contraction  headaches 
that  occur  several  times  per  week.  The 
cycle  begins  when  the  patient  takes 
larger  amounts  of  medication  on  a more 
frequent  basis.  The  patient  may  antici- 
pate his  headaches  and  eventually  be- 
come habituated  to  excessive  amounts. 
These  analgesics  may  be  aspirin  or  acet- 
aminophen or  part  of  a “combination” 
medicine,  frequently  prescribed  for 
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headaches.  In  addition,  caffeine  may 
also  be  included  in  the  make-up  of  the 
prescription  drugs,  so  that  stopping  the 
medicine  may  make  the  patient  prone 
to  caffeine-withdrawal  headache. 

It  is  not  uncommon  for  a patient  to 
have  a marked  exacerbation  of  head- 
ache intensity  following  the  withdrawal 
of  the  medicine.  During  this  phase,  it  is 
important  to  reassure  the  patient  and 
encourage  him  not  to  renew  the  cycle  by 
beginning  the  offending  medicine  again. 
It  has  been  found  that  drugs  such  as 
Periactin  (Cyproheptadine  HC1,  Merck, 
Sharp  and  Dohme)  or  nightly  small 
doses  of  tricyclic  antidepressants  may 
help  these  rebound  headaches. 

The  mechanism  behind  these  head- 
aches may  be  related  to  an  imbalance  of 
the  serotonergic  system.  One  theory 
proposes  that  an  increase  of  brain  sero- 
tonin occurs  as  a result  of  the  use  of  as- 
pirin; and,  in  a paradoxical  fashion,  this 
causes  increased  pain.  The  increased 
pain  may  be  related  to  a reduction  in 
the  number  of  serotonergic  receptors 
which  thereby  reduces  the  effect  of  the 
increased  amount  of  serotonin.  Recog- 
nition of  the  analgesic  rebound  head- 
ache is  important,  because  until  the 
patient  is  taken  off  the  offending  medi- 
cines, there  will  be  no  improvement  in 
the  patient’s  headache  despite  an  other- 
wise adequate  therapeutic  program. 

Stephen  D.  Silberstein,  MD,  co-di- 
rector  of  the  Comprehensive  Headache 
Center  and  associate  professor  of  neu- 
rology at  Temple  University  School  of 
Medicine,  has  discussed  basic  mecha- 
nisms and  new  treatments  of  headache. 

A vexing  issue  in  headache  circles  to- 
day is  whether  migraine  and  tension 
headaches  are  fundamentally  different 
or  part  of  the  same  spectrum.  Tension 
or  muscle  contraction  headaches  are  fre- 
quently difficult  to  separate  from  mi- 
graine headaches.  Both  may  be  bilateral 
and  associated  with  nausea.  It  is  said 
that  tension  headaches  usually  become 
more  severe  as  the  day  progresses,  and 
the  pain  is  usually  described  as  a sensa- 
tion of  tightness.  Migraine  is  more  par- 
oxysmal in  onset  and  is  described  as 
throbbing  in  nature.  Clinically,  most  pa- 
tients have  features  of  both  tension  and 
migraine  headaches.  It  is  not  uncom- 
mon for  the  patient’s  headache  to  begin 
with  features  of  a tension  headache  and 
to  develop  migrainous  features  as  the 
headache  becomes  more  severe.17 

A number  of  epidemiological  studies 


have  been  done  in  an  attempt  to  un- 
cover pure  subpopulations  of  tension 
and  migraine  headaches.  This  could  not 
be  accomplished,  however,  as  most  pa- 
tients have  headaches  that  exhibit  fea- 
tures of  both  the  migraine  and  tension 
types.  To  deal  with  this  overlap,  the  se- 
verity model  of  headaches  has  come 
into  prominence.  Patients  who  describe 
their  headaches  as  tension  tend  to  have 
milder  chronic  pain.  When  the  head- 
aches become  severe  and  paroxysmal, 
we  call  them  migraines.18 

Headaches  from  both  ends  of  the 
spectrum  may  result  from  fundamental 
disturbance  in  the  brain  pain-regulatory 
pathways.  Serotonin,  a neurotransmit- 
ter, seems  to  be  implicated.18  The  “mus- 
cle contraction”  theory  of  tension  head- 
ache can  no  longer  seriously  be 
entertained,  since  there  is  more  muscle 
contraction  found  in  migraine  sufferers 
than  in  patients  with  tension  head- 
aches.19 The  vascular  theory  of  migraine 
was  proposed  by  Wolff  and  his  col- 
leagues.17 They  felt  that  the  migraine 
aura  was  due  to  cerebral  vasoconstric- 
tion and  the  headache  itself  was  pro- 
duced by  distention  of  the  external  ca- 
rotid arteries.  Recent  cerebral  blood  flow 
(CBF)  studies  do  not  support  the  vascu- 
lar theory.  These  studies  have  shown 
that  there  is  a decrease  in  CBF  during 
classic  migraine,  but  there  may  be  no 
change  in  blood  flow  in  common  mi- 
graine. In  classic  migraine,  a wave  of 
oligemia  spreads  slowly  forward.  It  pre- 
cedes the  aura  for  hours  and  persists  for 
hours  after  the  headache  ceases.  The 
rate  of  progression  of  oligemia  corre- 
sponds in  animals  to  the  neural  phe- 
nomenon of  the  spreading  depression  of 
Leao.20 

The  neural  hypothesis  of  migraine 
presents  a unifying  theory  for  both  mi- 
graine and  tension  headaches.  The  neu- 
ral hypothesis  states  that  migraine  is 
caused  by  a primary  derangement  of 
brain  function  itself.  The  evidence  for 
this  comes  from  cerebral  blood  flow 
studies.  Neurological  prodromata  be- 
ginning hours  or  days  before  attacks 
can  be  seen  with  migraine,  and  consist 
of  repeated  and  inappropriate  yawning, 
food  craving,  fatigue,  and  euphoria. 
Such  symptoms  may  derive  from  a hy- 
pothalamic disorder  or  from  an  ascend- 
ing disorder  arising  in  the  brain  stem. 
These  neural  symptoms  are  rarely  seen 
in  cerebrovascular  disease.  " 

The  use  of  dihydroergotamine  (DHE), 
an  ergot  derivative  available  only  in  a 
parenteral  form,  has  been  studied.  It 
has  been  used  in  the  treatment  of  mi- 


graine status  in  combination  with  intra- 
venous Reglan.  One  study  showed  that 
with  the  use  of  repetitive  intravenous  . 
DHE/Reglan,  80  to  90  percent  of  pa-  I 
tients  with  intractable  migraine  head- 
aches had  been  controlled.  Many  pa-  y 
tients  who  had  headaches  for  periods  of  . 
up  to  several  years  obtained  relief.  The 
DHE/Reglan  treatment  program  was 
used  frequently  for  patients  with  i 
analgesic  abuse  headaches.21 

Tricyclic  anti-depressants,  beta 
blockers,  and  “MAO”  inhibitors  also 
are  used  in  the  treatment  of  patients 
with  complicated  headaches,  as  are  ad- 
junct treatments  such  as  diet  manage- 
ment and  relaxation  therapy.  Patients 
with  severe  and  chronic  headaches  are 
best  treated  with  a multidisciplinary 
approach.  □ 
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New  drugs  for  use  in  1987 — part  two 

Daniel  A.  Hussar 


In  the  May  issue,  Pennsylvania 
Medicine  published  part  one  of  this 
series  on  the  important  properties  of 
new  therapeutic  agents  first  approved 
in  1986.  Part  two  continues  the  review 
of  new  drugs,  and  covers  antihyperten- 
sives and  antiarrythmic  agents,  analge- 
sics and  anti-inflammatory  agents,  as 
well  as  others.  This  discussion  describes 
the  progress  in  the  development  of  new 
agents  and  provides  summary  informa- 
tion on  each  of  these  drugs.  When  addi- 
tional information  is  needed,  more  com- 
prehensive references  or  the  product 
literature  should  be  consulted. 

Antihypertensive  agent 

Enalapril  maleate  (Vasotec-Merck 
Sharp  and  Dohme)  is  a prodrug  that,  af- 
ter oral  administration,  is  hydrolyzed  to 
enalaprilat,  a potent  angiotensin-con- 
verting-enzyme  (ACE)  inhibitor.  Be- 
cause enalaprilat  is  poorly  absorbed,  its 
ethyl  ester,  enalapril,  is  used  as  a pro- 
drug. 

The  first  ACE  inhibitor  to  be  mar- 
keted in  the  United  States  was  capto- 
pril  (Capoten)  and  it  is  with  this  agent 
that  enalapril  can  best  be  compared. 
Unlike  captopril,  enalapril  does  not  con- 
tain a mercapto  group  and  thus  has  a 
lower  incidence  of  certain  adverse  ef- 
fects. 

Enalapril  is  indicated  for  the  treat- 
ment of  hypertension  and  may  be  ad- 
ministered alone  or  with  other  antihy- 
perfensive  agents  especially 
thiazide-type  diuretics.  Clinical  studies 
have  demonstrated  it  to  be  as  effective 
as  diuretics,  beta-adrenergic  blocking 
agents  [e.g.,  propranolol  (Inderal)],  or 
captopril  in  lowering  elevated  blood 
pressure.  Preliminary  data  suggest  that 
enalapril  is  also  effective  in  the  treat- 
ment of  congestive  heart  failure;  how- 
ever, this  is  not  presently  a labeled  indi- 
cation for  enalapril  whereas  it  is  for 
captopril. 

The  most  frequent  adverse  effects  of 
enalapril  are  headache  (4.8%),  dizziness 
(4.6%),  and  fatigue  (2.8%).  In  most  pa- 
tients, adverse  effects  are  mild  and 


transient  but  in  clinical  trials  they  re- 
sulted in  discontinuation  of  therapy  in 
approximately  6%  of  patients.  Other  ef- 
fects occurring  in  1-2%  of  patients  in- 
clude diarrhea,  nausea,  rash,  cough,  hy- 
potension, and  orthostatic  effects. 
Excessive  hypotension,  although  rare 
in  hypertensive  patients  not  having 
other  complications,  is  more  likely  to 
occur  in  persons  with  severe  salt / 
volume  depletion  such  as  those  being 
treated  vigorously  with  diuretics  or  pa- 
tients on  dialysis.  Patients  at  risk 
should  be  monitored  closely  during  the 
first  two  weeks  of  treatment  and  when- 
ever the  dosage  of  enalapril  and/or  di- 
uretic is  increased.  All  patients  should 
be  cautioned  to  report  lightheadedness, 
especially  during  the  first  few  days  of 
therapy;  if  syncope  occurs,  the  drug 
should  be  discontinued  and  the  pre- 
scribing physician  consulted. 

Angioedema  has  been  reported  in 
0.2%  of  patients,  sometimes  after  the 
first  dose  of  enalapril.  Because  fatal  la- 
ryngeal edema  and/or  shock  can  be  as- 
sociated with  angioedema,  patients 
should  be  advised  to  immediately  re- 
port symptoms  such  as  swelling  of  the 
face,  eyes,  lips,  and  tongue,  and  diffi- 
culty in  breathing. 

One  result  of  ACE  inhibition  is  de- 
creased aldosterone  secretion,  and, 
therefore,  serum  potassium  levels  may 
increase.  Such  elevations  (greater  than 
5.7  mEq/L)  have  been  reported  in  about 
1 percent  of  patients  receiving  enala- 
pril. The  risk  of  hyperkalemia  is  greater 
in  patients  also  receiving  a potassium- 
sparing diuretic  [i.e.,  amiloride  (Mida- 
mor),  spironolactone  (Aldactone),  triam- 
terene (Dyrenium)],  potassium 
supplements,  or  potassium-containing 
salt  substitutes,  and/or  in  patients  with 
conditions  such  as  renal  insufficiency 
and  diabetes  mellitus.  Serum  potassium 
levels  in  these  patients  should  be  moni- 
tored frequently. 
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Increases  in  blood  urea  nitrogen  and 
serum  creatinine  levels  have  been  re- 
ported, primarily  in  patients  with  pre- 
existing renal  impairment  and/or  who 
were  taking  a diuretic  concomitantly. 
Renal  function  should  be  monitored 
more  closely,  particularly  during  the 
first  several  weeks  of  therapy,  in  pa- 
tients at  risk.  Proteinuria  has  occurred 
with  enalapril,  although  at  a lower  inci- 
dence than  with  captopril.  Nephrotic 
syndrome  has  not  been  observed  in  the 
clinical  studies  with  the  new  agent. 

The  adverse  reactions  that  occur 
most  commonly  with  captopril  are  rash 
and  dysgeusia  (alteration  of  taste).  The 
incidence  of  these  effects  is  signifi- 
cantly lower  with  enalapril  and  some 
patients  who  had  experienced  such  an 
effect  with  captopril  were  subsequently 
treated  with  enalapril  without  a recur- 
rence of  symptoms. 

The  available  data  suggest  that  the 
risk  of  neutropenia  and  agranulocytosis 
with  enalapril  is  small;  nevertheless,  pa- 
tients should  be  advised  to  promptly  re- 
port any  symptoms  of  infection  (e.g., 
sore  throat,  fever)  which  may  be  a sign 
of  neutropenia. 

Enalapril  has  a long  duration  of 
action  and  can  usually  be  administered 
in  a once-daily  dosing  regimen  whereas 
captopril  is  generally  administered  two 
or  three  times  daily.  Because  symptom- 
atic hypotension  may  occur  in  patients 
also  taking  a diuretic,  therapy  with  the 
diuretic  should  be  discontinued,  if  possi- 
ble, two  to  three  days  before  treatment 
with  enalapril  is  begun.  If  the  patient’s 
blood  pressure  is  not  adequately  con- 
trolled with  enalapril  alone,  the  use  of 
the  diuretic  may  be  resumed. 

The  presence  of  food  in  the  gastroin- 
testinal tract  may  reduce  the  absorp- 
tion of  captopril  by  about  30  to  40  per- 
cent and  it  is  advised  that  this  agent  be 
administered  one  hour  before  meals.  Al- 
though the  absorption  of  enalapril  is 
not  complete  (approximately  60  percent 
of  a dose  is  absorbed),  absorption  is  not 
influenced  by  the  presence  of  food  and 
the  drug  can  be  administered  with  a 
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meal  without  an  alteration  of  activity. 

The  recommended  initial  dosage  of 
enalapril  in  patients  not  taking  a di- 
uretic is  5 mg  once  daily.  The  dosage 
can  be  gradually  increased  as  needed 
and  the  usual  dosage  range  for  mainte- 
nance treatment  is  10  to  40  mg  per  day 
in  a single  dose  or  two  divided  doses.  If 
in  patients  treated  once  daily,  the  anti- 
hypertensive effect  diminishes  toward 
the  end  of  the  dosing  interval,  an  in- 
crease in  dosage  or  twice-daily  adminis- 
tration should  be  considered. 

Tablets  of  enalapril  maleate  are  sup- 
plied in  5,  10,  and  20  mg  potencies.  A 
combination  formulation  with  hydro- 
chlorothiazide (Vaseretic)  is  also  avail- 
able. 

Antiarrhythmic  agents 

What  had  been  a relatively  small 
therapeutic  class  of  drugs  has  grown 
significantly  in  the  last  three  years  with 
the  introduction  of  five  new  antiarrhy- 
thmic agents.  Tocainide  (Tonocard)  was 
marketed  in  1984,  flecainide  (Tambocor) 
and  acebutolol  (Sectral)*  in  1985,  and 
most  recently  in  1986,  mexiletine  and 
amiodarone.  In  addition,  encainide  and 
esmolol  were  approved  by  the  FDA  in 
late  December  and  will  be  marketed  in 
1987.  The  antiarrhythmic  drugs  are  of- 
ten classified  according  to  their  electro- 
physiologic  properties  (Table  6);  mexile- 
tine has  properties  similar  to  those  of 
lidocaine  (Xylocaine)  and  is  in  Class  IB 
whereas  amiodarone  is  in  Class  III. 

Mexiletine  hydrochloride  (Mexitil- 
Boehringer  Ingelheim)  is  structurally 
similar  to  lidocaine  and  exhibits  a local 
anesthetic  as  well  as  an  antiarrhythmic 
action.  It  is  well  absorbed  (approxi- 
mately 90  percent)  following  oral  ad- 
ministration and,  unlike  lidocaine,  does 
not  undergo  significant  first-pass  me- 
tabolism. It  is  indicated  for  the  suppres- 
sion of  symptomatic  ventricular  ar- 
rhythmias, including  frequent 
premature  ventricular  contractions,  un- 
ifocal or  multifocal,  couplets,  and  ven- 
tricular tachycardia.  Clinical  studies 
suggest  that  mexiletine  is  comparable 
in  efficacy  to  quinidine,  procainamide 
(Pronestyl),  and  disopyramide  (Nor- 
pace);  however,  in  clinical  trials,  some 
patients  responded  to  one  drug  but  not 
to  the  others,  and  mexiletine  may  be  ef- 


•  Acebutolol  is  primarily  used  in  the  treatment  of  hyperten- 
sion but  is  also  indicated  in  the  management  of  certain  ar- 
rhythmias. 


fective  in  some  ventricular  arrhythmias 
which  have  not  responded  satisfactorily 
to  other  agents.  In  some  refractory  ar- 
rhythmias, mexiletine  has  been  used 
concomitantly  with  other  antiarrhy- 
thmic agents  (e.g.,  quinidine,  proprano- 
lol). Such  combinations  have  been  effec- 
tive in  many  patients  and  the  use  of 
lower  dosages  of  the  individual  agents 
resulted  in  a lower  incidence  of  adverse 
effects. 

The  electrophysiologic  properties  and 
indications  of  mexiletine  are  very  simi- 
lar to  those  of  tocainide,  another  orally- 
administered  analog  of  lidocaine.  Mex- 
iletine and  tocainide  appear  to  be 
equally  effective  although  some  pa- 
tients who  do  not  respond  to  one  drug 
may  respond  to  the  other.  However,  the 
type  and  frequency  of  adverse  effects 
associated  with  the  two  agents  may  dif- 
fer. For  example,  some  patients  receiv- 
ing tocainide  have  experienced  pulmo- 
nary complications  whereas  this  type  of 
reaction  has  not  been  a problem  to  date 
with  mexiletine. 

Mexiletine  is  contraindicated  in  pa- 
tients with  cardiogenic  shock  or  pre- 
existing second-  or  third-degree  atrio- 
ventricular block  (unless  a pacemaker  is 
present).  Like  other  antiarrhythmic 
drugs,  mexiletine  may  cause  a worsen- 
ing of  pre-existing  arrhythmias;  al- 
though this  response  has  not  occurred 
often  in  patients  with  less  serious  ar- 
rhythmias (e.g.,  frequent  premature 
beats  or  nonsustained  ventricular 
tachycardia),  the  risk  of  serious  compli- 
cations is  greater  in  patients  with  life- 
threatening  disorders  such  as  sustained 
ventricular  tachycardia. 

Many  patients  treated  with  mexile- 
tine experience  adverse  effects.  Al- 
though these  reactions  are  usually  not 
serious,  and  are  dose-related  and  revers- 
ible with  a reduction  in  dosage  or  by 
taking  the  drug  with  food  or  antacid, 
they  resulted  in  discontinuation  of  ther- 
apy in  40%  of  the  patients  in  the  con- 
trolled trials.  The  most  frequent  reac- 
tions were  upper  gastrointestinal 
distress  (41%),  lightheadedness 
(10.5%),  tremor  (12.6%— a fine  hand 
tremor  is  often  the  first  manifestation 
of  mexiletine  neurotoxicity),  and  coordi- 
nation difficulties  (10.2%).  These  effects 
were  observed  more  frequently  with 
mexiletine  than  with  quinidine,  pro- 
cainamide, and  disopyramide  whereas 
the  incidence  of  the  following  common 
reactions  was  highest  with  the  drugs 
noted:  diarrhea  (quinidine,  33.2%);  con- 
stipation (disopyramide,  11.6%);  rash 
(procainamide,  10.3%);  and  dry  mouth 


(disopyramide,  14.5%).  Other  reactions 
reported  with  mexiletine  (as  well  as 
other  agents)  include  diarrhea,  changes 
in  sleep  habits,  headache,  blurred  vision 
or  visual  disturbances,  palpitations, 
and  elevation  of  liver  enzyme  levels. 

Mexiletine  is  metabolized  in  the  liver 
and  agents  such  as  phenytoin  (Dilan- 
tin), phenobarbital,  rifampin  (Rifadin, 
Rimactane),  and  also  cigarette  smoking 
which  increase  the  activity  of  hepatic 
enzymes,  have  been  reported  to  lower 
the  plasma  levels  of  the  antiarrhythmic 
drug.  Mexiletine  levels  should  be  moni- 
tored during  concurrent  therapy  to  re- 
duce the  possibility  of  ineffective  ther- 
apy. Cimetidine  (Tagamet)  may  produce 
the  opposite  effect  and  increase  plasma 
levels  of  mexiletine  by  inhibiting  its  he- 
patic metabolism.  Studies  of  the  con- 
current use  of  mexiletine  with  digoxin, 
diuretics,  propranolol,  warfarin,  or  ben- 
zodiazepines [e.g.,  diazepam  (Valium)] 
have  not  identified  interactions. 

Although  mexiletine  is  primarily  me- 
tabolized in  the  liver,  approximately  10 
percent  is  excreted  unchanged  by  the 
kidney.  In  most  patients,  urinary  pH 
has  little  influence  on  the  excretion  of 
the  drug.  However,  marked  changes  in 
urinary  pH  may  alter  the  rate  of  excre- 
tion: acidification  accelerates  excretion, 
whereas  alkalinization  decreases  it  and 
may  increase  the  plasma  levels  of  mex- 
iletine. Concurrent  drug  therapy  or  di- 
etary regimens  which  may  markedly  al- 
ter urinary  pH  should  be  avoided 
during  mexiletine  therapy;  the  minor 
changes  in  urinary  pH  associated  with 
a normal  diet  do  not  affect  the  drug’s 
excretion. 

The  recommended  initial  dosage  of 
mexiletine  is  200  mg  every  eight  hours 
when  rapid  control  of  the  arrhythmia  is 
not  essential.  The  drug  should  be  ad- 
ministered with  food  or  an  antacid  to  re- 
duce the  risk  of  gastrointestinal  effects. 
Although  antacids  may  delay  the  ab- 
sorption of  mexiletine,  the  total 
bioavailability  is  not  affected.  The  dos- 
age may  be  adjusted  in  increments  of 
50  to  100  mg  at  intervals  of  at  least  two 
to  three  days,  depending  on  the  pa- 
tient’s response  and  tolerance;  the 
maintenance  dosage  in  most  patients  is 
200  to  300  mg  every  eight  hours.  If  a 
satisfactory  response  has  not  been 
achieved  at  this  dosage  and  the  patient 
is  tolerating  the  drug  well,  a dose  of  400 
mg  every  eight  hours  may  be  tried.  It  is 
recommended  that  the  total  daily  dos- 
age should  not  exceed  1200  mg/day  be- 
cause of  the  greater  risk  of  adverse  reac- 
tions. 
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When  rapid  control  of  a ventricular 
arrhythmia  is  essential,  an  initial  load- 
ing dose  of  400  mg  can  be  administered, 
followed  by  a 200  mg  dose  in  eight 
hours. 

Some  patients  who  have  responded 
well  to  a dosage  of  300  mg  or  less  every 
eight  hours  may  be  changed  to  a 12- 
hour  dosage  schedule  to  improve  conve- 
nience and  compliance.  Although  the 
total  daily  dose  does  not  change,  a 
higher  dose  is  given  less  frequently  and 
therapy  should  be  monitored  closely  to 
ascertain  that  the  desired  efficacy  and 
tolerance  are  retained. 

Capsules  are  available  containing 
150,  200,  and  250  mg  of  mexiletine  hy- 
drochloride. A parenteral  formulation  is 
marketed  in  some  other  countries  but  is 
not  presently  available  in  the  United 
States. 

Amiodarone  hydrochloride  (Corda- 
rone- Wyeth)  is  the  first  agent  with  pre- 
dominantly Class  III  effects  that  is  ef- 
fective after  oral  administration.  Unfor- 
tunately, it  can  cause  very  serious 
adverse  effects  and  its  variable  absorp- 
tion, slow  onset,  and  long  duration  of 
action  make  it  difficult  to  achieve  the 
desired  control  of  therapy.  For  these 
reasons,  the  indications  for  the  new 
agent  are  limited  to  documented,  life- 
threatening,  recurrent  ventricular  fibril- 
lation and  recurrent,  hemodynamically 
unstable  ventricular  tachycardia,  when 
these  conditions  have  not  responded  to 
treatment  with  antiarrhythmic  agents 
or  when  alternative  drugs  were  not  tol- 
erated. Amiodarone  has  been  reported 
to  be  effective  in  60  percent  of  patients 
with  life-threatening  ventricular  ar- 
rhythmias refractory  to  other  agents, 
and  partially  effective  (usually  reflect- 
ing the  addition  of  another  drug)  in 
most  of  the  remaining  patients.  Thus, 
the  new  agent  represents  an  important 
addition  to  the  class  of  antiarrhythmic 
agents  although  its  use  will  be  reserved 
for  selected  situations  and  must  be 
closely  monitored  when  it  is  utilized. 
Some  studies  suggest  that  amiodarone 
is  also  effective  in  the  management  of 
atrial  arrhythmias;  however,  this  is  not 
presently  a labeled  indication  in  this 
country. 

The  most  important  adverse  reaction 
with  amiodarone  is  pulmonary  toxicity 
(interstitial  pneumonitis/alveolitis).  The 
frequency  of  pulmonary  toxicity  has 
ranged  from  2 to  7 percent  in  most  re- 
ports; however,  higher  rates  (11  to  15 
percent)  have  been  reported  in  patients 
treated  more  than  a year  on  average 
and  there  is  evidence  of  increasing  fre- 


quency with  time  and/or  daily  or  cumu- 
lative dose. 

Although  the  pulmonary  effects  are 
usually  reversible  when  amiodarone  is 
discontinued,  death  has  occurred  in 
about  10  percent  of  cases.  Patients 
should  be  advised  to  promptly  report 
any  new  respiratory  symptom  (e.g., 
cough,  labored  breathing)  that  might 
suggest  pulmonary  toxicity. 

Like  other  antiarrhythmic  agents, 
amiodarone  can  worsen  arrhythmias 
and  such  proarrhythmic  events  have 
been  experienced  by  2 to  5 percent  of 
patients,  usually  those  with  severe 
heart  disease.  Although  the  frequency 
of  this  reaction  is  probably  not  greater 
than  that  with  most  other  antiarrhy- 
thmic drugs,  the  effect  induced  by 
amiodarone  may  be  prolonged  and  more 
difficult  to  manage  because  of  the 
drug’s  long  duration  of  action. 

Hepatic  dysfunction  (usually  mani- 
fested as  elevations  of  hepatic  enzyme 
levels)  has  been  reported  in  5 to  40  per- 
cent of  patients  in  the  clinical  studies. 
Although  few  patients  experience 
symptoms  and  there  is  seldom  a need  to 
discontinue  therapy,  fatal  hepatic  dam- 
age has  occurred. 

Approximately  three-fourths  of  pa- 
tients taking  amiodarone  experience  ad- 
verse effects.  In  addition  to  the  reac- 
tions described  above,  adverse  effects 
include  gastrointestinal  complaints 
(25% — e.g.,  nausea,  vomiting,  constipa- 
tion, anorexia),  neurologic  problems 


(20%  to  40%— e.g.,  malaise,  fatigue, 
tremor,  involuntary  movements,  poor 
coordination  and  gait,  peripheral  neu- 
ropathy), ocular  symptoms  (10% — e.g., 
visual  halos,  blurred  vision,  dry  eyes), 
dermatological  effects  (15% — e.g.,  pho- 
tosensitivity reactions),  thyroid  abnor- 
malities (hypothyroidism— 2%  to  4%; 
hyperthyroidism— 1%  to  3%),  and  car- 
diovascular effects  (e.g.,  congestive 
heart  failure,  bradycardia). 

The  incidence  of  photosensitivity  re- 
actions is  about  10  percent  and  patients 
should  be  advised  of  this  potential.  The 
use  of  sunscreen  preparations  and  pro- 
tective clothing  may  provide  some  pro- 
tection and  discontinuation  of  therapy 
is  not  usually  necessary.  Prolonged  use 
of  the  drug  sometimes  results  in  a blue- 
gray  discoloration  of  the  exposed  skin 
(usually  the  face);  this  is  slowly  but 
sometimes  incompletely  reversible 
upon  discontinuation  of  the  drug. 

Ocular  effects  result  from  corneal  mi- 
crodeposits that  are  present  in  virtually 
all  adult  patients  who  have  been  taking 
the  drug  for  more  than  six  months. 
Thyroid  abnormalities  result,  in  part, 
because  amiodarone  is  an  iodinated  ben- 
zofuran  derivative  which  can  release  in- 
organic iodine  and  because  the  drug 
may  inhibit  the  peripheral  conversion  of 
thyroxine  to  triiodothyronine. 

Amiodarone  may  interact  with  a 
number  of  other  drugs  and  concurrent 
therapy  must  be  monitored  very  closely. 
It  may  increase  the  serum  concentra- 


Table  6 

Classification  of  Antiarrhythmic  Drugs 

Class  I Sodium-channel  blockade 

IA  Marked  phase-0  depression,  moderate  effect  on  conduction, 

and  prolonged  repolarization. 

Disopyramide  (Norpace) 

Procainamide  (Pronestyl) 

Quinidine 

IB  Minimal  phase-0  depression,  slight  effect  on  conduction, 

and  shortened  repolarization. 

Lidocaine  (Xylocaine) 

Mexiletine  (Mexitil) 

Tocainide  (Tonocard) 

1C  Marked  phase-0  depression,  marked  effect  on  conduction, 

and  shortened  repolarization. 

Flecainide  (Tambocor) 

Encainide  (Enkaid)* 

Class  II  Beta-adrenergic  blockade 

Propranolol  (Inderal) 

Acebutolol  (Sectral) 

Esmolol  (Brevibloc)* 

Class  III  Prolonged  repolarization  and  slight  effect  on  conduction 

Amiodarone  (Cordarone) 

Bretylium  (Bretylol) 

Class  IV  Calcium  channel  blockade 

Verapamil  (Calan,  Isoptin) 

*To  be  marketed  in  1987. 
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tion  of  digoxin  and  increase  the  risk  of 
toxicity.  The  need  for  digoxin  therapy 
should  be  reviewed  and,  if  it  is  contin- 
ued, it  is  recommended  that  the  dosage 
should  be  reduced  by  approximately  50 
percent.  Serum  digoxin  levels  should  be 
closely  monitored  and  patients  ob- 
served for  clinical  evidence  of  toxicity. 

Amiodarone  also  increases  the  action 
of  coumarin  anticoagulants  (e.g.,  war- 
farin) thereby  increasing  the  risk  of 
bleeding  reactions.  It  is  recommended 
that  the  dose  of  the  anticoagulant 
should  be  reduced  by  one-third  to  one- 
half  and  that  prothrombin  times  should 
be  monitored  more  closely. 

There  have  been  reports  that 
amiodarone  may  increase  the  levels  of 
other  antiarrhythmic  drugs  such  as 
quinidine,  procainamide,  flecainide,  and 
phenytoin.  The  use  of  amiodarone  in 
combination  with  another  antiarrhy- 
thmic agent  should  be  reserved  for 
those  patients  who  do  not  satisfactorily 
respond  to  a single  agent.  When  concur- 
rent therapy  is  necessary,  the  dose  of 
the  other  drug  should  be  reduced  by 
one-third  to  one-half.  Amiodarone  has 
also  been  reported  to  increase  the  activ- 
ity of  diltiazem  (Cardizem)  and  caution 
should  be  exercised  in  patients  receiv- 
ing a calcium  antagonist  or  a beta- 
blocker  because  of  the  possible  potenti- 
ation of  bradycardia,  sinus  arrest,  and 
atrioventricular  block. 

After  oral  administration, 
amiodarone  is  slowly  and  variably  ab- 
sorbed. Its  bioavailability  is  approxi- 
mately 50%  but  varies  considerably 
(from  35-65%).  The  onset  of  action  may 
occur  in  two  to  three  days  but  more 
commonly  takes  one  to  three  weeks 
even  with  loading  doses.  The  drug  accu- 
mulates extensively  in  adipose  tissue 
and  highly  perfused  organs  such  as  the 
liver,  lung,  and  spleen.  It  is  primarily 
eliminated  via  hepatic  extraction  into 
the  bile  but  has  a very  long  half-life  (40 
to  55  days);  thus,  therapeutic  and  ad- 
verse effects  may  persist  for  weeks  af- 
ter the  drug  is  discontinued. 

Due  to  its  pharmacokinetic  proper- 
ties and  the  variation  that  exists,  it  is 
difficult  to  determine  the  optimal  dose 
for  the  drug  and  monitor  with  respect 
to  both  efficacy  and  safety.  Patients 
should  be  hospitalized  when  therapy  is 
initiated  and  loading  doses  of  800  to 
1600  mg/day  are  usually  required  for 
one  to  three  weeks  until  the  initial  ther- 
apeutic response  occurs.  When  daily 


dosages  total  1,000  mg  or  higher,  or 
when  gastrointestinal  intolerance  oc- 
curs, administration  of  amiodarone  in 
divided  doses  with  meals  is  suggested. 
Upon  starting  amiodarone  therapy,  an 
attempt  should  be  made  to  discontinue 
other  antiarrhythmic  drugs. 

When  adequate  control  of  the  ar- 
rhythmia is  achieved,  or  if  side  effects 
become  prominent,  the  dosage  of 
amiodarone  should  be  reduced  to  600  to 
800  mg/day.  The  drug  may  be  adminis- 
tered as  a single  daily  dose  although  ad- 
ministering one-half  of  the  daily  dose 
twice  a day  may  be  advantageous  in  pa- 
tients experiencing  gastrointestinal  in- 
tolerance. 

Tablets  are  available  in  a 200  mg  po- 
tency. 

Analgesic/anti-inflammatory  agents 

Two  new  nonsteroidal  anti- 
inflammatory drugs  (NSAIDs)  were 
marketed  in  1986,  although  they  differ 
in  their  labeled  indications.  Ketoprofen 
(Orudis-Wyeth)  is  indicated  for  the 
treatment  of  rheumatoid  arthritis  and 
osteoarthritis,  and  suprofen  (Suprol- 
McNeil/Ortho)  is  indicated  for  the  relief 
of  mild  to  moderate  pain  and  for  the 
treatment  of  primary  dysmenorrhea. 
However,  suprofen  should  not  be  con- 
sidered as  initial  treatment  because 
flank  pain  sometimes  accompanied  by 
renal  function  abnormalities  may  occur 
with  its  use.  Both  ketoprofen  and  su- 
profen are  most  closely  related  chemi- 
cally to  the  propionic  acid  derivatives, 
ibuprofen,  (e.g.,  Motrin),  naproxen 
(Anaprox,  Naprosyn),  and  fenoprofen 
(Nalfon). 

Neither  ketoprofen  nor  suprofen 
should  be  given  to  patients  in  whom  as- 
pirin or  another  NSAID  induces 
asthma,  rhinitis,  urticaria,  or  other 
allergic-type  reactions  because  of  the 
possibility  of  a serious  allergic  reaction. 
As  with  other  NSAIDs,  gastrointesti- 
nal effects  (e.g.,  nausea,  vomiting,  dys- 
pepsia, abdominal  pain,  diarrhea,  con- 
stipation, flatulence)  represent  the 
adverse  reactions  most  commonly  asso- 
ciated with  the  use  of  the  new  agents. 
Because  peptic  ulcer  and/or  gastrointes- 
tinal bleeding  have  been  reported  in  ap- 
proximately 1 percent  of  patients,  the 
use  of  these  agents  is  best  avoided  in 
patients  with  a history  of  gastrointesti- 
nal tract  disease. 

more  than  3 percent  of  the  patients 
treated  include  headache,  central  ner- 
vous system  inhibition  (e.g.,  malaise, 
depression)  or  excitation  (e.g.,  insomnia, 
nervousness),  and  impairment  of  renal 


function  (edema,  increased  blood  urea 
nitrogen  level)  with  ketoprofen,  and 
headache,  dizziness,  sedation,  mood 
changes,  sleep  disturbances,  pain,  der- 
matitis, pruritus,  and  muscle  cramps 
with  suprofen.  Peripheral  edema  has 
been  observed  in  5 percent  of  patients 
receiving  suprofen  on  a long-term  basis 
and  in  about  2 percent  of  patients  tak- 
ing ketoprofen.  Therefore,  like  the  other 
NSAIDs,  the  new  agents  should  be 
used  with  caution  in  patients  with  fluid 
retention,  hypertension,  or  heart  fail- 
ure. 

Although  infrequent  (estimated  inci- 
dence of  less  than  1 percent),  the  occur- 
rence of  renal  reactions  such  as  acute 
nephritis  and  nephrotic  syndrome  has 
been  associated  with  the  NSAIDs. 
Acute  flank  pain  associated  with  renal 
insufficiency  has  also  been  reported  in 
patients  receiving  suprofen;  there  has 
been  considerable  concern  regarding 
this  reaction  and  it  is  discussed  in 
greater  detail  later.  Other  renal  effects 
have  been  observed  with  the  NSAIDs 
in  patients  with  conditions  leading  to  a 
reduction  in  renal  blood  flow  or  blood 
volume.  The  ability  of  a NSAID  to  de- 
crease prostaglandin  synthesis  and  re- 
nal blood  flow  may  precipitate  overt  re- 
nal failure,  especially  in  patients  with 
impaired  renal  function,  heart  failure,  or 
liver  dysfunction,  those  taking  diuret- 
ics, and  the  elderly.  Because  ketoprofen 
and  suprofen  (and  their  metabolites)  are 
primarily  eliminated  by  the  kidneys,  pa- 
tients with  impaired  renal  function 
should  be  closely  monitored,  and  the 
use  of  a lower  dosage  should  be  antici- 
pated. 

Borderline  elevations  in  liver-function 
tests  may  occur  in  up  to  15%  of  pa- 
tients receiving  a NSAID.  Meaningful 
elevations  (three  times  the  upper  limit 
of  normal)  of  the  alanine  aminotrans- 
ferase (ALT  or  SGPT)  or  aspartate 
aminotransferase  (AST  or  SGOT)  tests 
have  occurred  in  approximately  1%  of 
patients  receiving  suprofen  and  in  less 
than  1%  of  the  individuals  receiving  ke- 
toprofen. Serious  hepatic  reactions,  in- 
cluding jaundice,  have  been  reported 
rarely  with  the  new  agents,  as  well  as 
with  the  other  NSAIDs.  If  abnormal 
liver  tests  persist  or  worsen,  or  if  clini- 
cal signs  and  symptoms  consistent  with 
liver  disease  develop,  therapy  with  the 
drug  should  be  discontinued. 

Anemia  may  occur  more  commonly  in 
patients  with  conditions  like  rheuma- 
toid arthritis  and  is  sometimes  aggra- 
vated by  an  NSAID  which  may  pro- 
duce fluid  retention  or  gastrointestinal 
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blood  loss  in  some  patients.  Patients 
with  initial  hemoglobin  values  of  10  g/ 
dL  or  less  who  are  to  receive  long-term 
therapy  should  have  hemoglobin  values 
determined  frequently. 

The  potential  for  ketoprofen  and  su- 
profen  to  interact  with  other  therapeu- 
tric  agents  is  similar  to  that  observed 
with  most  of  the  other  NSAIDs.  Stud- 
ies suggest  that  the  new  agents,  al- 
though highly  protein  bound,  are  not 
likely  to  displace  agents  like  warfarin 
from  plasma  protein  binding  sites. 
However,  because  the  NSAIDs  may 
prolong  bleeding  time  by  decreasing 
platelet  adhesion  and  aggregation,  con- 
current use  with  warfarin  is  best 
avoided;  patients  must  be  monitored 
closely  if  alternative  therapy  associated 
with  a lesser  risk  is  not  available. 

As  noted  earlier,  patients  taking  di- 
uretics are  at  greater  risk  of  developing 
renal  failure  secondary  to  a decrease  in 
renal  blood  flow  caused  by  NSAID  inhi- 
bition of  prostaglandins.  Concomitant 
therapy  should  be  carefully  evaluated, 
particularly  when  other  risk  factors  are 
also  present  (e.g.,  in  elderly  patients). 
Reports  with  some  other  NSAIDs  sug- 
gest that  these  agents  may  reduce  the 
antihypertensive  effect  of  agents  such 
as  the  diuretics,  beta-adrenergic  block- 
ing agents  (e.g.,  propranolol),  and  capto- 
pril,  and  the  possibility  of  ketoprofen  or 
suprofen  causing  a similar  response 
should  be  recognized. 

Although  problems  are  not  likely  to 
occur,  the  concurrent  use  of  aspirin  with 
a NSAID  is  not  generally  recom- 
mended, because  concurrent  therapy 
does  not  offer  any  advantage  and  aspi- 
rin may  alter  the  levels  of  certain 
NSAIDs.  Studies  of  the  concomitant 
use  of  aluminum  and  magnesium  hy- 
droxides with  ketoprofen  and  suprofen 
have  shown  that  the  antacid  does  not 
affect  the  bioavailability  of  the  NSAID. 

A recent  report  describes  serious 
methotrexate  toxicity  with  fatal  conse- 
quences in  several  patients  who  were  re- 
ceiving ketoprofen  concurrently.  Keto- 
profen apparently  reduces  the  clearance 
of  methotrexate  and  it  should  be  antici- 
pated that  the  other  NSAIDs  may  act 
similarly.  If  it  is  necessary  that  both 
agents  be  administered,  consideration 
should  be  given  to  lowering  the  dose  of 
methotrexate  and  therapy  must  be 
closely  monitored. 

The  efficacy  of  ketoprofen  (Orudis- 
Wyeth)  in  the  treatment  of  rheumatoid 


delay  the  onset  of  relief  of  symptoms;  in 
these  situations,  the  drug  is  best  admin- 
istered apart  from  meals. 

Because  the  mean  half-life  of  ketopro- 
fen in  elderly  patients  is  longer  (about 
five  hours)  than  that  in  younger  persons 
(about  three  hours),  lower  dosages  or 
less  frequent  administration  will  often 
be  indicated  in  the  elderly.  Ketoprofen  is 
provided  in  capsules  in  50  to  75  mg  po- 
tencies. 

arthritis  and  osteoarthritis  is  similar  to, 
but  does  not  surpass,  that  of  aspirin 
and  other  NSAIDs  such  as  ibuprofen. 
Although  gastrointestinal  effects  repre- 
sent the  adverse  reactions  seen  most 
frequently,  these  effects  are  less  likely 
to  occur  with  the  new  agent  than  with 
aspirin. 

In  addition  to  the  interactions  al- 
ready described,  an  interaction  between 
ketoprofen  and  probenecid  (Benemid) 
has  been  reported.  Probenecid  reduces 
the  clearance  of  ketoprofen  and  may  in- 
crease its  effects;  concurrent  use  is  not 
recommended. 

Ketoprofen  has  a relatively  short  du- 
ration of  action  and  is  usually  adminis- 
tered three  to  four  times  a day.  Al- 
though the  shorter  duration  of  action 
may  be  associated  with  a lesser  risk  of 
accumulation  and  certain  adverse  ef- 
fects, the  rate  of  noncompliance  may  be 
higher  than  that  seen  with  a longer- 
acting,  less-frequently  administered 
NSAID  such  as  piroxicam  (Feldene). 

The  recommended  dosage  of  ketopro- 
fen is  75  mg  three  times  daily  or  50  mg 
four  times  a day.  The  dosage  may  be  in- 
creased, as  needed,  to  the  maximum 
recommended  daily  dosage  of  300  mg, 
divided  in  three  to  four  doses.  To  reduce 
the  possibility  of  gastrointestinal  ef- 
fects, the  medication  may  be  taken  with 
antacids,  food,  or  milk.  Although  food 
may  reduce  the  rate  of  absorption  and 
peak  concentrations,  the  total 
bioavailability  of  the  drug  is  not  al- 
tered. However,  in  some  patients,  the 
reduction  in  the  rate  of  absorption  may 

Studies  indicate  that  a 200  mg  dose 
of  suprofen  (Suprol  - McNeil/Ortho)  is 
comparable  in  analgesic  efficacy  to  650 
mg  of  aspirin.  In  the  management  of 
dysmenorrhea,  800  mg/day  of  suprofen 
for  two  to  three  days/month  has  been 
shown  to  be  similar  to  1600  mg/day  of 
ibuprofen  for  two  to  three  days/month. 
However,  in  consideration  of  the  ad- 
verse reactions  that  have  been  reported, 
suprofen  should  not  be  used  for  initial 
therapy,  and  its  use  should  be  reserved 
for  patients  who  have  not  responded  to 
other  agents. 


The  adverse  effect  about  which  there 
is  the  greatest  concern  is  the  abrupt  on- 
set of  severe  flank  pain,  often  occurring 
after  the  first  dose  of  suprofen.  As  of 
the  end  of  November,  the  Food  and 
Drug  Administration  had  received  ap- 
proximately 300  reports  of  this  reac- 
tion. In  most  of  the  patients  who  have 
experienced  this  reaction,  the  onset  of 
pain  usually  occurred  in  one-half  to 
eight  hours  after  the  dose  and  usually 
lasted  12  to  48  hours.  It  is  accompanied 
frequently  by  nausea  and  sometimes  by 
vomiting.  Many  of  these  patients  had 
elevated  creatinine  and  blood  urea  ni- 
trogen levels  and,  in  some,  hematuria 
and  proteinuria  were  noted  on  urinaly- 
sis. This  reaction  has  only  been  re- 
ported rarely  with  the  use  of  other 
NSAIDs,  and  studies  suggest  that  su- 
profen may  cause  this  effect  by  increas- 
ing urinary  uric  acid  excretion  (i.e.,  a 
uricosuric  action)  and  decreasing  urine 
flow,  resulting  in  an  increase  in  urine 
uric  acid  concentration  and  formation 
of  uric  acid  crystals  which  are  responsi- 
ble for  the  pain  as  well  as  changes  in  re- 
nal function.  To  reduce  the  risk  of  this 
reaction,  patients  should  be  advised  to 
drink  one  to  two  full  glasses  of  liquid 
with  each  dose  of  the  medication  and  to 
stop  taking  the  drug  if  low  back  pain 
occurs.  The  manufacturer  makes  avail- 
able auxiliary  labels  with  this  informa- 
tion that  may  be  affixed  to  the  prescrip- 
tion container. 

With  respect  to  other  adverse  reac- 
tions, approximately  20%  of  the  pa- 
tients treated  with  suprofen  (800  to 
1600  mg/day)  or  aspirin  (2600  to  4000 
mg/day)  in  long-term  studies  discontin- 
ued therapy  due  to  adverse  reactions. 
The  incidence  of  upper  gastrointestinal 
side  effects  such  as  nausea  (15%)  and 
dyspepsia  (13%)  was  similar  for  the  two 
drugs.  Suprofen  caused  loose  stools  or 
diarrhea  (10%)  more  frequently  and  tin- 
nitus less  frequently  than  aspirin.  Pa- 
tients receiving  suprofen  who  develop 
changes  in  visual  acuity  during  treat- 
ment should  have  an  ophthalmologic 
evaluation. 

The  recommended  dose  of  suprofen  is 
200  mg  every  four  to  six  hours  as  re- 
quired. Dosages  exceeding  800  mg/day 
are  not  recommended  because  of  the 
higher  incidence  of  gastrointestinal  and 
central  nervous  system  side  effects.  Al- 
though the  concomitant  administration 
of  an  antacid  does  not  affect  the 
bioavailability  of  suprofen,  administra- 
tion of  the  drug  with  food  decreases 
both  the  rate  and  the  extent  of  absorp- 
tion [area  under  the  concentration  curve 
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Consider  the 
causative  organisms . . . 


cefaclor 


250-mg  Pulvules  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampiciliin-resistant) 

Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to 
penicillin-allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophy- 
laxis of  rheumatic  fever.  See  prescribing  information. 


Ceclor*  (cefaclor) 

Summary.  Consult  the  package  literature  for 
prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae,  Haemo- 
philus influenzae,  and  Streptococcus  pyogenes 
(group  A /3-hemolytic  streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULD  8E  ADMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing 
for  these  patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 


• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment. 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Ste- 
vens-Johnson  syndrome]  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and,  frequently,  fever):  1 .5%;  usually 
subside  within  a few  days  after  cessation  of 
therapy  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness, 


insomnia,  contusion,  hypertonia,  dizziness, 
and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or 
vaginitis,  less  than  1%;  and,  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  of  uncer- 
tain etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children) . 

• Abnormal  urinalysis;  elevations  in  BUN  or 
serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with 

Benedict's  or  Fehling's  solution  and  Clinitest® 
tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly)  [072886R| 
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(AUC)  decreases  20  percent  after  food 
and  10  percent  after  milk].  Therefore, 
the  drug  should  not  be  administered 
with  meals  unless  this  step  is  necessary 
to  minimize  gastrointestinal  side  ef- 
fects. 

Suprofen  capsules  are  available  in  a 
200  mg  potency. 

Antianxiety  agent 

Buspirone  hydrochloride  (BuSpar- 
Mead  Johnson)  is  an  antianxiety  agent 
that  is  not  chemically  or  pharmacologi- 
cally related  to  the  benzodiazepines 
[e.g.,  diazepam  (Valium)],  barbiturates, 
or  other  anxiolytic  drugs.  It  is  indicated 
for  the  management  of  anxiety  disor- 
ders or  the  short-term  relief  of  the 
symptoms  of  anxiety.  Studies  have 
demonstrated  it  to  be  effective  in  gener- 
alized anxiety  disorders,  the  most 
frequently-occurring  anxiety  disorder 
in  which  manifestations  such  as  motor 
tension  (e.g.,  tension,  muscle  aches,  fati- 
gability), autonomic  hyperactivity  (e.g., 
sweating,  dizziness,  upset  stomach, 
high  resting  pulse  and  respiration  rate), 
apprehensive  expectation  (e.g.,  worry, 
fear),  and  vigilance  and  scanning  (e.g., 
insomnia,  irritability,  impatience,  diffi- 
culty in  concentrating)  have  persisted 
for  a period  of  at  least  one  month. 

A number  of  investigations  have  con- 
cluded that  buspirone  is  as  effective  as 
the  benzodiazepines  although  in  several 
studies,  diazepam  was  reported  to  be 
more  effective.  In  one  study,  this  differ- 
ence in  activity  was  noted  only  during 
the  first  two  weeks  of  treatment  and 
might  be  explained  by  a faster  onset  of 
action  with  diazepam. 

Limited  data  suggest  that  buspirone 
can  be  used  safely  for  extended  periods; 
however,  its  effectiveness  in  long-term 
use  (i.e.,  for  more  than  three  to  four 
weeks)  has  not  been  demonstrated  in 
controlled  trials.  Because  patients  need- 
ing long-term  therapy  are  among  those 
who  can  benefit  most  from  buspirone’s 
favorable  safety  profile,  additional 
studies  of  its  efficacy  in  chronic  anxiety 
disorders  would  be  of  value.  The  effec- 
tiveness of  buspirone  in  other  types  of 
anxiety  disorders  (e.g.,  panic  disorders) 
has  not  been  determined. 

Unlike  the  benzodiazepines,  bus- 
pirone does  not  exhibit  muscle  relaxant 
or  anticonvulsant  effects  and  its  use  is 
limited  to  the  treatment  of  anxiety.  It 
also  is  unlikely  to  cause  sedation  or  in- 


teract with  agents  having  central  ner- 
vous system  depressant  activity,  and 
has  not  been  reported  to  cause  tolerance 
or  physical  or  psychological  depen- 
dence; these  represent  the  primary  ad- 
vantages for  buspirone  when  it  is  com- 
pared with  the  benzodiazepines, 
barbiturates,  and  other  antianxiety 
agents,  and  the  new  agent  may  be  pre- 
ferred for  the  management  of  anxiety  in 
patients  who  are  at  particular  risk  with 
respect  to  the  occurrence  of  these  ef- 
fects. 

Buspirone  is  well  tolerated  by  most 
patients;  however,  approximately  10 
percent  of  the  individuals  participating 
in  the  clinical  trials  discontinued  treat- 
ment due  to  an  adverse  effect.  The 
most  commonly  observed  side  effects 
not  seen  at  an  equivalent  incidence 
among  placebo-treated  patients  include 
dizziness,  headache,  nervousness, 
lightheadedness,  excitement,  and  nau- 
sea. Although  buspirone  is  less  likely 
than  other  antianxiety  agents  to  cause 
effects  such  as  sedation,  its  CNS  effects 
in  any  individual  patient  are  usually  not 
predictable.  Therefore,  patients  should 
be  cautioned  about  activities  such  as 
operating  an  automobile  or  machinery 
until  they  are  reasonably  certain  that 
buspirone  therapy  does  not  affect  them 
adversely.  For  the  same  reason,  the  con- 
current use  of  buspirone  and  other  CNS 
active  drugs  should  be  closely  moni- 
tored. Although  studies  indicate  that 
buspirone  does  not  increase  alcohol- 
induced  impairment  in  motor  and  men- 
tal performance,  the  consumption  of  al- 
coholic beverages  should  be  avoided. 

Some  patients  in  the  clinical  studies 
experienced  effects  such  as  nonspecific 
chest  pain,  dream  disturbances,  tinni- 
tus, sore  throat,  and  nasal  congestion; 
however,  a causal  relationship  to  bus- 
pirone treatment  could  not  be  estab- 
lished. 

Buspirone  can  bind  to  central  do- 
pamine receptors  which  suggest  a po- 
tential to  cause  changes  in  dopamine- 
mediated  neurological  function  (e.g., 
dystonia,  pseudoparkinsonism).  Stud- 
ies have  not  identified  any  significant 
neuroleptic-like  activity;  however,  a 
syndrome  of  restlessness,  appearing 
shortly  after  the  initiation  of  treatment, 
has  been  reported  in  a small  number  of 
patients. 

Following  oral  administration,  bus- 
pirone is  rapidly  absorbed  and  under- 
goes extensive  first-pass  metabolism. 
The  presence  of  food  may  decrease  the 
first-pass  effect  but  the  clinical  impor- 
tance of  this  observation  has  not  been 


studied.  Approximately  95  percent  of 
the  drug  is  plasma  protein  bound  but  it  t 
does  not  appear  to  displace  tightly  , 
bound  drugs  such  as  warfarin,  pheny- 
toin,  and  propranolol.  However,  it  may 
displace  less  firmly  bound  drugs  like  di- 
goxin  and  concurrent  therapy  should  be 
carefully  monitored. 

Buspirone  is  metabolized  primarily 
by  oxidation  and  one  of  its  metabolites 
is  pharmacologically  active.  Because  it 
is  metabolized  in  the  liver  and  excreted 
via  the  kidneys,  its  use  in  patients  with 
severe  hepatic  or  renal  impairment  is 
not  recommended. 

When  buspirone  therapy  is  to  be  initi- 
ated in  patients  already  being  treated 
with  another  antianxiety  agent,  it  is  ad- 
vised that  the  patients  be  withdrawn 
gradually  from  the  other  medication  be- 
fore starting  therapy  with  the  new 
agent.  This  will  help  reduce  the  possibil- 
ity of  withdrawal  reactions  that  are  of- 
ten associated  with  the  cessation  of 
therapy  with  agents  on  which  patients 
may  have  become  dependent. 

The  recommended  initial  dosage  of 
buspirone  is  5 mg  three  times  a day.  To 
achieve  an  optimal  clinical  response,  at 
intervals  of  two  to  three  days  the  dos- 
age may  be  increased  5 mg  per  day  as 
needed.  The  usual  maintenance  dosage 
is  20-30  mg  per  day  given  in  divided 
doses.  The  maximum  daily  dosage 
should  not  exceed  60  mg  per  day.  Signs 
of  improvement  with  buspirone  are  usu- 
ally evident  in  seven  to  ten  days  while 
optimal  results  are  generally  achieved 
after  three  to  four  weeks  of  therapy. 

Buspirone  hydrochloride  tablets  are 
available  in  5 and  10  mg  potencies. 
Since  the  drug  has  shown  little  or  no  po- 
tential for  abuse  or  diversion,  it  is  not 
subject  to  the  provisions  of  the  Con- 
trolled Substances  Act. 

Central  nervous  system  depressant 

Midazolam  hydrochloride  (Versed- 
Roche/DuPont)  is  a parenterally- 
administered,  short-acting  benzodiaze- 
pine central  nervous  system 
depressant.  It  is  indicated  for  intramus- 
cular use  for  preoperative  sedation  and 
to  impair  memory  of  peri-operative 
events;  for  intravenous  use  for  con- 
scious sedation  prior  to  short  diagnos- 
tic or  endoscopic  procedures  (either 
alone  or  with  a narcotic);  intravenously 
for  induction  of  general  anesthesia  be- 
fore administration  of  other  anesthetic 
agents,  and  as  a component  of  intrave- 
nous supplementation  of  nitrous  oxide 
and  oxygen  (balanced  anesthesia)  for 
short  surgical  procedures. 
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Diazepam  is  often  used  for  preopera- 
tive sedation  and  for  sedation  during  di- 
agnostic procedures.  Midazolam  has  a 
faster  onset  of  action  (sedation  is 
achieved  within  3-5  minutes  after  IV 
administration)  than  diazepam  and  also 
is  more  rapidly  eliminated.  Many  pa- 
tients experience  impairment  of  recall 
following  the  use  of  midazolam  and  the 
new  agent  produces  a greater  degree  of 
amnesia  than  diazepam. 

Comparisons  of  midazolam  and 
thiopental  (Pentothal)  for  induction  of 
anesthesia  and  balanced  anesthesia 
suggest  that  midazolam  takes  longer 
for  induction  (1.5-2. 5 minutes)  but  may 
cause  fewer  and  shorter  episodes  of  ap- 
nea than  thiopental, 
quently  associated  with  the  use  of  mida- 
zolam include  decreased  tidal  volume 
and/or  respiratory  rate  decrease  (23  per- 
cent with  IV  administration),  and  apnea 
(15  percent  with  IV  administration). 
Other  sedatives  and  opioid  agonists  can 
add  to  the  respiratory  depression  and 
concurrent  therapy  must  be  carefully 
monitored.  Patients  with  chronic  ob- 
structive pulmonary  disease  are  also 
unusually  sensitive  to  the  respiratory 
depressant  effect  of  midazolam. 

Cardiovascular  effects  such  as  hypo- 
tension have  also  been  observed  with 
the  use  of  midazolam  and  particular 
caution  should  be  exercised  in  patients 
in  whom  the  use  of  other  medications 
(e.g.,  narcotics)  or  other  risk  factors  in- 
crease the  possibility  of  complications. 
Of  the  serious  adverse  reactions  that 
have  been  reported  since  the  marketing 
of  midazolam,  most  have  been  attrib- 
uted to  respiratory  and  cardiac  arrest 
and  have  occurred  in  elderly  patients 


with  medical  histories  of  cardiovascular 
or  pulmonary  disease.  Lower  dosages 
atre  indicated  in  patients  who  are  at  risk 
and  treatment  must  be  closely  moni- 
tored. 

Other  adverse  effects  reported  with 
the  intravenous  use  of  midazolam  in- 
clude hiccoughs  (3.9%),  nausea  (2.8%), 
vomiting  (2.6%),  “oversedation”  (1.6%), 
and  drowsiness  (1.2%).  Pain  and  tender- 
ness may  occur  at  the  IM  or  IV  injec- 
tion site  (approximate  incidence-5%). 
However,  unlike  the  other  parenterally- 
administered  benzodiazepines  [i.e. , 
diazepam,  lorazepam,  chlordiazepoxide 
(Librium)],  midazolam  hydrochloride  is 
water  soluble  and  is  formulated  in  an 
aqueous  solution  which  causes  less  tis- 
sue irritation  than  the  other  agents. 

Like  the  other  benzodiazepines,  mida- 
zolam is  contraindicated  in  patients 
with  acute  narrow  angle  glaucoma  and 
should  be  used  in  patients  with  open  an- 
gle glaucoma  only  if  they  are  receiving 
appropriate  therapy.  Because  the  use  of 
some  benzodiazepines  has  been  associ- 
ated with  an  increased  risk  of  congeni- 
tal malformations,  patients  should  be 
appraised  of  the  potential  hazard  to  the 
fetus  if  midazolam  is  to  be  used  during 
pregnancy. 

The  hypnotic  effect  of  midazolam  is 
increased  by  premedication  such  as  nar- 
cotics (e.g.,  morphine),  and  also  secobar- 
bital (Seconal)  and  fentanyl/droperidol 
(Innovar).  The  dosage  of  midazolam 
should  be  lowered  accordingly  (usually 
by  25-30%).  Patients  should  be  advised 
regarding  the  resumption  of  normal  ac- 
tivities, particularly  since  midazolam 
will  sometimes  be  used  on  an  outpatient 
basis.  It  is  recommended  that  patients 


not  operate  hazardous  machinery  or  a 
motor  vehicle  until  the  effects  of  the 
drug,  such  as  drowsiness,  have  sub- 
sided or  until  the  day  after  anesthesia 
and  surgery,  whichever  is  longer.  Be- 
cause the  amnesia  effect  may  persist  for 
several  hours  after  the  administration 
of  midazolam,  it  has  also  been  sug- 
gested that  outpatients  who  are  treated 
with  the  drug  should  be  given  postoper- 
ative instructions  in  writing. 

Cimetidine  has  been  reported  to  in- 
crease the  serum  concentration  of  mida- 
zolam and  caution  should  be  exercised 
with  respect  to  the  potential  for  an  in- 
creased effect. 

The  dosage  of  midazolam  must  be  in- 
dividualized and  will  depend  on  a num- 
ber of  factors.  Lower  dosages  are  indi- 
cated if  narcotic  premedication  is  used 
or  if  other  depressant  medications  are 
being  utilized.  The  usual  dosage  should 
be  decreased  by  at  least  30  percent  in 
elderly,  debilitated,  and  other  high-risk 
patients,  and  the  possibility  of  pro- 
found and/or  prolonged  effects  in  these 
patients  should  be  recognized.  The 
product  labeling  should  be  consulted 
for  specific  dosage  guidelines.  However, 
some  have  observed  that  these  dosage 
recommendations  may  be  too  high  for 
some  patients.  Certain  of  the  dosage 
guidelines  have  already  been  revised 
since  the  drug  was  marketed  and  addi- 
tional changes  are  being  considered. 

Vials  are  available  which  contain  mi- 
dazolam hydrochloride  equivalent  to  5 
mg  midazolam/ml.  The  drug  is  subject 
to  the  provisions  of  the  Controlled  Sub- 
stances Act  and  is  in  Schedule  IV. 

This  article  will  be  continued  next 
month. 
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(717)  271-6531  (71  7)  271-6278 

(717)  271-6692 

Topics  of  Discussion  to  Include:  Clinical  Office  Pearls  in  Neuro-Ophthalm 

c Diagnosis,  Optic  Neuritis,  Treatment  of 

Nystagmus  and  Other  Eye  Movement  Disorders,  Cranial  Nerve  Palsies,  Selected  Case  Presentations 
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obituaries 


•Denotes  PMS  membership  at  death. 

John  E.  Biddle,  Watsontown;  Temple  Univer- 
sity School  of  Medicine,  1934;  age  79,  died 
March  27,  1987.  Dr.  Biddle  was  a general 
practitioner.  • 

Francis  P.  Boland,  Scranton;  Jefferson  Medi- 
cal College,  1932;  age  78,  died  March  23, 
1987.  Dr.  Boland,  a urologist,  practiced  for 
almost  50  years  in  Lackawanna  County.  • 

Jesse  O.  Coffey,  Philadelphia;  University  of 
Pennsylvania  School  of  Medicine,  1918;  age 
90,  died  March  21,  1987.  Dr.  Coffey  main- 
tained a general  practice  in  Drexel  Hill  for 
over  50  years.  • 

J.  R.  Connelly,  Fayette  City;  George  Wash- 
ington University  School  of  Medicine,  1942; 
age  77,  died  March  27,  1987.  Dr.  Connelly 
served  on  the  medical  staff  of  Monongahela 
Valley  Hospital.  • 

Glenn  S.  Dickson,  Philadelphia;  Jefferson 
Medical  College,  1935;  age  81,  died  March  28, 
1987.  Dr.  Dickson  was  a gynecologist.  • 

John  B.  Hibbs,  Uniontown;  University  of 
Pittsburgh  School  of  Medicine,  1934;  age  78, 
died  March  17,  1987.  Dr.  Hibbs,  a cardiolo- 
gist, practiced  in  Uniontown  for  52  years.  • 

Joseph  Keiserman,  Philadelphia;  University 
of  Pennsylvania  School  of  Medicine,  1933; 
age  77,  died  March  23,  1987.  Dr.  Keiserman 
specialized  in  emergency  medicine.  • 


Jacob  J.  Levy,  Bethlehem;  Jefferson  Medical 
College,  1928;  age  85,  died  March  25,  1987. 
Dr.  Levy,  a urologist,  maintained  a practice  in 
Allentown  for  57  years.  • 

Noreen  M.  March,  Ashton;  Jefferson  Medical 
College,  1967;  age  45,  died  April  7,  1987.  Dr. 
March  was  a nephrologist.  • 

Jesse  T.  Nicholson,  Haverford;  University  of 
Pennsylvania  School  of  Medicine,  1928;  age 
84,  died  March  24,  1987.  Dr.  Nicholson  spe- 
cialized in  orthopedic  surgery.  • 

Alexander  Shellman,  Dickson  City;  Jefferson 
Medical  College,  1928;  age  84,  died  April  5, 
1987.  Dr.  Shellman  was  an  orthopedic  sur- 
geon. • 

Ronald  F.  Sulik,  West  Chester;  College  of 
Medicine  and  Dentistry  of  New  Jersey,  1975; 


The  Educational  and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society  provides 
you  with  a way  to  make  a significant  state- 
ment honoring  the  memory  of  and  paying 
tribute  to  your  colleagues  who  are  de- 
ceased. Send  your  tax-deductible  memo- 
rial gift  to  the  PMS  Educational  and  Scien- 
tific Trust,  20  Erford  Road,  Lemoyne,  PA 
17043.  All  gifts  will  be  acknowledged  to 
the  donor  as  well  as  to  the  family  of  the 
deceased. 


age  39,  died  March  24,  1987.  Dr.  Sulik  was  a 
radiologist.  • 

Henry  W.  Baird  III,  Philadelphia;  Yale  Uni- 
versity School  of  Medicine,  1949;  age  64,  died 
April  7,  1987.  Dr.  Baird,  a pediatric  neurolo- 
gist, was  a professor  at  Temple  University 
School  of  Medicine  and  a member  of  the  staff 
of  St.  Christopher’s  Hospital  for  Children, 
Philadelphia. 

Raphael  H.  Durante,  Bala  Cynwyd;  Jeffer- 
son Medical  College,  1932;  age  79.  Dr. 
Durante,  a psychiatrist,  practiced  in  Phila- 
delphia for  more  than  50  years. 

Margaret  Virginia  Eyler,  Lancaster;  George 
Washington  University  School  of  Medicine, 
1938;  age  71,  died  March  12,  1987.  Dr.  Eyler 
maintained  a family  practice  in  the  Lancaster 
area  for  45  years. 

William  T.  Forejt  Jr.,  Latrobe;  Temple  Uni- 
versity School  of  Medicine,  1954;  age  59,  died 
March  5,  1987.  Dr.  Forejt  served  on  the  staff 
at  Torrance  State  Hospital. 

Albert  J.  Kazlauskas,  Saint  Clair;  George- 
town University  School  of  Medicine,  1953; 
age  64.  Dr.  Kazlauskas  was  staff  psychiatrist 
at  Wernersville  State  Hospital. 

John  J.  Perrige,  Honesdale;  Jefferson  Medi- 
cal College,  1951;  age  62,  died  March  29, 
1987.  Dr.  Perrige  was  a general  practitioner. 


MEDICAL  OFFICE  SYSTEM 


A Prescription  for  the  Perfect  Practice 


easy-to-use,  easy-to-learn  system  for  managing 
patient  records  & accounts  receivable 


Why  more  physicians  prescribe  our  Medical 
Office  System  to  cure  their  practice  ills: 


• it  provides  instant 
patient  tracking  and 
recall 

• it  automatically  prepares 
any  insurance  form 

• it  prepares  accounting 
statements 


• it  allows  customization 

• it  allows  upgrading 
from  single-user  to 
multi-user  computers 

• it  is  available  for 
purchase  or  lease 


(412)  885-7100 

Call  today  for  a free 
demonstration  of  what  the 
Medical  Office  System  can  do 
for  your  practice. 


The  Small  Computer  Company,  Inc. 

1211  Streets  Run  Road,  Pittsburgh,  PA  15236  (412)  885-7100 
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A Century 
of  Caring 


J-6138  January  1936 


1986  The  Upjohn  Company 


A PRESCRIPTION 
FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

In  Pittsburgh — Maj  Phyllis  E.  Allen  In  Philadelphia — TSgt  James  Simmons 

412-687-7314  collect  609-667-9208  collect 

In  Harrisburg— 1-800-USAF-REC 


classified  advertising 


PHYSICIANS  WANTED 


Pennsylvania  — Emergency  physician  sys- 
tem. Needs  several  fulltime  emergency  physi- 
cians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee-for- 
service”  basis.  Contact:  (412)  228-3400  for 
interview  appointment. 

Neurosurgeon  — Excellent  opportunity  for 
Board  certified  or  Board  eligible  neurosur- 
geon to  establish  a private  practice  affiliated 
with  a medium-sized,  progressive,  acute-care 
hospital  located  in  northeastern  Pennsylva- 
nia. Significant  growth  opportunities  avail- 
able. Generally  located  between  two  major 
cities  and  in  close  proximity  to  a variety  of  ski 
resorts.  Send  curriculum  vitae  and  references 
to  Box  138,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Physician  — emergency  career  opportunity 
in  the  northeast  Pocono  area.  Must  be  experi- 
enced, at  least  Board  eligible,  and  ACLS / 
ATLS  certified.  Salary  range  $80K  + mal- 
practice and  benefits.  Call  (717)  825-5333  or 
send  resume  to:  AES,  Box  2510,  Wilkes- 
Barre,  PA  18701 . 

ER  physicians  — Full-time/part-time  posi- 


tions available  NJ,  PA,  NY.  Emergency  medi- 
cine experience  preferred.  Guaranteed  com- 
pensation and  paid  malpractice.  For  more 
information  call  (215)  521-5100  (within  PA), 
1-800-TRAUMA  6 (outside  PA),  or  send  CV  to 
Trauma  Service  Group  PC,  Scott  Plaza, 
Building  Two,  Suite  114,  Philadelphia,  PA 
19113. 

Primary  care  physicians  — Multi-state  prac- 
tice association  seeks  BE/BC  primary  care 
physicians  for  unique  opportunities  in  PA,  NJ, 
New  England,  MD,  FL,  and  other  areas  of  the 
U.S.  Most  positions  offer  Monday-Friday  8 
a m.  to  5 p.m.  schedules  with  up  to  five  weeks 
paid  time  off.  Paid  malpractice.  Contact  or 
send  CV  to  Liberty  Healthcare  Corporation, 
399  Market  Street,  Suite  400,  Philadelphia, 
PA  19106;  (215)  592-7400  or  outside  PA 
1-800-331-7122. 


Internists  — Board  eligible  or  Board  certified 
to  join  the  staff  of  a 180-bed  hospital  in  Penn- 
sylvania. Interest  in  cardiology  is  preferred. 
Educational  opportunities  available  as  well  as 
abundant  outdoor  recreation.  Send  CV  to  Box 
189,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 


Dermatologist  — Practice  opportunity  avail- 
able for  a Board  certified  or  Board  eligible 
physician  in  eastern  Pennsylvania.  Send  CV 
to  Box  194,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 


Otolaryngologist  — Pennsylvania  health 
care  center  seeking  the  services  of  a full  time 
ENT  specialist  to  establish  practice  in  our  ser- 
vice area.  Multiple  recreational  and  educa- 
tional opportunities  available.  Send  CV  to 
Box  193,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Psychiatrist  — A country  practice  awaits 
you.  Join  the  staff  of  a progressive  commu- 
nity hospital  and  long  term  care  facility.  Board 
certified  or  Board  eligible.  Our  Pennsylvania 
location  offers  some  of  the  finest  outdoor  rec- 
reation available.  Send  CV  to  Box  192,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Family  Practitioner  — Established  family 
practice  in  northeastern  Pennsylvania  seeks 
the  services  of  a Board  certified  or  Board  eli- 
gible family  practitioner.  Thirty  minutes  away 
from  the  Pocono  resort  area.  Send  CV  to  Box 


Private  Practice! 

Physical  Medicine  and  Rehabilitation 

Exceptional  Opportunity 


Join  two  busy  Board  Certified  Physiatrists. 

Interesting  mix  of  inpatient/outpatient/ 
EMG's/industrial  medicine. 

A short  drive  to  the  Jersey  seashore, 
Philadelphia,  Pocono  Mountains  and 
The  Big  Apple. 

Unlimited  income  and  benefits. 

Come  enjoy  the  good  life  in  Eastern 
Pennsylvania. 

Send  C.V.,  salary  requirements  and 
availability  to: 

Box  221 

Pennsylvania  Medicine 
20  Erford  Road 
Lemoyne,  PA  17043 


Brook  Lane 
Psychiatric  Center 

Medical  Director,  Adult  and  Child /Adolescent 
Psychiatry  Openings 

We  seek  a capable  psychiatrist  to  direct  the  growth  of 
clinical  services  in  our  private,  freestanding,  not-for-profit 
psychiatric  hospital.  Opportunity  to  play  a key  role  in  our 
development  and  earn  an  income  in  excess  of  $125,000 
annually. 

In  addition,  we  seek  a psychiatrist  to  work  with  us  in  the 
expansion  of  our  child  and  adolescent  program.  Our  ser- 
vice is  recognized  for  its  high  quality  and  innovation.  Op- 
portunity for  income  in  excess  of  $100,000  annually. 

Our  hospital  is  located  an  hour's  drive  from  Washington, 
DC,  and  offers  the  special  high  quality  lifestyle  of  rural  liv- 
ing beside  the  world's  most  exciting  city.  In  addition  to  pri- 
vate practice  opportunities,  the  positions  include  possible 
teaching  and  research  opportunities. 

The  hospital  is  JCAH  approved  and  generates  75%  of  its 
own  referrals.  It  has  under  construction  an  entirely  new 
child  and  adolescent  facility  and  a five-year  plan  that  in- 
cludes replacement  of  the  entire  adult  treatment  space. 

Relocation  inducements  include,  but  are  not  limited  to, 
guaranteed  income,  interview  and  moving  expenses,  finan- 
cial assistance  with  practice  development,  office  facilities 
and  secretarial  services  The  opportunities  are  available  im- 
mediately. For  information  contact:  David  Rutherford, 
CEO,  Brook  Lane  Psychiatric  Center,  P.O.  Box  1945, 
Hagerstown,  MD,  21742,  (301)  733-0330.  All  inquiries  are 
treated  in  the  strictest  confidence. 
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Health  Care  Personnel  Consulting,  Inc.,  a division  of 
The  Health  Care  Group,  specializes  in  valuation  and 
sales.  We  have  practices  currently  available  in  the 
following  specialty  areas: 

Allergy,  Dermatology,  Family  Practice,  Internal 
Medicine,  Ophthalmology,  Pediatrics,  Psychiatry, 
Psychology,  Radiology  and  Urgent  Care. 

For  more  information  regarding  selling  or  buying  a 
medical  practice,  contact  our  brokerage  division  at 


The  Health  Care  Group 

400  GSB  Bldg.,  Bala  Cynwyd,  PA  19004 

or  call  (215)  667-8630. 


Health  Care  Group 


191,  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Urologist  — Pennsylvania  hospital  with  ser- 
vice area  of  40,000  needs  the  service  of  a full 
time  urologist.  Candidates  should  be  Board 
certified  or  Board  eligible.  Ideal  location  for 
family  with  good  schools  and  many  educa- 
tional and  recreational  opportunities.  Send 
CV  to  Box  190,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Family  practice  — Board  certified  family 
practitioner  seeking  associate  in  well  estab- 
lished practice  in  this  semi-rural  community  of 
15,000,  thirty  miles  north  of  Pittsburgh,  PA. 
Enjoy  country  living  with  proximity  to  a major 
city.  Position  available  July  1987.  No  obstet- 
rics. Call  (412)  758-8528  or  send  CV  to  An- 
thony B Colangelo,  MD,  510  Park  Avenue, 
Ellwood  City,  PA  16117. 

Northwest  Pennsylvania  — seeking  part- 
time  physicians  for  moderate  volume  emer- 
gency department.  Malpractice  insurance 
provided.  Contact  Emergency  Consultants, 
Inc.,  2240  S.  Airport  Road,  Room  27,  Tra- 
verse City,  Ml  49684;  1-800-253-1795,  or  in 
Michigan  1-800-632-3496. 

Family  practice  opportunity  available  im- 
mediately for  qualified  practitioner  in  hospital- 
owned  office  building  located  in  central  Penn- 
sylvania town.  Existing  family  physicians 
retiring;  population  base  of  25,000;  close  to 
hospital  and  universities.  Send  CV  to  Michael 
Daniloff,  President,  Evangelical  Community 
Hospital,  Lewisburg,  PA  17837. 

Family  practitioner  wanted  to  join  large 
practice.  Salary  and  fringe  benefits  competi- 
tive. Board  certified  or  Board  eligible.  Reply 
to  Box  206,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Emergency  medicine  positions  — Full/part 
time  emergency  medicine  physicians  sought 
by  multi  state  professional  association  for 


openings  in  metropolitan  NY,  PA,  MD,  DC, 
FL,  New  England,  and  throughout  US.  Con- 
tact or  send  CV  to  Liberty  Healthcare  Corpo- 
ration, 399  Market  Street,  Suite  400,  Philadel- 
phia, PA  19106;  (215)  592-7400  or  outside  PA 
1-800-331-7122. 

Emergency  room  physician  — for  growing 
emergency  department  in  northeast  Pennsyl- 
vania. Full-time  position  for  Board  certified/ 
eligible  emergency  physician.  Competitive 
salary  and  benefits  package.  Contact  Robert 
Lynn,  (215)  258-7361,  or  send  curriculum  vi- 
tae to  MESA,  P.O.  Box  2346,  Lehigh  Valley, 
Pennsylvania  18001. 

Medical  director  of  outpatient  services  — 
The  Meadows  Psychiatric  Center  and  the 
Pennsylvania  State  University  are  jointly  re- 
cruiting a Board  certified  or  eligible  psychia- 
trist. The  position  entails  the  development  of 
outpatient  services  for  the  Meadows  Psychi- 
atric Center,  a recently  developed  94-bed  pri- 
vate psychiatric  hospital,  and  consultation  to 
the  Psychological  Clinic  at  Penn  State  Uni- 
versity. The  Psychological  Clinic  is  a center 
for  doctoral  and  postdoctoral  training  in  clini- 
cal psychology  that  serves  the  local  commu- 
nity as  an  outpatient  mental  health  clinic.  Du- 
ties will  include  patient  care,  supervision  of 
students  and  staff,  teaching,  some  adminis- 
tration, and  participation  in  research  projects. 
The  community  is  a delightful  mix  of  cosmo- 
politan activity  with  the  benefits  of  country 
life.  Salary  and  fringe  benefits  are  substan- 
tial. Send  curriculum  vitae  or  call  Magnus  La- 
kovics,  MD,  Medical  Director,  Meadows  Psy- 
chiatric Center,  Earlystown  Road,  Box  259, 
R.D.  1,  Centre  Hall,  Pennsylvania  16828 
(814)  364-2161. 

Primary  care  — BC/BE  to  join  group  of  four 
doctors  who  enjoy  working  Monday-Friday 
8:30-5:00.  Optional  on-call  coverage  if  de- 
sired. Benefits  include  4 weeks  vacation,  one 
week  CME,  10  holidays,  plus  malpractice 
coverage.  Facility  located  one  hour  from 
Pittsburgh  suburbs.  Call  (215)  592-7400,  or 


1-800-331-7122  outside  PA,  or  send  CV  to 
Liberty  Healthcare  Corporation,  399  Market 
Street,  Suite  400,  Philadelphia,  PA  19106. 

OB-GYN  — physicians  needed  for  expanding 
hospital-based  services  in  central  and  north- 
east Philadelphia.  Competitive  salary  plus  bo- 
nus; full  or  part-time.  Call  (215)  667-1280  or 
write:  Consolidated  Medical  Corporation,  3 
Bala  Plaza  West,  Suite  125,  Bala  Cynwyd,  PA 
19004. 

State  College,  PA  — 94  bed  private  psychiat- 
ric hospital  seeks  general  psychiatrist  and/or 
adolescent  and  child  psychiatrist  for  positions 
as  staff  psychiatrist  with  inpatient  and  outpa- 
tient responsibilities.  The  hospital  is  in  its 
third  year  of  operation  and  is  expanding  clini- 
cal services.  The  community  is  the  home  of 
Penn  State  University.  It  offers  a cosmopoli-  I 
tan  atmosphere  in  an  area  free  of  traffic,  pol-  ! 
lution,  and  crime;  yet  offering  numerous  cul-  j 
tural,  athletic,  and  outdoor  activities.  The 
hospital  clinical  programs  are  eclectic  with  a 
strong  dynamic  orientation.  Salary  arrange- 
ments are  competitive.  Please  call  (814)  364- 
2161,  or  send  your  CV  to  Magnus  Lakovics, 
MD,  Medical  Director,  The  Meadows  Psychi- 
atric Center,  R.D.  #1,  Box  259,  Earlystown 
Road,  Centre  Hall,  PA  16828. 

Camp  physicians  — Camp  Chen-A-Wanda, 
fine  northeast  Pennsylvania  co-ed  sleepaway 
camp.  One  or  two  weeks  available  in  July  or 
August.  Excellent  living  accommodations  for 
physician  and  family.  Combine  vacation  with 
little  work.  Three  RNs  on  duty.  Call  (516)  643- 
5878  collect  (evenings). 

Emergency  room  physicians  — Community 
hospital  center  in  rural  east-central  Pennsyl- 
vania has  an  opportunity  for  a full-time  and  a 
part-time  emergency  room  physician.  Appli- 
cants should  be  Board  certified  or  eligible.  We 
prefer  physicians  who  have  completed  an 
emergency  room  residency  and  have  some 
ER  experience,  but  will  consider  family  prac- 
tice or  internal  medicine  specialists  with  ER 
interest.  Send  CV  to  Box  211,  Pennsylvania 
Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Position  opening  for  assistant  medical  direc- 
tor — American  Red  Cross  Blood  Services, 
Johnstown  Region,  seeks  the  professional 
services  of  a PA  licensed  physician  with  spe- 
cialty in  hematology  or  clinical  pathology,  and 
sub-specialty  in  blood  banking.  This  position 
will  provide  medical  services  and  coverage 
for  this  large  regional,  progressive  medical  fa- 
cility which  is  expanding  into  areas  of  allied 
health  services;  bone,  tissue  and  semen 
banking.  Competitive  wage  and  benefit  pack- 
age. Interested  individuals  please  submit  cur- 
riculum vitae  to  David  K.  Krise,  Human  Re- 
source Director,  American  Red  Cross,  P.O. 
Box  1000,  Johnstown,  PA  15907-1000.  An 
Equal  Opportunity  Employer. 

Free  vacation.  Camp  doctors  needed.  Work 
three  hours  daily.  Receive:  salary,  accommo- 
dations, meals,  family  included,  unlimited 
camp  use,  insurance  provided.  Locations: 
Poconos,  New  York,  New  Jersey,  Maine.  Min- 
imum commitment  one  week.  (215)  248-3159. 

Primary  care  physicians  — internists  — 
family  practice  physicians  — excellent  prac- 
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Health  Care 
Personnel  Consulting . . . 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

"Dr.  New  & You." 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 
One  Belmont  Avenue 
Bala  Cynwyd,  PA  19004 
(215)  667-8630 

A Division  of 

Health  Care  Group 


Family  Practitioner 
General  Practitioner 
Pediatrician 

Needed  now  to  work  with  an  unique, 
internationally  respected  rural  health  system 
network  in  Kentucky  which  includes  a hospital, 
satellite  clinics,  a home  health  agency  and  a 
school  of  advanced  nursing.  This  is  an  Equal 
Opportunity  Employer.  A regional  medical 
center  is  within  20  miles.  The  practice 
environment  is  stimulating  — physicians  and 
Advanced  Registered  Nurse  Practitioners  work 
in  joint  practice  teams;  interaction  with  students 
is  encouraged;  the  rural  population  presents  a 
great  range  and  intensity  of  medical  problems. 
The  setting  is  in  heavily-wooded  mountains  with 
a moderate  4-season  climate.  Seven  state  parks 
are  within  80  miles. 

Superior  compensation/benefits  package  includes 
a guaranteed  salary  with  incentives  and 
malpractice.  Call  Deborah  Pennington 
COLLECT  at  1-502-897-2556. 

fi, fOCUS: 
.(.healthcare 


Emergency  physicians: 
You're  dedicated, 
hardworking  & smart. 
Are  you  being 
rewarded  for  it? 

You're  talented.  Ambitious.  And  fully  committed 
to  being  the  best.  But  can  you  achieve  your  professional 
goals  in  your  present  setting?  Are  you  interested  in 
better  opportunities  to  practice  medicine  in  a challenging 
environment? 

TSG  will  help  you  realize  your  goals.  With  10  years 
of  experience  in  placing  first-rate  physicians  in  first-rate 
hospitals,  we  offer  full-time  emergency  and  trauma 
positions  to  both  board  certified  and  board  prepared 
physicians.  Think  of  it:  career-stability,  flexible  hours, 
highest  rate  paid  and  as  much  responsibility  as  you  want . 

We'll  provide  the  support  you  need  through  incentive 
programs,  professional  education  and  career  development. 
Of  course,  we  provide  full  liability  coverage. 

Call  us  7 days  a week,  9am-9pm  to  discuss  your 
future.  If  you're  too  busy  to  call,  send  us  your  resume 
and  we'll  call  you. 


TRAUMA  SERVICE  GROUP,  P.C. 

An  Emergency  and  Trauma  Care  Consortium 
Suite  114,  Scott  Plaza  Two,  Philadelphia,  PA  19113 
215-521-5100  800-TRAUMA-6 


PHYSICIANS 


Stuart  Pharmaceuticals,  one  of  America’s  top  fif- 
teen pharmaceutical  organizations,  is  the  com- 
pany behind  the  introduction  of  Nolvadex®, 
Hibiclens®,  Tenormin®,  and,  most  recently, 
Cefotan™ 

We’re  a world  leader  in  a wide  range  of  therapeutic 
drugs  and  one  of  the  fastest  growing  phar- 
maceutical organizations  in  the  United  States. 
We’ve  created  an  environment  which  will  en- 
courage your  best  ideas  and  foster  your  personal 
and  professional  growth.  Our  Clinical  Research 
and  Medical  Affairs  Department  currently  seeks 
Physicians  with  or  without  industry  experience 
who  have  specialized  in  the  following  areas: 


• ENDOCRINOLOGY 

• NEUROLOGY 

• CNS 


• CARDIOLOGY 

• PULMONARY 


Our  Wilmington  location  affords  you  and  your 
family  the  best  of  rural,  suburban  or  urban  living  in 
three  states.  And  all  within  a short  drive  from  our 
modern  headquarters.  We  invite  you  to  forward 
your  CV  in  confidence  to:  J.C.  Gearhart, 
Employment-PM 


STUART  PHARMACEUTICALS 

A Division  of  ICI  Americas,  Inc. 
Wilmington,  DE  19897 

We  are  an  equal  opportunity  employer 


tice  opportunities  in  suburban  Pittsburgh. 
Hospital  assistance  and  startup  costs  pro- 
vided. Please  send  resume  to  Box  220  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne, 
PA  1 7043. 

Family  practice  — Central  Pennsylvania,  ru- 
ral practice  without  OB.  Salary,  benefits,  and 
bonus  initially,  with  full  partnership  opportu- 
nity. Excellent  working  conditions  and  good 
call  schedule.  Reply  to  Box  217,  Pennsylvania 
Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Emergency  room  physician  — Full  time  op- 
portunity in  Allentown  hospital  for  July  1, 
1987.  Competitive  salary  and  benefits.  Varied 
case  load  with  approximately  28,000  visits 
per  year.  Contact:  R.  Gernerd,  MD,  (215)  776- 
4622,  421  Chew  Street,  Allentown,  PA  18102. 

Internist  with  an  interest  in  gastroenterology 
needed  to  join  a cardiologist/internist  in  a ru- 
ral Louisiana  town  from  July,  1987.  Attractive 
first  year  salary,  benefits,  and  early  partner- 
ship. If  interested,  send  CV  to:  Manzoor  H. 
Qazi,  MD,  11 01 A Port  Arthur  Terrace,  Lees- 
ville,  LA  71446. 

Neurology  practice  opportunity  available 
immediately  for  qualified  physician  servicing 
four  hospital  region  of  central  PA.  Current 
physician  with  established  solo  practice  retir- 
ing. Send  CV  to  D.W.  Gray,  MD;  c/o  Evangeli- 
cal Community  Hospital,  Lewisburg,  PA 
17837. 

Family  practice  — Full  time,  Board  certified/ 
Board  eligible  family  physician  wanted  for  ex- 
panding practice  in  beautiful  southcentral 
Pennsylvania.  New,  spacious,  well-equipped 
office.  Admitting  privileges  to  two  hospitals. 
No  OB.  Send  CV  to:  J.B.  Tocks,  MD,  512 
Gale  Road,  Camp  Hill,  PA  1701 1 or  call  (717) 
761-1595  in  the  evening. 

Family  practitioner  — Needed  to  join  three 
physicians  at  a well-established  community 


Classified  Advertising 

Rates;  $30  per  insertion  for  the  first  30 
words  or  part  thereof;  80  cents  for  each 
additional  word;  $5  per  insertion  for  a box 
number.  Payment  should  be  in  advance. 
No  agency  commission  is  paid  on  classi- 
fied advertising. 

Box  Numbers:  Advertisers  using  box 
numbers  forbid  disclosure  of  their  iden- 
tity. Written  inquiries  are  forwarded  to 
such  advertisers,  but  no  information  can 
be  revealed  by  the  publisher. 

Word  Count;  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  num- 
bers or  groups  of  numbers,  hyphenated 
words,  and  abbreviations. 

Advertising  which  contains  discrimi- 
natory language  is  not  acceptable  for 
publication. 


health  center  located  in  rural  southcentral 
Pennsylvania  within  forty  minutes  of  Carlisle 
and  Harrisburg.  Competitive  salary  and  bene- 
fits. Moving  expenses  paid.  Contact:  David 
Sarcone,  Administrator,  Perry  Health  Center, 
Loysville,  PA  17047.  Phone  (717)  245-5866. 

Diagnostic  radiologist  — Board  certified  or 
eligible.  Hospital  position  available  immedi- 
ately in  West  Chester.  Hours  flexible.  No  night 
or  weekend  call.  Contact  William  F.  Foxx,  MD, 
at  (215)  431-5130. 

Eastern  Pennsylvania  hematologist/oncolo- 
gist — Challenging  practice  opportunity  for 
well-trained  hematologist/oncologist  to  join 
another  in  18  member  multi-specialty  group. 
This  position  offers  professional  environment 
with  multi-hospital  referral  base.  Expand  and 
direct  regional  oncology  services  with  support 
of  both  community  teaching  hospital  and  sub- 
specialty associates/coverage.  Full  I/P  and 
O/P  services  and  community  supported  hos- 
pice programs  make  for  substantial  growth. 
Excellent  compensation  package  plus  part- 
nership potential.  Call  (215)  363-5600  or  send 
your  CV  to  Walt  Downing,  John  Downing  As- 
sociates, P.  O.  Box  452,  Lionville,  PA  19353. 

POSITIONS  WANTED 

Seeking  position  in  gastroenterology/ 
internal  medicine.  Available  now.  Board  certi- 
fied in  internal  medicine.  Board  eligible  in 
gastroenterology.  British  and  U S.  trained.  Li- 
censed in  Pennsylvania.  Contact  S.  P.  Na- 
than, South  Baltimore  General  Hospital,  3001 
S.  Hanover  Street,  Baltimore,  MD  21230; 
(301)  355-5502. 

Emergency  physician,  65  years  old,  with 
nine  years  ER  practice,  seeks  position  in  Alle- 
gheny county  and  vicinity.  Write  to  Box  212, 
Pennsylvania  Medicine,  20  Erford  Road,  Le- 
moyne, PA  17043. 

IM/GP  available,  for  2 to  3 month  periods,  in 
a busy  office  practice  or  clinic.  Will  consider 
permanent  arrangement  or  partnership. 
Twenty  years  experience  in  the  U.S.,  Ireland, 
and  England.  Licensed,  PA,  NY,  NJ,  CT.  Re- 
ply to  Box  1034,  Greens  Farms,  CT  06436. 

Experienced  general  surgeon  — Born, 
medical  school,  internship,  residency  in 
Pennsylvania.  Board  certified.  Member  Amer- 
ican College  of  Surgeons.  Wishes  to  relocate. 
Available  now.  Reply  to  Box  218,  Pennsylva- 
nia Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

FOR  SALE 

8,000  foot  medical  facility  in  NE  Philadel- 
phia for  sale,  office  space  immediately  avail- 
able. Owner  (internist)  desires  to  stay  as  ten- 
ant, or  sell  practice  over  (300K);  equipment, 
furnishings  also.  Reply  to  Box  201,  Pennsyl- 
vania Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

50%  off  previously  owned  medical,  labora- 
tory, X-ray,  ultra-sound  equipment.  We  buy, 
sell,  broker,  repair.  Medical  Equipment  Re- 
sale and  Repair,  24026  Haggerty,  Farmington 
Hills,  Ml  48018.  1-800-247-5826  or  (313)  477- 
6880. 

Ophthalmology  practice  available  — Board 
certified  ophthalmologist  retiring  from  28- 


year-old  lucrative  practice.  High  surgical  vol-  i 
ume  potential.  Western  Pennsylvania  com-  ' 
munity  service  area  of  150,000.  Will  I 
introduce.  Send  CV,  photograph,  and  per- 
sonal references  with  first  inquiry  to  Box  207, 
Pennsylvania  Medicine,  20  Erford  Road,  Le-  ( 
moyne,  PA  17043. 

For  sale  — X-ray  equipment,  $5,000;  Excel- 
lent condition.  Picker  Galaxy  Table,  200  MA 
generator,  cassette  holder,  100  kilowatt,  floor 
to  ceiling  tube  stand,  reciprocating  grid  in  ta- 
ble, 15  years  old.  AFP  14  XL  processor, 
$3,000;  90  second  automatic  cold  water,  6 
month  - 1 year  old,  excellent  condition.  Both 
for  $7,000.  Contact  Diane  Geraci,  RN,  Mack 
Trucks,  Inc.,  Telephone  (215)  439-3085;  (215) 
439-3343. 

Family  practice  for  sale  — active  and  grow- 
ing solo  practice  established  41  years  ago. 
Home  and  office  combination  located  in  Har- 
risburg area  within  three  miles  of  local  hospi- 
tals. Financial  arrangements  possible.  For 
more  information,  phone  (717)  737-4235  or 
write  to  Box  219,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 

FOR  RENT 

Office  space  to  share  — 2045  Westgate 
Drive,  Suite  305,  Bethlehem,  PA.  Modern  of- 
fice building,  off  street  parking,  1,000  plus 
square  foot  office  suite.  Contact  John  Hoff- 
man, (215)  868-8681. 

Fully  serviced  center  city  Philadelphia  office 
with  medical  assistant.  Available  half-days  for 
medical,  surgical,  or  psychiatric  practice. 
$100  per  four  hour  session  with  assistant,  $75 
without.  (215)  561-2380. 

MISCELLANEOUS 

Holter  monitor  — Quality  scanning  for  reel  or 
cassette-type  recorders  by  qualified  techni- 
cians and  certified  cardiologists’  interpreta- 
tion, scan  price  $35.  Recorders  loaned, 
leased,  or  purchase  new  dual-channel  holter 
recorder,  $750,  with  two  year  warranty.  For 
more  information,  call  collect,  Advanced 
Medical  and  Research  Center,  Inc.,  (313) 
373-1199. 

Discount  holter  scanning  services  starting 
at  $35  — Spacelabs  holter  recorders  avail- 
able from  $1,275.  Smallest  and  lightest  hol- 
ters  update.  Fast  service  (24-48  hours)  turn- 
over. Hook-up  kits  starting  at  $4.95.  Special 
introductory  offer  of  three  free  tests  at  the 
purchase  or  lease  of  the  holter.  Stress  test 
electrodes  available  at  34<P.  Scanning  paper 
available  at  $18.95.  Cardiologist  over-read 
available  at  $15.  If  interested  call  (301)  870- 
3626. 

Antihypertension  Medication  Cost  Com- 
parison Guide  — First  edition,  published  by 
the  Southeastern  Pennsylvania  High  Blood 
Pressure  Control  Program,  Inc.,  311  South 
Juniper  Street,  Philadelphia,  PA  19107.  An  in- 
dependent, non-profit  corporation.  $2.00  bulk 
rate  available. 

Appraisals  available  by  certified  surgical 
consultant;  practice  sales,  retirement,  taxes, 
inventory,  divorces.  Medical  Equipment  Re- 
sale, Inc.  24026  Haggerty  Rd.,  Farmington 
Hills,  Ml  48018.  1-800-247-5826,  (313)  477- 
6880. 
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See  the  difference  in  the  first  week1 


• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone1 

• Sleep  improvement  in  74%  of  patients 
after  first  h.s.  dose2 

• Dramatic  first-week  reduction 
in  somatic  complaints2 


% Reduction  in  Somatic  Symptoms2 


Vomiting 

n 

Nausea 

1 Headache 

Anorexia 

Constipation  | 

• Only  Vh  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar1 

Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Copyright  <s>1987  by  Roche  Products  Inc.  All  rights  reserved. 


Protect  your  decision. 
Write  "Do  not  substitute!' 


In  moderate  depression 
and  anxiety 


Limbitrol 


® 


Each  tablet  contains  5 mg  chlordiazepoxide  and  /jw1 
12.5  mg  amitriptyline  (as  the  hydrocnloride  salt)  vJV, 


Limbitrol  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /jw' 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Feighner  JP.  etal:  Psychopharmacology  61  217-225,  Mar  22,  1979  2.  Data  on  file, 
Hoffmann-La  Roche  Inc  , Nutley.  NJ 


Limbitrol (g 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety. 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants.  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  ot  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously  gradually  increasing  dosage  until  optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  ot  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  anticholinergic-type 
drugs.  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  ot 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial 
infarction  and  stroke  reported  with  use  ot  this  class  of  drugs. ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk  of  congenital  malformations  as  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy:  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  following  discontinuation  ot  either  component  olone  have  been  reported 
(nausea,  headache  and  malaise  tor  amitriptyline,  symptoms  [including  convulsions]  similar  to  those 
of  barbiturate  withdrawal  for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  ot  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  (unction  Because  ot  the  possibility 
ot  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these  patients.  Periodic 
liver  function  tests  and  blood  counts  are  recommended  during  prolonged  treatment  Amitriptyline 
component  may  block  action  ot  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepres- 
sants are  used  concomitantly  with  cimetidine  (Tagamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  state  concentrations  of  the  tricyclic  drugs 
Concomitant  use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects 
may  be  additive  Discontinue  several  days  betore  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  oversedation,  contusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone: 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently  occurring 


reactions  include  vivid  dreams,  impotence,  tremor,  contusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  tatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction 
have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  inlarction, 
arrhythmias,  heart  block,  stroke. 

Psychiatric . Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomania  and 
increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic:  Disturbance  of  accommodation]  paralytic  ileus,  urinary  retention  dilatation  ot  urinary 
tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  ot  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosmophiiia,  purpura,  thrombocy- 
topenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  ot  blood  sugar  levels,  and  syndrome 
of  inappropriate  ADH  (antidiuretic  hormone)  secretion 

Other  Headache,  weight  gain  or  toss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling. 

Ovenlosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I V administration  ot  t to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product  information  tor 
manifestation  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained.  Larger  portion  of  daily  dose  may  be  taken  at  bedtime 
Single  h.s.  dose  may  suffice  tor  some  patients.  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses, 
increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  Tablets,  initial  dosage 
ot  three  or  four  tablets  doily  in  divided  doses,  tor  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg  chlordiaze- 
poxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablets,  blue,  film-coated,  each 
containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt)  Available  in 
bottles  ot  100  and  500.  Tel-E-Dose“  packages  ot  100,  Prescription  Paks  ot  50 
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The  rewards  of  Limbitrol 
You’re  both  smiling  again 


See  the  difference 
in  the  first  week1 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner- 62%  of  total 
four-week  improvement 
achieved  in  the  first  week  with 
Limbitrol  versus  44%  with  ami- 
triptyline.1 


In  moderate 
depression 
and  anxiety 


Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  adjacent  page 
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